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HOSPITAL, NURSING HOME, AND SURGICAL BENEFITS 
FOR OASI BENEFICIARIES 


MONDAY, JULY 13, 1959 


Hovuse or REPRESENTATIVES, 
Commirrer oN Ways AND MEANS, 
Washington, D.C. 

The committee met at 10 a.m., pursuant to notice, in the committee 
hearing room, New House Office Building, Hon. Wilbur D. Mills 
(chairman of the committee) presiding. 

The Cuarrman. The committee will please be in order. 

In accordance with prior notice, the committee this morning is 
beginning 5 days of hearings on the bill introduced by our colleague 
on the committee from Rhode Island, Hon. Aime J. Forand, H.R. 
4700, to amend the Social Security Act to provide insurance for the 
cost of hospital, nursing home and surgical service for persons eligible 
for old-age and survivors insurance benefits. 

The Chair is also aware that our colleague on the committee from 
Montana, Hon. Lee Metcalf, has a similar bill pending before the 
committee, as is true also of certain other Members of the House. 

The Chair is aware that a very large number of individuals and 
organizations requested to be heard on this legislation, and the Chair 
observes that the committee has a very heavy schedule and that a 
limited time was available to be set aside for these particular hearings. 
Consequently, it was necessary that the time of the witnesses be divided 
in accordance with the total time available and the number of wit- 
hesses requesting to be heard. Allocations of time were made on an 
eer al pune as between the proponents and opponents and assigned 
accordingly. 

While only 1 week was available at this time for these hearings, 
the Chair observes that just 1 year ago social security hearings were 
conducted by the committee, at which some 190 witnesses appeared 
and presented to the committee over 1,200 printed pages of testimony, 
much of which was on the Forand bill of the last Congress. 

The hospitalization provisions of that bill were almost identical 
with H.R. 4700, the bill now pending before the committee. That 
prior testimony of a year ago will also be available to the committee. 

The Chair further notes that the report of the Department of 
Health, Education, and Welfare on the feasibility of use of the social 
security system for payment of hospital benefits has been submitted. 
The information in this report is therefore also available to the 
committee, 

The Chair wishes to express appreciation to all of the witnesses for 
vg cooperation with regard to the orderly scheduling of the 

earings, 
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2 BENEFITS FOR OASI BENEFICIARIES 


Without objection, following this statement, a copy of the bill on 
which the hearings are being conducted will be placed in the record, 
along with the press release announcing the hearings. 


(H.R. 4700, 86th Cong., 1st sess.]) 


A BILL To amend the Social Security Act and the Internal Revenue Code so as to provide 
insurance against the costs of hospital, nursing home, and surgical service for persons 
eligible for old-age and survivors insurance benefits, and for other purposes 


Be it enacted by the Senate and House of Representatives of the Untied 
States of America in Congress assembled, That this Act may be cited as the 
“Social Security Amendments of 1959”. 


TITLE I—AMENDMENTS TO TITLE II OF THE SOCIAL SECURITY ACT 


Sec. 101. (a) Title II of the Social Security Act is amended by adding after 
section 225 the following new section: 


“HOSPITALIZATION, NURSING AND SURGICAL INSURANCE 
“Eligibility for Insurance 


Sec. 226. (a) (1) The cost of hospital or nursing home services furnished 
to any individual during any month for which he is entitled to monthly benefits 
under section 202 (whether or not such benefits are actually paid to him) or 

_is deemed entitled to such benefits under the provisions of paragraph 2, or the 
cost of such services furnished to him during the month of his death where he 
ceases to be entitled by reason of his death, and the cost of surgical services 
which are not of an elective nature, shall, subject to the provisions of this 
section, be paid from the Federal Old-Age and Survivors Insurance Trust Fund 
to the hospital, physician, and nursing home which furnished him the services. 
Services to be paid for in accordance with the provisions of this section include 
only services provided in the United States. 

“(2) For purposes of this section, (A) any individual who would upon filing 
application therefor be entitled to monthly benefits for any month under section 
202 shall, if he files application under this section within the time limits pre 
scribed in section 202(j), be deemed, for purposes of this section only, to be 
entitled to benefits for such month, (B) such individual shall, whether or not 
he files application under this section, be deemed to be entitled to benefits under 
section 202 for such month for purposes of determining whether the wife, 
husband, or child of such individual comes within the provisions of clause (A) 
hereof, and (C) any individual shall, for purposes of this section, be deemed 
entitled to benefits under section 202 if such individual could have been deemed 
under clauses (A) or (B) of this paragraph to have been so entitled had he 
not died during such month, 

“(3) For purposes of paragraph (2), an individual’s application under this 
section may, subject to regulations, be filed (whether such individual is legally 
competent or incompetent) by any relative or other person, including the hos 
pital, physician, or nursing home furnishing the hospital, surgical, and nursing 
home services and, after such individual’s death, his estate. 

“(4) Payments may be made for hospital services furnished under this section 
to an individual during his first sixty days of hospitalization in a twelve 
month period that begins with the first day of the first month in which the 
individual received hospital services for which a payment is made under this 
section, and during his first sixty days of hospitalization in each succeeding 
twelve-month period ; and for nursing home services furnished under this section 
to an individual if the individual is transferred to the nursing home from the 
hospital, and if the services are for an illness or condition associated with 
that for which he received hospital services: Provided, That the number of 
days of nursing home services for which payments may be made shall, in any 
twelve-month period as described above, not exceed one hundred and twenty 
less the number of days of hospital services (in the same twelve-month period) 
for which payments are made under this section. 

“(5) The provisions of section 205 relating to the making and review of 
determinations shall be applicable to determinations as to whether the costs 
of hospital, nursing home, and surgical services furnished an individual may 
be paid for out of the Federal Old-Age and Survivors Insurance Trust 
under this section, and the amount of such payment. 
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BENEFITS FOR OASI BENEFICIARIES 


“Description of Hospital, Nursing Home, and Surgical Services 


“(b) (1) For purposes of this section, the term ‘hospital services’ means the 
following services, drugs, and appliances furnished by a hospital to any individual 
as a bed patient: bed and board and such nursing services, laboratory services, 
ambulance services, use of operating room, staff services, and other services, 
drugs, and appliances as are customarily furnished by such hospital to its bed 
patients either through its own employees or through persons with whom it has 
made arrangements for such services, drugs, or appliances; the term ‘hospital 
services’ includes such medical care as is generally furnished by hospitals as an 
essential part of hospital care for bed patients; such term shall include care in 
hospitals described in paragraph (1) of subsection (d); such term shall not 
include care in any tuberculosis or mental hospital. 

“(2) The term ‘nursing home services’ means skilled nursing care, related 
medical and personal services, and accompanying bed and board furnished by a 
facility which is equipped to provide such services, and (A) which is operated 
in connection with a hospital, or (B) in which such skilled nursing care and 
medical services are prescribed by, or are performed under the general direction 
of, persons licensed to practice medicine or surgery in the State. 

“(3) The term ‘surgical services’ means surgical procedures (other than elec- 
tive surgery) provided in a hospital, or, in case of an emergency or for minor 
surgery, provided in the outpatient department of a hospital or in a doctor’s 
ofice. Surgical services may include oral surgery when provided in a hospital. 
The term ‘elective surgery’ means surgery that is requested by the patient, but 
which in the opinion of cognizant medical authority is not medically required. 


“Free Choice by Patient 


“(c)(1) Any individual referred to in paragraphs (1) and (2) of subsection 
(a) may obtain the hospital or nursing home services for which payment to the 
hospital or nursing home is provided by this section from any hospital or nursing 
home which has entered into an agreement under this section, which admits 
such individual and to which such individual has been referred by a physician or 
(in the case of hospital or nursing home services furnished in conjunction with 


oral surgery) dentist licensed by the State in which such individual resides or the 
hospital or nursing home is located, upon a determination by the physician or 
dentist that hospitalization or nursing home care for such individual is medically 
necessary ; except that such referral shall not be required in an emergency situa- 
tion which makes such a requirement impractical. 

“(2) Any individual referred to in paragraph (1) and (2) of subsection (a) 
may, with respect to the surgical services for which payment is provided by this 
section, freely select the surgeon of his choice, provided that the surgeon is certi- 
fied by the American Board of Surgery or by another of the American medical 
specialty boards in a surgical specialty field, or is a fellow of the American College 
of Surgeons or has been appointed to the attending surgical staff of a hospital 
accredited by the Joint Commission on Accreditation of Hospitals except that such 
specification shall not be required in cases of emergency where the life of the 
patient would be endangered by any delay or in such other classes of cases where 
these specifications are not deemed practicable by the Secretary after consulta- 
tion with the Advisory Council, and except that, in the case of oral surgery, 
such individual may select a duly licensed dentist. 

“(3) Regulations under this section shall provide for payments (in such 
amounts and upon such conditions as may be prescribed in such regulations) 
to (A) hospitals for hospital services rendered in emergency situations to indi- 
viduals referred to in paragraphs (1) and (2) of subsection (a) by hospitals 
which have not entered into an agreement under this section, and (B) physicians 
for surgical services rendered by physicians not certified by the American Board 
of Surgery or not members of the American College of Surgery. 


“Agreements With Hospitals, Nursing Homes, and Providers of Surgical Services 


“(d) (1) Any institution (other than a tuberculosis or mental hospital) shall 
be eligible to enter into an agreement for payment from the Federal Old-Age 
and Survivors Insurance Trust Fund of the cost of hospital or nursing home 
Services furnished to individuals referred to in paragraphs (1) and (2) of sub- 
section (a) if it is licensed as a hospital or nursing home pursuant to the law 
of the State in which it is located. 
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“(2) Each agreement with a hospital under this section shall cover all hospital 
services included under subsection (b) (which services shall be listed in the 
agreement), shall provide that such services shall be furnished in semipriyate 
accommodations if available unless other accommodations are required for med. 
ical reasons, or are occupied at the request of the patient, shall be made upon 
such other terms and conditions as are consistent with the efficient and economica] 
administration of this section, and shall continue in force for such period ang 
be terminable upon such notice as may be agreed upon. 

“(3) An agreement with a hospital or nursing home under this section shall 
provide for payment, under the conditions and to the extent provided in this 
section, of the cost of hospital and nursing home services which are furnished 
individuals referred to in paragraphs (1) and (2) of subsection (a) provided 
that no such payment shall be made for services for which the hospital or nurs. 
ing home has already been paid (excluding payments by such individuals for 
which reimbursement to them by the hospital has been assured) ; but no such 
agreement shall provide for payment with respect to hospital or nursing home 
services furnished to an individual unless the hospital or nursing home obtains 
written certification by the physician (if any) who referred him pursuant to 
subsection (c) that his hospitalization or care in the nursing home was medically 
necessary and, with respect to any period during which such services were fur. 
nished, written certification by such individual’s attending physician during 
that period such services were medically necessary. The amount of the pay- 
ments under any such agreement shall be determined on the basis of the reason- 
able cost incurred by the hospital or nursing home for all bed patients, or, when 
use of such a basis is impractical for the hospital or nursing home or inequitable 
to the institution or the Federal Old-Age and Survivors Insurance Trust Fund, 
on a reasonably equivalent basis which takes account of pertinent factors with 
respect to services furnished to individuals referred to in paragraphs (1) and 
(2) of subsection (a). Any such agreement shall preclude the hospital or nurs- 
ing home with which the agreement is made from requiring payments from indi- 
viduals for services, payment of the cost of which is provided by this section, 
after it has been notified that the cost of such services is payable from the 
Federal Old-Age and Survivors Insurance Trust Fund, except that it may 
require payments from such individuals for the additional cost of accommoda- 
tions occupied by them at their request which are more expensive than semi- 
private accommodations. 

“(4) Except as provided by regulation, no agreement may provide for pay- 
ments (A) to any Federal hospital, or to any other hospital for hospital services 
which is obligated by contract with the United States (other than an agreement 
under this section) to furnish at the expense of the United States, or (B) to 
any hospital for hospital services which it is required by law or obligated by 
contract with a State or subdivision thereof to furnish at public expense except 
where the eligibility of the individual for such services is determined by applica- 
tion of a means test. 

“(5) No supervision or control over the details of administration or opera- 
tion, or over the selection, tenure, or compensation of personnel, shall be exer- 
cised under the authority of this section over any hospital or nursing home which 
has entered into an agreement under this section. 

“(6) Agreements under this subsection shall be made with the hospital or 
nursing home providing the services, but this paragraph shall not preclude repre 
sentation of such institution by any individual, association, or organization 
authorized by the institution to act on its behalf. 

“(7) The Secretary shall enter into agreements with qualified providers of 
surgical services as defined in paragraph (2) of subsection (c). Such agree 
ments shall stipulate that the rates of payment agreed on shall constitute full 
payment for these services. Such agreements may be made with any qualified 
individual, or with any association or organization authorized by the surgeons, 
dentists, or physicians to act in their behalf. 

“(8) Nothing in such agreements or in this Act shall be construed to give the 
Secretary supervision or control over the practice of medicine or the manner 
in which medical services are provided. 

“(9) Except to the extent the Secretary has made provision pursuant to sub 
section (h) for the making of payments to hospitals and nursing homes by a 
private nonprofit organization or for the making of payments to physicians, 
dentists, and surgeons by their designated representatives, he shall from time 
to time determine the amount to be paid to such provider of service under an 
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agreement with respect to services furnished, and shall certify such amount to 
the Managing Trustee of the Federal Old-Age and Survivors Insurance Trust 
Fund, except that such amount shall, prior to certification, be reduced or in- 
creased, as the case may be, by any sum by which the Secretary finds that the 
amount paid to the provider of services for any prior period was greater or less 
than the amount which should have been paid to it for such period. The Man- 
aging Trustee prior to audit or settlement by the General Accounting Office, shall 
make payment from the Federal Old-Age and Survivors Insurance Trust Fund, 
at the time or times fixed by the Secretary, in accordance with such certification. 


“Nondisclosure of Information 


“(e) Information concerning an individual, obtained from him or from any 
physician, dentist, nurse, hospital, nursing home, or other person pursuant to 
or as a result of the administration of this section, shall be held confidential 
(except for statistical purposes) and shall not be disclosed or be open to public 
inspection in any manner revealing the identity of the individual or other person 
from whom the information was obtained or to whom the information pertains, 
except as may be necessary for the proper administration of this section. Any 
person who shall violate any provision of this subsection shall be deemed guilty 
of a misdemeanor and, upon conviction thereof, shall be punished by a fine not 
exceeding $1,000 or by imprisonment not exceeding one year, or both. 


“Medical and Hospital Services Under Workmen’s Compensation 


“(f) The provisions of subsection (a) shall not be applicable to any services 
which an individual required by reason of any injury, disease, or disability on 
account of which such services are being received or the cost thereof paid for, 
or upon application therefor would be received or paid for, under a workmen's 
compensation law or plan of the United States or of any State, unless equitable 
reimbursement to the Federal Old-Age and Survivors Insurance Fund for the 
payments hereunder with respect to such services have been made or assured 
pursuant to agreements or working arrangements negotiated between the Sec- 
retary and the appropriate public agency. Notwithstanding the above sentence, 
if (1) the individual’s entitlement to receive such services (or to have the cost 
thereof paid for) under such a workmen’s compensation law or plan is in doubt 
when such services are required, (2) the cost of such services is otherwise pay- 
able from the Federal Old-Age and Survivors Insurance Trust Fund pursuant 
to this section, and (3) the individual makes an appropriate application under 
such workmen's compensation law or plan and agrees, in the event that be is sub- 
sequently determined to be entitled to receive such services (or to have the 
cost thereof paid for) under such law, to reimburse the Federal Old-Age and 
Survivors Insurance Trust Fund in the amount of any loss it might suffer 
through its payment for such services, then the cost of such services may be 
paid from such Trust Fund in accordance with this section. In any case in 
which the cost of services is paid from the Federal Old-Age and Survivors In- 
surance Trust Fund pursuant to the immediately preceding sentence, or is paid 
from such Trust Fund with respect to any such injury, disease, or disability for 
which no reimbursement to such Trust Fund has been made or assured pursu- 
ant to the first sentence of this subsection, the United States shall, unless not 
permitted under the law of the applicable State (other than the District of 
Columbia) be subrogated to all rights of such individual, or of the provider of 
services to which payments under this section with respect to such services 
are made, to be paid or reimbursed pursuant to such workmen’s compensation 
law or plan for such payments. All amounts recovered pursuant to this sub- 
section shall be deposited in the Treasury of the United States to the credit of the 
Federal Old-Age and Survivors Insurance Trust Fund. 


“Regulations and Functions of Advisory Council 


“(g) All regulations specifically authorized by this section shall be prescribed 
by the Secretary. In administering this section, the Secretary shall consult 
With a National Advisory Health Council consisting of the Commissioner of 
Social Security, who shall serve as Chairman ex officio, and eight members ap- 
pointed by the Secretary. Four of the eight appointed members shall be persons 
who are outstanding in fields pertaining to hospitals and health activities, and 
the other four members shall be appointed to represent the consumers of hos- 
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pital, nursing home, and surgical services and shall be persons familiar with the 
need for such services by eligible groups. Each appointed member shall holq 
office for a term of four years, except that any member appointed to fill a yg. 
cancy occurring prior to the expiration of the term for which his predeceggor 
was appointed shall be appointed for the remainder of such term, and the terms 
of office of the members first taking office shall expire, as described by the Sec. 
retary at the time of appointment, two at the end of the first year, two at the 
end of the second year, two at the end of the third year, and two at the end of 
the fourth year after the date of appointment. An appointed member shall not 
be eligible to serve continuously for more than two terms but shall be eligible 
for reappointment if he has not served immediately preceding his reappointment, 
The Council is authorized to appoint such special advisory and technical com. 
mittees as may be useful in carrying out its functions. Appointed Coungejl 
members and members of advisory or technical committees, while serving on 
business of the Council, shall receive compensation at rates fixed by the See. 
retary, but not exceeding $50 per day, and shall also be entitled to receive an 
allowance for actual and necessary travel, and subsistence expenses while go 
serving away from their places of residence. The Council shall meet as fre 
quently as the Secretary deems necessary, but not less than one each year, 
Upon request by three or more members it shall be the duty of the Secretary to 
call a meeting of the Council. 


“Utilization of Private Nonprofit Organizations 


“(h)(1) The Secretary may utilize, to the extent provided herein, the serv- 
ices of private nonprofit organizations exempt from Federal income taxation 
under section 501 of the Internal Revenue Code which (A) represent qualified 
providers of hospital, nursing home, or surgical services, or (B) operate volun- 
tary insurance plans under which agreements, similar to those provided for 
under subsection (d), are made with hospitals, nursing homes, and physicians 
for defraying the cost of services. Such organizations shall be utilized by the 
Secretary to the extent that he can make satisfactory agreements with them 
and to the extent he determines that such utilization will contribute to the effec- 
tive and economical administration of this section. Such agreements shall not 
delegate (A) his functions relating to determinations as to whether the costs 
of hospital, nursing home, and surgical services furnished an individual may be 
paid for out of the Federal Old-Age and Survivors Insurance Trust Fund under 
this section and the amount of such payment, and (B) his functions relating to 
the making of regulations. 

“(2) An agreement under paragraph (1) shall provide for payment from the 
Federal Old-Age and Survivors Insurance Trust Fund to the organization of the 
amounts paid out by such organization to hospitals, nursing homes, physicians, 
and dentists, under this section and of the cost of administration determined by 
the Secretary to be necessary and proper for carrying out such organization’s 
functions under its agreement pursuant to this subsection. Such payments to 
any organizaiton shall be made either in advance on the basis of estimates by 
the Secretary or as reimbursement, as may be agreed upon by the organization 
and the Secretary, and adjustments may be made in subsequent payments on 
account of overpayments or underpayments previously made to the organiza- 
tion under this subsection. Such payments shall be made by the Managing 
Trustee of the Trust Fund on certification by the Secretary and at such time 
or times as the Secretary may specify and shall be made prior to audit or set- 
tlement by the General Accounting Office. 

“(3) An agreement under paragraph (1) with any organization may require 
any of its officers or employees certifying payments or disbursing funds purst- 
ant to the agreement, or otherwise participating in its performance, to give 
surety bond to the United States in such amount as the Secretary may deem 
necessary, and may provide for the payment of the cost of such bond from the 
Federal Old-Age and Survivors Insurance Trust Fund. 


“Certifying and Disbursing Officers 


“(i) (1) No individual designated by the Secretary pursuant to an agreement 
under this section, as a certifying officer shall, in the absence of gross negligence 
or intent to defraud the United States, be liable with respect to any payments 
certified by him under this section. 

“(2) No disbursing officer shall, in the absence of gross negligence or intent 
to defraud the United States, be liable with respect to any payment by him 
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under this section if it was based upon a voucher signed by a certifying officer 
designated as provided in paragraph (1). 


“Adjustments in Cash Benefits 


“(j) For purposes of section 204, any payment under this section to any hos- 
pital, nursing home, physician, or dentist, with respect to hospital, nursing 
home, or surgical services furnished an individual shall be regarded as a 
payment to such individual.” 

(b) The amendments made by subsection (a) shall be effective on the first 
day of the twelfth calendar month after the month in which this Act is enacted. 

(c) Notwithstanding the provisions of section 226(a)(2) of the Social Se- 
curity Act, as amended by this Act, and subsection (b) of this section, applica- 
tions filed under such section 226 which would otherwise be valid shall, sub- 
ject to regulations of the Secretary, be considered valid even though filed more 
than three months prior to the effective date of this Act, but not if filed prior to 
the first day of the fourth calendar month after the month in which this Act is 
enacted. 


TITLE II—AMENDMENTS TO THE INTERNAL REVENUE CODE OF 1954 
CHANGES IN Tax SCHEDULES 


SELF-EMPLOYMENT INCOME TAX 


Seo. 201. (a) Section 1401 of the Internal Revenue Code of 1954 (relating 
to rate of tax on self-employment income) is amended to read as follows: 
“SEC. 1401. RATE OF TAX. 

“In addition to other taxes, there shall be imposed for each taxable year, on 
the self-employment income of every individual, a tax as follows: 

“(1) in the case of any taxable year beginning after December 31, 1958, 
and before January 1, 1960, the tax shall be equal to 3% percent of the 
amount of the self-employment income for such taxable year ; 

“(2) in the case of any taxable year beginning after December 31, 1959, 
and before January 1, 1963, the tax shall be equal to 4% percent of the 
amount of the self-employment income for such taxable year; 

“(3) in the case of any taxable year beginning after December 31, 1962, 
and before January 1, 1966, the tax shall be equal to 55% percent of the 
amount of the self-employment income for such taxable year; 

“(4) in the case of any taxable year beginning after December 31, 1965, 
and before January 1, 1969, the tax shall be equal to 6% percent of the 
amount of the self-employment income for such taxable year; and 

“(5) in the case of any taxable year beginning after December 31, 1968, 
the tax shall be equal to 7% percent of the amount of the self-employment 
income for such taxable year.” 


TAX ON EMPLOYEES 


(b) Section 3101 of such Code (relating to rate of tax on employees under 
the Federal Insurance Contributions Act) is amended to read as follows: 
“SEC. 3101. RATE OF TAX. 

“In addition to other taxes, there is hereby imposed on the income of every 
individual a tax equal to the following percentages of the wages (as defined in 
section 3121(a)) received by him with respect to employment (as defined in 
section 3121(b) )— 

“(1) with respect to wages received during the calendar year 1959, the 
rate shall be 2% percent; 

“(2) with respect to wages received during the calendar years 1960 to 
1962, both inclusive, the rate shall be 3%4 percent; 

“(3) with respect to wages received during the calendar years 1963 to 
1965, both inclusive, the rate shall be 3% percent; 

“(4) with respect to wages received during the calendar years 1966 to 
1968, both inclusive, the rate shall be 4%4 percent; and 

“(5) with respect to wages received after December 31, 1968, the rate shall 
be 4% percent.” 
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TAX ON EMPLOYERS 


(C) Section 3111 of such Code (relating to rate of tax on employers under the 
Federal Insurance Contributions Act) is amended to read as follows: 


“SEC, 3111. RATE OF TAX. 

“In addition to other taxes, there is hereby imposed on every employer an 
excise tax, with respect to having individuals in his employ, equal to the follow. 
ing percentages of the wages (as defined in section 3121(a)) paid by him 
with respect to employment (as defined in section 3121(b) )— 

“(1) with respect to wages paid during the calendar year 1959, the rate 
shall be 2% percent; 

“(2) with respect to wages paid during the calendar years 1960 to 19€2, 
both inclusive, the rate shall be 3% percent; 

“(3) with respect to wages paid during the calendar years 1963 to 1965, 
both inclusive, the rate shall be 3% percent; 

“(4) with respect to wages paid during the calendar years 1966 to 1968, 
both inclusive, the rate shall be 44%4 percent; and 

“(5) with respect to wages paid after December 31, 1968, the rate shall 
be 434 percent.” 


CHAIRMAN WILBUR D. MILs, DEMOCRAT OF ARKANSAS, COMMITTEE ON WAYS AND 
MEANS, HOUSE OF REPRESENTATIVES, ANNOUNCES PUBLIC HEARINGS To BEGIN 
JuLY 7, 1959, ON SEVERAL LEGISLATIVE PROPOSALS NoW PENDING BEFORE THE 
CoMMITTEE 


The Honorable Wilbur D. Mills, Democrat of Arkansas, Chairman, Committee 
on Ways and Means, House of Representatives, today announced that the com- 
mittee has scheduled public hearings to begin on July 7, 1959, on several differ- 
ent legislative proposals now pending before the committee. These proposals are 
as follows: 

(1) H.R. 5, by the Honorable Hale Boggs of Louisiana, the Foreign Invest- 
ment Incentive Act of 1959; 

(2) H.R. 4700, by the Honorable Aime J. Forand of Rhode Island, to amend 
the Social Security Act to provide insurance for the cost of hospital, nursing 
home and surgical services for persons eligible for old-age and survivors insur- 
ance benefits ; 

(3) H.R. 7361, by the Honorable Richard M. Simpson of Pennsylvania, to 
amend the Internal Revenue Code of 1954 so as to provide for nonrecognition of 
gain or loss upon certain distributions of stock made pursuant to orders enforc- 
ing the antitrust laws; and 

(4) H.R. 7924, by the Honorable James B. Utt, to amend the Internal Revenue 
Code to allow a deduction from the gross estate for the value of property passing 
to children, 

The hearings will also include testimony on related alternative proposals on 
the four specific matters listed above which witnesses may desire to bring to the 
attention of the committee. This testimony, however, must be limited to the 
substantive areas covered by the four bills. 

It is anticipated that the lead-off witnesses with regard to each of these sev- 
eral proposals will be from the interested Government agencies and departments. 
The hearings will begin on July 7, 1959. The precise dates set aside for each of 
the several proposals will be determined after all requests are received and after 
it is determined how much time is available to the committee for this purpose. 
P My has tentatively been decided that the order of the hearings will be as 

ollows: 

(1) H.R. 5, beginning July 7 and not to exceed 3 days; 

(2) H.R. 7924, July 10, and not to exceed 1 day; 

(3) H.R. 4700, beginning July 13, and not to exceed 5 days; and 

(4) H.R. 7361, beginning July 20, and not to exceed 2 days. 

It is absolutely essential that persons who may be interested in appearing and 
testifying should submit their request to Mr. Leo H. Irwin, Chief Counsel, Con- 
mittee on Ways and Means, 1102 New House Office Building, Washington 25, 
D.C., as soon as possible and in any event not later than July 1, 1959. 

The chairman emphasized that the Committee on Ways and Means has a very 
heavy legislative schedule, and for this reason the hearings have been limited 
as to subjects and duration. With the limited time available, it will be neces 
sary for all persons and groups with similar interests designate one spokesman 
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to represent them at the public hearings. The time allotted each witness will 
be determined by the number of witnesses requesting to be heard on each 
ject. 
= is essential that all persons requesting to appear and testify indicate: 
Important: 
(1) the general subject and tenor of their testimony ; 
(2) the amount of time required for their direct testimony; and 
(3) the name and address of the witness who will present the testimony 
for the organization or group concerned, in order for the staff to allot time 
and to properly arrange a schedule for the hearings. 

All persons who desire to do so may submit a written statement in lieu of a 
personal appearance. Such statements will be considered by the committee and 
also printed in the record of the hearings. It is requested that persons who sub- 
mit such statements in lieu of a personal appearance do so by not later than 
July 21, 1959. A minimum of three copies of such statements should be 
submitted. 

In accordance with the rules of the committee, persons who are scheduled to 
be heard are requested to submit 60 copies of their prepared statement to the 
chief counsel 24 hours in advance of their scheduled appearance. If a witness 
desires to also make available copies of his statement to the press and interested 


public, an additional 50 copies should be submitted by the date of his appear- 
ance. 


Persons who submit a written statement for the record in lieu of an appear- 
ance may also provide an additional 50 copies of such statement if they desire 
it to be made available to the press and the public. 

The Cuamman. In addition, permit the Chair to advise, because 
of the great number to be heard and the limited time within which to 
hear witnesses, we will have to insist that each witness conclude his 
testimony in the time that has been allocated to that witness accord- 
ing to the calendar which is before us. And of course all statements 
will be carried in full in the record in the event any part of the state- 
ment is not given in the oral presentation. 

This morning we are very pleased to have with us Hon, Arthur S. 
Flemming, Secretary of Health, Education, and Welfare. 

_Mr. Flemming, we are very pleased to hear you today. We appre- 
clate you have taken time from your busy schedule to come to the 
committee. You are recognized, sir, to proceed in your own way. 


STATEMENT OF HON. ARTHUR S. FLEMMING, SECRETARY OF 
HEALTH, EDUCATION, AND WELFARE; ACCOMPANIED BY ELLIOT 
L. RICHARDSON, ASSISTANT SECRETARY (FOR LEGISLATION) ; 
WILLIAM L. MITCHELL, COMMISSIONER, SOCIAL SECURITY AD- 
MINISTRATION; AND MRS. IDA C. MERRIAM, DIRECTOR, DIVISION 
OF PROGRAM RESEARCH 


Secretary Fiemmine. Mr. Chairman, members of the committee, 
first of all may I express to you my appreciation for the opportunity 
to present the views of the Department of Health, Education, and 
Welfare on H.R. 4700, a bill to amend the Social Security Act and 
the Internal Revenue Code so as to provide insurance against the costs 
of hospital, nursing home, and surgical service for persons eligible 
for old-age and survivors insurance benefits, and for other purposes. 

In the introduction to the report which we submitted on April 2 
of this year to this committee on the subject of “Hospitalization In- 


surance for OASDI Beneficiaries,” we included the following obser- 
vations : 


There is general agreement that a problem does exist. The rising cost of 
medical care, and particularly of hospital care, over the past decade has been 
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felt by persons of all ages. Older persons have larger than average medic) 
care needs. As a group they use about two and a half times as much gene) 
hospital care as the average for persons under age 65 and they have specig] 
need for long-term institutional care. Their incomes are generally conside. 
ably lower than those of the rest of the population, and in many cases ap 
either fixed or declining in amount. They have less opportunity than employed 
persons to spread the cost burden through health insurance. A larger propor. 
tion of the aged than of other persons must turn to public assistance for pay. 
ment of their medical bills or rely on “free” care from hospitals and physicians 

Because both the number and proportion of older persons in the populatio, 
are increasing, a satisfactory solution to the problem of paying for adequate 
medical care for the aged will become more rather than less important. 

We do not think that H.R. 4700 provides a satisfactory solution to 
the problem. 

We are convinced that the objective of making adequate medical 
care reasonably available to our aged population should, so far as 

ossible, be achieved through reliance upon and encouragement of 
individual and organized voluntary action. | 

Steady progress has been made in extending and improving volun- 
tary hospital insurance coverage of the aged under nonprofit and 
commercial programs. 

About 40 percent of the persons age 65 and over now have some 
hospital insurance protection. As recently as 1952 only 25 percent 
of the persons age 65 and over had any form of hospital insurance. 
The most rapid increase in coverage has been in the age group 65 to 
69. 

If the same average yearly increase in the proportion covered is 
maintained as has been maintained during the last few years, private 
hospital insurance will reach about 56 percent of the aged population 
in 1965 and 68 percent in 1970. If the same rate of increase in cov- 
erage of OASDI beneficiaries that was recorded between 1951 and 
1957 continues, about 70 percent of the aged beneficiaries group will 
have some form of health insurance by 1965. 

In view of the special efforts that are being made by nonprofit plans 
and insurance companies and in view of the experimenting that is 
taking place with new methods for extending coverage, it seems to 
me that we can look forward with confidence to 70 percent of the aged 
having some form of hospital insurance by 1965. j 

In the light of this situation, I believe that it would be very unwise 
to enact H.R. 4700. There is no question but that its enactment 
would bring to a virtual halt the voluntary efforts that are moving 
forward in such an encouraging manner. 

It is, of course, true that if H.R. 4700 were enacted, some older 
persons would purchase insurance to cover the cost of types of serv- 
ices not covered by the Government program, such as private room 
accommodations in the hospital, or physician’s home and office visits, 
but there would be no incentive for persons to purchase private insur- 
ance covering the costs of services already paid for by compulsory 
contributions to the Government program. ] 

Furthermore, since the taking of this initial step would result m 
strong pressures to extend the scope of benefits to additional types of 
service, voluntary insurance might soon be eliminated from the entire 
field of health protection for the aged. ; 

In other words, enactment of FLR. 4700 would have far-reachi 
and irrevocable consequences. It would establish a course from whic 
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there would be no turning back. The opportunity for continued 
growth in coverage and adequacy of voluntary health insurance for 
the aged would be stifled before its full potential could be gaged. 

The pattern of health coverage of the aged would have become 
frozen in a vast and uniform governmental system, foreclosing future 
opportunity for private groups, nonprofit and commercial, to demon- 
strate their capacity to deal with the problem. 

I recognize, of course, that continued progress in the direction of 
covering an increasingly large percentage of the aged by voluntary 
hospital insurance programs will still leave us with problems that the 
Nation cannot ignore. 

In the first place, there will be persons whose policies provide in- 
adequate protection. Most of the persons holding such policies would 
be willing to purchase additional protection if it could be provided at 
rates they were able to pay. 

In the second place, there will be those who have no protection but 
who would participate in voluntary programs if provided with policies 
at rates that they could afford to pay. 

Over the last 10 years, various proposals have been made to deal 


} with the problem presented by both of these groups. The major 


proposals can be classified under two headings, namely : 

(1) Those designed to stimulate voluntary health insurance through 
pooling or reinsurance ; and 

(2) Those designed to provide Federal subsidies to private carriers 
in order to enable them to cover above-average risks or to supplement 
premiums of persons of low income. 

I feel that these proposals should be reevaluated and discussed with 
persons both in and out of Government in the light of the basic data 
that have been brought together in connection with the report that we 
submitted to this committee in April and also in relation to other 
possible alternatives. 

They should also be reevaluated, it seems to me, in the light of the 
possibility of their being applied to the aged group alone because these 
previous proposals related to the population as a whole. 

As we indicated in our report to this committee, the alternatives 
that can be classified under io two headings to which I have just 
referred are based on previous legislative proposals. 

We indicated in the report that there are other possibilities for 
Federal action. We also stated that time had not permitted any of 
them to be developed and evaluated in adequate detail for the report. 
Ve are now in the process of evaluating these other possibilities. 

One possible approach, for example, would be to develop a plan 
under which workers, particularly those who do not now have the 
opportunity of participating in large group plans that will provide 
them with protection after retirement, aula make voluntary con- 
tributions over a period of years to the Government which in turn 
could purchase insurance for them from nonprofit groups and in- 
surance companies. 

Ihave requested the staff to make a thorough study of those possi- 
bilities that we have not yet had the opportunity of developing and 
waluating in adequate detail, and to discuss the most promising ones 
with persons both in and out of Government. 
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At the conclusion of these studies, we will be in a position to deter. 
mine whether or not it is possible to develop any plan that is both 
practicable and desirable. At that time we will be happy to report 
the result of our studies to this committee and its Subcommittee oy 
Administration of the Social Security Law. 

In summary: 

1. We must come to grips with the problem of providing adequate 
hospital care for the aged. 

2. The percentage of aged persons covered by hospital insurance 
written by nonprofit groups and insurance companies has increased in 
a very significant manner in recent years. 

3. There is every indication that the percentage of aged persons coy- 
ered by hospital insurance written by nonprofit groups and insurance 
companies will continue to increase. 

4. The enactment of a compulsory hospital insurance law would 
represent an irreversible decision to abandon voluntary insurance for 
the aged in the hospital field and would probably mark the beginning 
of the end of voluntary insurance for the aged in the health field 
generally. 

5. Instead of abandoning voluntary hospital insurance for the aged 
in favor of compulsory insurance, every possible effort should be made 
to determine whether or not a plan can be developed that will 
strengthen the voluntary approach by making adequate protection 
available to a larger percentage of the aged. 

Mr. Chairman, that completes my opening statement. 

The CuHarrman. Mr. Flemming, we thank you, sir, for your state- 
ment and your appearance. 

Secretary FLtemmine. Mr. Chairman, before proceeding with ques- 
tioning, I might identify the persons who are accompanying me here 
today: Mr. Elliot Richardson, the Assistant Secretary of the Depart- 
ment for Legislation; Commissioner William Mitchell, Commissioner 
of Social Security Administration; Mrs. Ida Merriam, who is in 
charge of our research and planning work in the social security area. 

The Cuarrman. Thank you, Dr. Flemming. 

Mr. Forand will inquire. 

Mr. Foranp. Mr. Secretary, the report which you have filed of 
course was not a surprise to me. I know that there was an awful lot 
of delay in getting reports from the Department. The first report, 
which was due on February 1, did not arrive until sometime in April. 
The report that had been requested on this bill was delayed and 
delayed until finally it came to us on Friday. 

I sincerely hope that the report to which you make reference here, 
of your further studies, will not also be so delayed that we will not 
get anyplace with it. 

I am disturbed, greatly disturbed, at the fact that for years we have 
had a lot of talk 4 aon help for the aged, but we have had very little 
action comparatively speaking. I realize that it is a difficult question 
for us to solve. 

I realize also that if everybody who is interested in trying to find 
the solution to this problem had been devoting his time to finding 4 
solution rather than fighting a bill that I introduced 2 years ago, 
perhaps we would have a solution by now. | 

I am hopeful that as a result of the bill having been introduced and 
the interest stirred up in it that we have at least achieved a little for- 
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ward movement and that this movement will gain momentum as it 
oes along. 

. Now, the Department of Health, Education, and Welfare is already 
administering grants that go to pay for medical care for millions of 
eople. Would not the problem of administering the proposed Fed- 
eral health benefits be similar to those that have been solved satisfac- 
torily in connection with these other programs ? 

Secretary FLemmina. Congressman Forand, first of all, may I com- 
ment on your comments relative to the delay in the reports that have 
been submitted ? 

I think that I should personally assume responsibility for the delays. 
As you know, I took office last August. I regard this as one of the 
most important issues that confronts the Government, both the execu- 
tive and legislative branch, and I have personally tried to take time, 
first of all, to get acquainted with the contents of the report that was 
submitted to you, and in the second place I have tried to look at all of 
the possibilities in connection with the solution of what I recognize, as 
you recognize, to be a very real problem. 

I can assure you that as far as the additional studies that are re- 
ferred to in my statement are concerned that they will be given my 
personal attention and I will certainly endeavor to bring them to a 
conclusion just as rapidly as possible. 

My hope would be certainly that they would be available to the 
Congress when it comes into the second session of this particular 
Congress. 

Now, as far as the administration of a program such as is envisioned 
by H.R. 4700 is concerned, I think that we do have to keep in mind 
the fact that this would be a new departure as far as social insurance 
isconcerned. 

In the letter that I transmitted to the committee, giving our views 
on this particular bill, I said this: 


Such a system— 
that is, the one envisioned by this bill— 


in order to meet the objective of adequate coverage of the risk in an economical 
manner, must be designed to meet all or substantially all of the costs of those 
services which the system undertakes to provide. In this significant respect, the 
compulsory health insurance under H.R. 4700 differs from the old-age, survivors 
and disability insurance program which contemplates, and in fact provides, an 
incentive for supplementation of a basic floor of protection through individual 
incentive and thrift and private insurance. 


Then a little later on, I indicate that this program would have far- 
reaching and irrevocable consequences. 
On top of the last page of my letter I indicate this: 


Such foreclosure of future opportunity for private efforts to demonstrate their 
capacity to deal with the problem would require far more convincing justifica- 
on than is afforded by present evidence that nonprofit and commercial insur- 
ince cannot meet the need. It would demand, moreover, the payment of an 
additional price in the form of Governmental intervention into arrangements 


nd are on the whole better left within the framework of nongovernmental 
‘tion. 


Then I proceed to list some of the new types of administrative 
sme that would comfront the Government if we move in this 
rection, 
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This is just a very brief summary and the identification of the ad- 
ministrative issues that would confront us and that were described 
in chapter 5 of the report that we made to this committee. 

In other words, in summary, Congressman Forand, it seems to 
me that we would be faced with a new set of administrative prob. 
lems if we moved in this direction as contrasted with the problems that 
have confronted us in connection with the administration of the old 
age and survivors’ disability insurance, and public assistance pro- 
grams. Some of those problems wou)d present the Government with 
issues which it has never faced before. 

Mr. Foranp. I agree it might bring in some new problems, but I 
do not believe that you want to tell the committee that these would 
be so insurmountable that the socia) security system could not handle 
them. 

Secretary FLemmine. Congressman Forand, I never assume that an 
administrative problem is an insurmountable problem. 

My point is that it would make it necessary for us to move ina 
direction as a government that would be contrary to the direction in 
which we have moved up to the present time in the field of social 
insurance. 

Mr. Foranp. Maybe it is in a different direction, but again I say 
it is not a problem that will not be solved; it is not an insurmount- 
able problem. 

Secretary Frese. I think you and I would agree up to this 
point: I do not assume that any administrative problem is insur 
mountable. It would require the Government to take action which 
it seems to me would be undesirable for the Government to take. 

_ In other words, my differences are philosophic rather than admin- 
istrative. 

Mr. Foranp. Naturally, you and I cannot see this in the same light. 

Secretary FLemmine. That is right. 

Mr. Foranp. Now, Mr. Secretary, hundreds of millions of dollars 
are being paid now by Federal, State and local governments for the 
care of the aged. Could you let the committee have estimates, either 
now or later, of the total amount of Federal money that is being spent 
this year from general revenues of the Treasury for each of the major 
programs that we have in the health care of the aged ? 

Secretary Fremmine. Congressman Forand, I think it would bk 
better for me to supply that for the records. 

I do have some tl here dealing with various aspects of the pro- 
gram. For example, they indicate our payments for the aid to the 
aged programs under public assistance and other similar programs. 

Mr. Foranp. I realize I am asking for quite something here. Iam 
perteniny willing that you supply that for the record with a break- 

own for each program. Will you do that for us? 

Secretary Fiemmine. I shall be very happy to do that. 

Mr. Foranp. Mr. Chairman, I ask that it be included in the record. 

The Ciamman. Let it be understood during the course of this 
hearing that each witness will supply for the record such information 
as a member of the committee requests without the necessity of ob- 
taining permission on each occasion. Without objection we will fol- 
low that rule. 
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(Information referred to follows :) 
In the fiscal year 1957, the latest year for which the necessary data are 


available, we estimate that approximately $750 million was spent from general 
revenues for medical care for persons 65 years of age and over, Of this total, 
$335 million came from Federal funds and $416 million from State and local 
funds. 


The Federal expenditures included $186 million spent by the Veterans’ Ad- 
ministration for medica) services for veterans aged 65 and over, $137 million in 
Federal matching grants for public assistance and smaller amounts spent for care 
in Public Health Service hospitals ($6 million) and for care for retired military 
personnel ($5.5 million). 


The State and local expenditures included $121 million in public assistance 


payments and $295 million for care in public hospitals—mental, tuberculosis, 
and general hospitals—or for grants to privately administered hospitals. 

Mr. Foranp. Mr. Secretary, we know that there is quite a lot of 
Federal money being spent for relief of the aged. Would not the 
addition of these health benefits under the old age and survivors in- 
surance program substantially reduce these expenditures that are now 
coming from the Federal Treasury ¢ 

Secretary Fieamrne. If I would answer your question in terms of 
a reduction of expenditures from the Federal Treasury—in other 
words, your point is that they would come out of the trust fund, or 
some of these expenditures anyhow would come out of the trust fund, 
instead of coming directly from the Treasury. Of course they would 
come from the trust fund as a result of a tax placed on the employee 
and the employer so that they would still be paid as a result of a sys- 
tem of taxation. It is true that it would follow a different course 
than at the present time. 

Mr. Foranp. Under general taxation, everybody contributes 
whether they are beneficiaries or not, whereas under the social se- 
curity system the recipients have contributed a certain portion. 

Secretary Fitemmane. I think, in further answer to your question, 
that we have to keep this in mind, also: that if we oa shift to this 
kind of approach, the assistance that is being given to the aged vet- 
erans would still be given as a result of a direct expenditure from the 
Treasury and also as we think in terms of those who are now getting 
assistance under the public assistance program. 

We have to keep in mind the fact that a fairly large percentage, 
ibout three-fourths of those receiving old-age assistance, are not 
covered by the old-age and survivors insurance program, so that it 
would be hard for me to respond to your question in a generalized 
manner. 

Now, I shall be very glad to ask to have a study made that will 
ve us some estimate that will be a direct reply to your question, 
ut I prefer to do that rather than just generalizing at this point. 

Mr. Foranp. I appreciate that, but I am of the opinion that it 
vould materially reduce the expenditures from the general Treasur 

ause so much would be oath out of the trust fund to which the 
people have contributed. 
eowary Fiemmine. I would like to check that if I may, Con- 

essman. 

(The Department supplied the following information ) 


Rina enactment of H.R. 4700 would probably not result in a significant reduc- 
ag Federal expenditures for medical care for the aged in the immediate 
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There would be some savings in the Veterans’ Administration program 
particularly in relation to care for nonservice connected cases. However, ging 
the veterans program provides comprehensive services, including diagnogti 
and nonsurgical physicians services, it can be anticipated that many veteray 
will continue to rely on the Veterans’ Administration program when they & 
not have the means to pay for medical services not included in H.R. 4700, 

There would also prabably be some reduction in expenditures for medica 
eare under the public assistance programs. Three-fourths of the recipient 
of old-age assistance, however, are not eligible for old-age, survivors, and dig 
ability insurance. Furthermore, there are so many other areas of medical cay 
to which the States public assistance agencies might transfer any moneys save 
on hospitalization costs, that there might be relatively little reduction in totg| 
expenditures for medical care under public assistance and thus very little re 
duction in the Federal grants. 

Future savings in hospital and other costs under public assistance as a result 
of H.R. 4700 might, however, be significant. An increasing proportion of old. 
age assistance cases are likely to be old-age, survivors, and disability insurane 
beneficiaries. And to the extent that the availability of hospital and other 
benefits under H.R. 4700 prevented exhaustion of assets and savings during 
periods of illnesses, older people in the future would have less need to turn to 
public assistance for support. 


Mr. Foranp. If I recall properly, out of the 12 or 13 million people 
who are recipients under the old-age and survivors insurance pro 
gram, some 600,000 of them receive so small a benefit that they have 
to get supplementary aid from the welfare funds. I think I am cor. 
rect in that figure. 

Secretary Fiemmine. I think that is correct, Congressman. Weesti- 
mate that there are now more than 600,000 aged persons receiving 
old-age assistance to supplement their old-age and survivors insurance 
benefit. In addition, some younger persons receive both old-age, sur- 
vivors, and disability insurance benefits and also aid to dependent 
children or aid to the blind or disabled, making about three-fourths 
of a million insurance beneficiaries, of the total of 13 million, who 
now receive supplementary aid from welfare funds. 

Mr. Foranp. I am wondering how those people could ever afford 
to pay medical bills of any kind when it is necessary for them to go 
to welfare. Naturally, I suspect that when they encounter such 
medical expenses that the Welfare Department is the one that pays 
for them. 

Secretary FLemmrne. Congressman Forand, I assume that in most 
instances that is the case. 

Of course, as I see it, that is why the Government, in amending the 
Social Security Act from time to time, has decided to make medical 
services an integral part of the public assistance program. 

I recognize the fact that under a voluntary approach to this prob- 
lem such as I advocated in my direct testimony, that there will al- 
ways be a group of persons whose medical needs, whose hospital needs 
generally, will be met at least in part by the public assistance 
program. 

But as I understand it, that was the feeling upon the part of both 
the Congress and the executive branch when they got together on 
amending the Social Security Act so as to make provision for medi- 
cal services. 

I personally feel that that is a sound decision. I personally feel 
that we have made real progress in dealing with that aspect of the 
problem as a result of those amendments. 
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Mr. Foranp. As one who has had experience in welfare work, I 
have run into so many of these cases that perhaps that is the moti- 
vating factor behind my deep interest in securing help for the aged. 
[ will not dwell on that any further. 

Now you make mention of the fact, in fact the report does, that 
there was found to be 43 percent of the old-age beneficiaries who 
had some form of health insurance in 1957. You said something to 
the effect that by 1965 if the same progress continues to be made that 
has been made over the recent years, approximately 70 percent of those 
over 65 will have some kind of insurance coverage. 

Now, that leaves about 30 percent that will not have coverage. 
In the meantime, between now and 1965, these people are going to still 
be faced with the problem that we are trying to solve here. 

Secretary FLEMMinG. Congressman Forand, | recognize that. And 
I recognize that this is a problem that all of us must face. That is why 
inmy opening statement I said that continued progress in the direc- 
tion of covering an increasingly large percentage of the aged by 
voluntary hospital insurance programs will still leave us with prob- 
lems that we have to confront. 

And I recognize, as I am sure you do, that there will be persons 
whose policies provide inadequate protection even within that 70 
percent group. 

But I do feel that as far as those persons are concerned, they would 
be willing to purchase additional protection if it could be provided 
at rates that they were able to pay. Then I recognize that there will 
be those within the 30 percent who have no protection but who would 
participate in voluntary programs if provided with policies at rates 
that they could afford to pay. 

- or this reason that i have asked to have these additional studies 
made. 

First of all, I have asked to have the proposals that have been looked 
at in the past by this committee and other committees reevaluated in 
the light of these new data, and also reevaluated in the light of the 
=" of applying those proposals not to all ages but just to the 
aged, 

Then, as our report indicated, there are still other proposals, those 
that have not yet been the subject of legislative discussion, that it seems 
tome it would be worthwhile for us to take a look at. 

As I indicated again in my direct testimony, we feel that one pos- 
sible approach to be looked at along with all of these other approaches 
would be a plan under which workers, particularly those who are 
not now participating in large group plans, could make voluntary con- 
tributions over a period of years to the Government which in turn 
could purchase insurance for them from nonprofit groups and in- 
surance companies. Now, I am not in a position to discuss that or any 
of these other possibilities at this time. 

Secretary Ftemmine. I am frank to say that my own personal study 
of the matter has not carried me that far. But I do think that that 
Whole area should be looked at very carefully because, as I see it, 
if we take the approach that we are advocating and in which we be- 
lieve, which is the voluntary approach, there is no question in my mind 
at all but that the percentage of the aged covered by either nonprofit 
or commercial policies will increase. As I have indicated, I think it 


17 
< 
| 
| 
a 
4 
= 
7 


18 BENEFITS FOR OASI BENEFICIARIES 


will increase by 1965 up to around 70 percent of those eligible for 
OASDI. Then there is no question in my mind but that there jg 
another group of persons, of the aged, who would participate in in. 
surance programs, who are willing to do it and would do it, if a rate 
could be developed that they could afford to pay. 

Then, finally, there is no question in my mind but that there wil 
always be a group who would be unable to participate in any kind of 
voluntary insurance program and whose need will be covered by the 

ublic assistance program under the kind of amendments added to the 
Social Security Act in 1956 and 1958. 

Mr. Foranp. Mr. Secretary, has your department studied these 
various insurance policies that are now being touted as being an aid 
to these aged people both as to rate and as to coverage? I have seen 
a number of policies but I have yet to find one that I would consider 
reasonable. In the first place the rates are too high for most of these 
people to pay and in the second place the coverage is very inadequate. 
There is too much fine print in there that fools a lot of people. 

Secretary Fiemmine. Congressman Forand, as I indicated in re- 
sponse to your last question, there is no doubt in my mind but that 
some of the aged who are covered by insurance are being given in- 
adequate protection and I certainly think that everything that can be 
done should be done to help correct that situation. This group of the 
aged is a part of the total group that we have in mind in suggesting 
these additional studies. 

If you will refer to the report that we submited to the committee, 
beginning on page 47 and running through the rest of that chapter, 
we do indicate that the private policies have been looked at rather 
carefully. 

Mr. Foranp. For the purpose of the record I want to properly 
identify the report to which you refer. That is the report on hos- 
pitalization insurance for OASI beneficiaries that was submitted to the 
Committee on Ways and Means by the Secretary of Health, Educa- 
tion, and Welfare in compliance with-House Report 2288 of the 85th 
Congress and is dated April 3, 1959. 

Secretary FLemminc. Congressman Forand, on page 57 we do sum- 
marize some of these policies under the heading “Insurance on a Group 
of Persons Age 65 and Over.” There we give two examples of policies 
limited to groups of retired persons. I am sure we can supply for the 
record a summary of any of the private insurance policies that are 
now on the market. 

I would just like to say this. My own feeling as a layman is that 
over a period of the past few years considerable progress has been 
made in the direction of providing more attractive policies for the 
aged. I think that those who have made that possible are to be com- 
mended for that. I would certainly hope that further progress could 
be made not only in getting additional coverage but in making these 
policies more attractive. I also recognize the fact that probably the 
most attractive situations are the group situations. Some that have 
been developed, for example, in the field of higher education are very 
attractive as I know from personal experience with them. 

Then in other instances management and labor, as a result of the 
collective bargaining process, have entered into programs which 
I think are among the more attractive. 
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In other words, the curve is up not only in terms of the coverage 
of persons under these policies but also in terms of the attractiveness of 
the policies. But both in terms of coverage and in terms of the attrac- 
tiveness of the policy a great deal more remains to be done. I believe 
itcan be done and will be done. That is why I would not like to see 
these efforts shut off just at the time when they seem to be moving 
forward in a very significant manner. 

Mr. Foranp. —— are aware, no doubt, as I am, and this I have 
gotten from pretty sound authority, that the rates that we claim are 
much too high are based on a 50-percent markup. In other words, 
they double what they actually need in order to meet the problems. 
If that is true and I believe it is on the basis of information I have 
gotten, those rates could be cut and perhaps make the sale much more 
attractive. 

Secretary Fuemmine. Congressman Forand, that is certainly some- 
thing that I would like to inquire into. I personally have not had that 
type of information presented to me, but in connection with this 
further study, I would be more than happy to make inquiries alon 
that particular line because it is clear that if we are going to succeed, 
as I believe we can and must in handling this on a voluntary approach. 
Then, those concerned with offering these policies need to make them 
just as attractive as it is possible to make them. I am not in a position 
at the present moment to pass judgment one way or another, but I 
can assure you I will be very happy to look into them. 

Mr. Foranp. I wish you would, and include that in your report to 
us because that is a very, very important item, I think. 

Secretary FLemmine. That is right. 

(The information provided by the Department of Health, Educa- 
tion, and Welfare is as follows :) 


Proportion of premium income (less dividends or earned income credits) 
returned as benefits by insurance carriers of different types in 1958 


[Percent of income paid in benefits], 


Nonprofit service-type plans : 

Blue Cross—total business, all 79 plans in the United States 9 
Blue Shield total business, all 66 plans in the United States___._._____ 89. 
Blue Shield surgical-medical only__- 89 


Combined Blue Cross-Blue Shield operations 


Cash indemnity accident and health insurance: 
Individual business (United States)_...._------_---------_-_----- 48. 6 
Noncancellable individual insurance business (United States) 


Combined insurance company business_________--_---------------- 71.2 


Mr. Foranp. Now, I have a case here based on the situation faced 

y one of my constituents. I have framed it in the form of a question 
or an illustration on which I would like to have your comments. 

Take the illustration of a retired person receiving a monthly benefit 
of $75, which I understand is about the average rate for old age and 
survivors’ insurance benefits. Is that correct? 

Secretary Fremminc. That is right. 

Mr. Foranp. He is barely making ends meet as it is although he is 
spending approximately $5 a month for medical bills. He is worried 


2 
6 
5 


20 BENEFITS FOR OASI BENEFICIARIES 


that a severe illness might result in heavy medical costs that would 
drain his small savings he wants to leave to his wife. Now suppos 
he asks your advice as to how to get insurance against such heayy 
medical costs, what would you tell him ? j 

Secretary Fiemminc. Wel!, Congressman, I think that I would like 
to have the opportunity of considering that question and getting some 
advice, myself, before I decide what advice to give him. 

Mr. Foranp. You can give me the answer for the record. 

Secretary Ftemuina. All right, I shall be happy to do so. 

(The Department of Health, Education, and Welfare supplied the 
following answer :) 


The case that Congress Forand has presented is illustrative of the problem 
which does exist and to which the Secretary referred at the beginning of his 
testimony. 

We assume that the $5 a month that the couple is spending is for routine 
medical expenses. The Rhode Island Blue Cross and Rhode Island Physicians’ 
Service plans do not enroll persons past age 65. If the couple had been enrolled 
in these plans before he retired and had continued their membership, they would 
be paying a monthly premium of about $10. This would give them each benefits 
of up to $14 a day for up to 75 days of hospital care in a year as well as coverage 
of practically all miscellaneous hospital expenses and of surgical bills up toa 
maximum of $225 for the most complicated operation. If the couple had not 
been enrolled in these plans before reaching age 65, they would have no alterna- 
tive other than to purchase one of the newer insurance company policies for 
retired persons. The couple could probably buy a policy costing $6.50 a month for 
each of them, or $13 for the couple, and providing $10 a day for up to 31 days 
in an illness, 50 percent of miscellaneous hospital expenses up to $125, and surgi- 
cal expenses up to a $200 maximum. The average daily charges in voluntary 
general hospitals in Rhode Island were about $29 in 1957, so that in the event 
either of them was hospitalized, they might still have to pay a considerable 
part of the hospital bill out of pocket. 

The monthly benefit income of the couple would be $112.50 per month, if 
the man received $75 as in Congressman Forand’s illustration and his wife 
was at least 65 and drawing a full benefit. According to data from the 1957 
survey of OASI beneficiaries, there is about one chance in five that a couple 
with such benefits would have no income other than their benefits—and one 
chance in five that they would have at least $175 per month from other sources. 
The average couple had a total money income per month of about $180. 

Their monthly medical costs, including $5 for routine medical bills and hospital 
insurance premiums, would total $15 if they had Blue Cross and Physicians’ 
Service coverage and $18 for the more limited protection of the insurance 
company policy. These costs would represent 13 or 16 percent, respectively, of 
their income if they had only their old-age and survivors insurance benefits, 8 or 
10 percent if they had $180 per month, the average for all couples. 

The insurance policies described would still not provide protection against 
heavy and prolonged costs of a severe or terminal illness. (Nor would such 
costs be covered by H.R. 4700.) If this couple were able to purchase major 
medical expense insurance, which they might find difficult, it would cost them 
at a minimum $8 or $9 a month. If their savings are small, they may have to 
depend on help from friends or relatives or on public assistance, which in Rhode 
Island does provide fairly comprehensive medical services. 


Mr. Foranp: Now, is it not common for a person to have more than 
one form of voluntary insurance with one form supplementing 
another? Why could not private insurance be used to supplement a 
Government program ina similar way ? 

Secretary FLemuine. Congressman Forand, I endeavored to deal 
with that particular issue in my report to the committee to which! 
have already referred. I also dealt with it in my direct testimony 
addition. 

_It seems to me that the minute you move over into the area of pro- 
viding service as against cash benefits that you certainly lessen, if 
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ou do not entirely eliminate, the possibility of supplementation. As 

[indicated in my testimony, if I may just refer to that, I indicated 
there that I recognize that if we moved into a program such as this 
some older person might purchase insurance to cover some services 
not covered by the Government program such as, let us say, private 
room accommodations as contrasted with semiprivate room or other 
matters of that kind. But certainly there would be no incentive for 
persons to purchase private insurance covering the cost of services 
already paid for by compulsory contributions to the Government 
rogram. 

I think all of us recognize that the provision for services incorpor- 
ated in H.R. 4700 is such as to Pisa reasonably adequate services. 
The individual having been compelled to contribute to a Government 
program in order to make provision for those services is certainly not 
going to take out a policy which would have the effect of making pro- 
vision for duplicate services. 

But I think the other thing that we have to recognize along that line 
is, as I indicated in my testimony, that taking this initial step is sure 
to result in strong pressures to extend the scope of benefits to addi- 
tional types of services and even to improve the type of service pro- 
vided for in H.R. 4700. Under those circumstances it seems to me 
that this initial step would be almost sure to spell the end of voluntary 
insurance in the health field. 

For example, just take one comment that we made in our report. 
You will recall in the report that we submitted to the committee in 
the introduction we outlined arguments both for and against govern- 
mental action in this area. One of the arguments that we identified 
as being an argument against this action was stated in this way. 
“Pressures would also develop for extending insurance against the cost 
of hospital and other lacteat care to the working population and their 
dependents. Workers who were paying social security taxes to cover 
the cost of health benefits in old age might object to waiting until they 
reached retirement age to get such protection and would be willing to 
pay additional contributions in order to have such insurance for them- 
selves and their dependents immediately. 

“A decision to provide hospital insurance for the aged might thus 
lead to more far-reaching governmental action.” 

In other words, we believe that once you start down this particular 
road you are eliminating most of the incentives for voluntary health 
insurance either in the hospital area or other areas and either for the 
aged or for other age groups in the population and you are substitu- 
ting for those incentives pressures to constantly improve the benefits 
and widen the scope of the action called for by H.R. 4700. 

Mr. Foranp,. Experience has shown that up until now neither the 
private insurance companies nor even the Blue Cross systems have 
been able to adequately meet the problem. The Blue Cross has been 
Increasing its cost from time to time to the point where last week the 
Rhode Island Blue Cross announced that they would again have to 
raise their rates because they are digging into their surpluses to the 
tune of ¢ pypeninete y $100,000 a month. 

Now if the private systems cannot take care of this aged group do 
you not think that it is the responsibility of the Government to step 
in and devise some way to take care of this problem ? 


22 BENEFITS FOR OASI BENEFICIARIES 


Secretary Ftemmine. Congressman Forand, it seems to me that the 
evidence that has accumulated over the period of the last few years, 
as I have indicated earlier, all points in the direction of substantia] 
progress on the part of the ae groups, whether they are nonprofit 
or commercial groups, in the direction of extending coverage and in 
the direction of dealing with this problem. 

Now, I would be the last to maintain that we have reached Utopia 
in connection with their efforts. As I have indicated earlier there js 
considerable room for progress, but the thing that we cannot ignore, 
at least that I cannot ignore as an individual, is that there has been 
a sharp upward curve, and it seems to me that just at the point that 
we are experiencing this sharp upward curve it would be very unfor. 
tunate for us to slam the door in the face of activities of this kind and 
just cut them off, because I believe that that would be the result. 

Mr. Foranp. Mr. Secretary, I have said repeatedly, and I want to 
reiterate that statement right now, I am not wedded to the plan in 
H.R. 4700. I introduced that bill so that we would have a basis to 
work from. It has stirred up a lot of interest. I have asked the 
cooperation and the help of all interested groups. Up until now! 
have received very little. It seems to me that I get a lot of talk, I 
get a lot of promises, but nobody has yet come up with anything that 
looks like a solution to this problem. 

Therefore, we do not have alternatives that really would meet the 
problem. I say let us work with 4700. 

Secretary Ftemmine. Mr. Congressman, as I have indicated I feel 
that there has been substantial progress over the past few years along 
the lines that I have described. As I have also indicated in my pre- 
vious testimony, I do not feel that this is an area where the Govern- 
ment can just sit back and wait and see whether or not this constitutes 
a total to the problem. 

In fact, Government has not done that. The inclusion of the medi- 
cal service amendments in public assistance programs under the Social 
Security Act in 1956 and 1958 was a clear indication on the part of 
the Government that there was a segment of the population for which 
the Federal Government, working with the States, would have to 
step in and be of help and assistance. Then, as I have indicated to 

ou in my testimony, I recognize that over here you have the group, 
et us say the 70 percent of OASDI beneficiaries that I talked about, 
that would be covered by private plans or by commercial insurance 
company plans, then over on the other extreme you have those who 
are the beneficiaries under the public assistance medical service 
amendments to the Social Security Act in 1956 and 1958. I fully 
recognize that in between there may be another group who would be 
willing to get into a voluntary program but who can get into it only 
if the rates are reasonable. 

For example, as I have indicated to you, I feel that probably some 
of the most attractive plans are the group plans, but there are per- 
sons who have no opportunity of participating in a group plan a& 
such. So it seems to me that we have an obligation to explore the 
possibility of the individual relating his voluntary contributions to 
the Government in such a way that the Government would, in effect, 
make it possible for him to become the beneficiary of a group plan as 
contrasted with just trying to handle this as an individual. So I am 
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certainly not sitting here saying that the Government should just 
sit back and do nothing. I feel that the Government has done some- 
thing at the Federal and State level and I feel that it should continue 
to do that under the public assistance program. Then I fee] this 
other area, to which I referred in my testimony, should be explored 
and explored very carefully. 

Now I am not going to be dogmatic and say that we can come up 
with a solution for that particular group. Personally, I believe that 
something can be done. That is just a personal conviction on my 

art. But I will give you the results of the study and my conclusions 
after I have had the opportunity of going into it. 

Mr. Foranp. Now, the question I meant to ask you at the very 
beginning and I interrupt my questions to ask it now: Are we to 
understand that your appearance this morning reflects not just the 
position of your Department, but is the position of the administra- 
tion? 

Secretary FLemmine. Congressman, you will note that at the con- 
clusion of the letter I addressed to the committee I stated that the 
Bureau of the Budget advises that it sees no objection to the submis- 
sion of this report to your committee. As you know, of course, that 
represents clearance as far as the administration position is con- 
cerned. 

Mr. Foranp. In other words, this is the administration’s position 
you are presenting ? 

Secretary Ftemmine. That is correct. 

Mr. Foranp. Now, can you give us estimates of the first year cost 
of the operation under H.R. 4700 as well as the percent of payroll in 


the long run ? 

| Secretary Fremmine. Congressman Forand, I have here a memo- 
randum which is headed “Estimated Cost of Benefits and Adminis- 
tration Under Forand Bill, H.R. 4700.” It states that costs under 
the Forand bill have been estimated, using the same assumptions 
as those in the report on hospital insurance for OASDI beneficiaries 
applied to the Forand bill one on The benefit costs were esti- 


mated on the basis of data from the 1957 OASDI beneficiary survey 
and are somewhat higher than preliminary Social Security Adminis- 
tration estimates made in January 1958. 

Under the heading “Estimated 1960 Costs of H.R. 4700” the total 
cost is estimated at $1,120 million. The percent of the taxable payroll, 
0.53 percent. 

Then that is broken down under hospital benefits, nursing home 
benefits, surgical benefits, and cost of administration. I shall be 
very ~~ to give this to the reporter so that it can be included in the 
record. 

Then the memorandum also gives the estimated level premium cost, 
on an intermediate cost basis, and the total there is 0.79 percent of 
taxable payroll. That likewise is broken down by hospital benefits, 
nursing home benefits, surgical benefits, and cost of administration. 

(The memorandum follows :) 


EstimaTep Cost oF BENEFITS AND ADMINISTRATION UNDER FORAND But, H.R. 4700 


Costs under the Forand bill have been estimated using the same assumptions 
48 those in the report on hospitalization insurance for OASDI beneficiaries, ap- 
plied to Forand bill specifications. Surgical benefit costs were estimated on the 


gerd 
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basis of data from the 1957 OASDI beneficiary survey and are somewhat higher 
than preliminary SSA estimates made in January 1958. 

Millions Percent 

of dollars of 


payroll 

Estimated 1960 cost of H.R. 4700, total_.__-..--_._____-___ $1, 120 0.58 
Gost of aGreintatra tien 53 08 
Estimated level premium cost—intermediate cost basis, 
Cost of administration 08 


Mr. Foranp. That is projected how far forward ? 

Secretary Fitemmine. To the year 2050. 

Congressman, on the cost figure, I think it is clear from the figures 
that I have given that if the tax rate remained as it is in H.R. 4700 
that this plan would start out underfinanced. If you were going to 
start out with a fully financed rate from the start I would assume that 
you would have to add about 0.40 on each side, that is as far as both 
the employer and employee are concerned. 

Mr. Foranp. The percentage cost of payroll which you have just 
given us, could you translate that into dollars and also give us the 
estimated population by then, by 2050? 

Secretary Ftemminc. May I ask Mrs. Merriam to comment on that 
because she can tell you just what can be done? 

Mr. Foranp. Yes. 

Mrs. Merriam. We have given a dollar figure for 1960 which was 
$1,120 million. The level premium cost figure we state as a percent 
of payroll because we assume there will be changes in the general 
level of wages and dollar values in the future as in the past and that 
any dollar value you try to give now for the year 2050 would be 
relatively meaningless. 

Furthermore, this level premium cost is the average of the amount 
that would have to be charged over the entire period between now and 
2050. The year by year costs would begin at about 0.53 percent. They 
would go up rather gradually. We do show in the report the year 
by year cost for hospital benefits alone. That would not include the 
entire cost of your bill but in any event it would be rather meaningless 
to try to put any dollar figure on the average payrolls over all thes 
years. 

Mr. Foranp. I thought it might be a very difficult thing. The rea- 
son I ask that question is that some figures have been bandied around 
trying to show that it would cost so many billions of dollars and 80 
a and nobody has been able to substantiate them. It is just a wild 
claim. 

Now, Mr. Secretary, do the actuaries’ estimates give any justification 
for claims that the cost would be $2 billion to the program the first 

ear 
r Secertary Fiemmine. The answer to that is “No”. Our actuary’ 
estimates, as far as the first year costs are concerned, were reflected in 
the figure that I have you a few minutes ago. Namely, $1,120 million 
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That would be in 1960. That would be the estimated cost in 1960 of 
4700. 
May I clear up one other point in my testimony, also. As far as 
this estimated level premium cost is concerned I indicated, and as 
Mrs. Merriam has indicated, that would be 0.79 percent of the taxable 
ayroll. The bill as introduced, as you will recall, calls for an 
addition of 0.25 percent to the tax on the part of both the employer 
and the employee. If you were going to start out financing it on a 
100 percent basis rate from the start it would be necessary to add 
another 0.15 or bring it up to 0.40 percent for the employer and the 
employee. 

Mr F oRAND. Thank you very much, Mr. Secretary. I appreciate 
the information you have given us. 

The Cuarrman. Any further questions of the Secretary ? 

Mr. Mason. Mr. Chairman ? 

The Cuarrman. Mr. Mason will inquire. 

Mr. Mason. Mr. Secretary, if you were asked that last question as 
to the cost of this bill way back in, say, 1930, you would have said it 
would cost $600 million instead of $1,120 million because of the change 
in the value of the dollar in that time. Is that not right? 

Secretary Fremminc. That would be approximately correct, sir. 

Mr. Mason. Then, of course, we can’t approximate what is going 
to happen to the dollar between now and 2050. So we could not pos- 
sibly approximate the amount of dollars that it would cost, could we? 

Secretary Firemmine. That is right. That is why, of course, as 
Mrs. Merriam pointed out, that the actuaries have tried to think of it 
in terms of percent of payroll as contrasted with the overall dollar 
figure. 

“Mr. Mason. That is all. 

The CuamrMan. Any further questions? 

Mr. Curtis will inquire. 

Mr. Curtis. Mr. Secretary, first I want to congratulate you and the 
Department on your report of April 3, 1959, which I think is excel- 
lent. I must make this comment. I think it ill behooves members 
of this committee to be critical of the executive department in these 
studies in as much as when the request has been met, then the report 
just sits idle and nothing is done with it. Now I have urged and I 
will make it an official urging at this time that one thing this commit- 
teer do is hold hearings on your report because I think that is the way 
we can get at these things and find out where we think the report is 
deficient. I might say naturally there are differences of opinion and 
Ido think there are many areas where we could be looking into which 
are not included in the report. I am sure that there are other citizens 
and interested groups who would have very beneficial and critical, I 
hope constructive, remarks to make in regard to the report. 

ow, we do have a subcommittee of this committee on social secu- 


rity. Iam the ranking minority member and that is one thing I have 
urged and I urge here, that our committee or subcommittee hold 
hearings on this report. 

Now secondly, I have also urged here for many years that we have 
continuously available to the committee prominent professional peo- 
ple who know the field. I think it is that important. Until we have 
done those things I think we should be extremely wary in criticizing 
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the executive department for lack of progress in this area. I think 
this report is excellent and I am hopeful that we will hold hearings on 
that report. 

Secretary FLemmine. I might say, Mr. Congressman, that we would 
certainly be very happy to participate in hearings of that character, 
because I do feel that the staff has brought together a great deal of 
basic information that is very important for all who are considering 
this particular problem to get acquainted with and to take into con. 
sideration as they endeavor to work out solutions to what is a very 
important problem. 

r. Curtis. As one who was very strong in urging that we havea 
request for this report, I feel that we should do something with these 
reports when we receive them. I know how busy we all are on the 
committee, and I would say very few members have had the oppor- 
tunity of reading it. I find the techniques adopted in handling the 
President’s economic report, where the committee holds hearings on 
the economic report each year, has been one of the finest techniques 
that we have developed in Government within my memory. I think 
that that same technique could well be used to gain information and 
gain better understanding in order to come up with a correct solution 
to these problems. 

Now, one other statement, and then I want to ask some questions. 
It seems to me that it is rather ironic that the problems that we have 
here with the aged to a large degree have been the results of the fine 
efforts of the medical, nursing, hospital professions in improving our 
methods of combating disease and keeping people alive longer. It 
has been that very tremendous advancement that to a large degree 
lies at the bottom of the economic difficulties of our aged. Would 
you not agree with that observation ? 

Secretary Fiemmine. I am delighted that that kind of progress has 
taken place and that as a result we are confronted with the type of 
problems we are confronted with. 

Mr. Curtis. I think so,too. The reason I think it needs to be borne 
in mind is that in treating the economic aspect of it, which is a serious 
one, there has been a great deal of criticism of the very groups who 
have brought it about; that is, our doctors, our nurses, our drug peo- 
ple, our hospital people, and so forth. Fast technological advance- 
ment has costs that go along with it; and if we want to continue tech- 
nological advancement in these fields, and we do, we must recognize 
that we are going to have to pay for it; there will be costs there. So 
I think that that is an important thing. 

Now, getting to this question of rising costs, I think it is important 
to mention that probably one of the greatest problems facing older 
people comes as a result of an unusual inflation since World War II 
which has had its impact primarily on this group. There are people 
right now who are trying to minimize the effect of inflation, but I 
would ask you if you do not agree that inflation hits this particular 
group and aggravates their economic problems probably more than 
any other single select group? 

ecretary Ftemmine. There is no question about it, Congressman. 

Mr. Curtis. Now, the second point I would make—and this is some- 
thing that intrigues me—we use the cost of living index as a measure of 
the cost of hospital, of all costs to an American family, but what has in- 
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trigued me about our cost of. Hiring index is that it does not ade- 
quately measure increased quality. Increased cost reflectin increased 
quality is not a measure of inflation, I suggest; it actually is meas- 
uring increased standard of living, if you please. Or put it this way, 
in your cost of ying index maybe you have an item for a dollar 
spent for a bottle of Lydia Pinkham’s vegetable compound and today 
the cost of a bottle of penicillin something of one-fifth that size would 
be $10. Yet that penicillin is worth in health a great deal more than 
10 times the $1 amount of vegetable compound. 

The cost of living index would show a tremendous increase in cost 
and yet would not reflect that the amount of value derived from the 
two items has likewise increased tremendously. I wonder if you 
would conment on that statement ? 

Secretary FLeamine. Congressman, I would be happy to. I think 
the point you make is a very valid point. You undoubtedly noticed 
that in our report on page 33 we did deal with this question of the ris- 
ing price of medical care and we included a statement showing the per- 
centage increase in the Consumer Price Index from 1948 to 1958. It 
showed for medical care an increase of about 43 percent. But also in 
that report, commenting on the rising cost, we indinded this paragraph 
which I think bears out the point which you are making. 

The hospital of today is as unlike the hospital of 20 or 30 years ago as the 1958 
model automobile is unlike the model T. You pay more but also get more. The 
hospital of today stands for the oxygen tent, the blood bank, the operating room, 
and the other instruments through which modern medicine demonstrates its 
ability to save life. It is also where the laboratory and radiographic procedures 
and radioactive elements are available for diagnostic procedures. It is a compli- 
cated organization of services most of which must be available for use on a 
moment’s notice. 

The report then goes on to discuss the question of hospital wages 
and salaries, where there has been a considerable change in our point of 
view over the years, and rightly so, and probably there should be an 
even more marked change in our point of view in the years that lie 
immediately ahead. 

Mr. Curtis. Thank you for pointing that out because that is exactly 
the point I wanted to stress and I think another reason why this study 
of yours deserves a formal hearing. Anyone who is in any way at all 
connected with running a hospital, and the economics of it, knows 
these problems and I think by any yardstick that the value which has 
been received for these costs has been tremendous. 

There is one particular area and I notice on page 35 you call some 
attention to it, the length of stay and the fact that the average amount 
of time a patient stays in the hospital is being reduced as the cost per 
day is increasing. Probably as you multiply the average stay in days 
times the cost per day the cost is still higher. Nonetheless, because 
the days are shorter there is not as great a rise as the rise in cost for 
lday in the hospital. Another thing, it used to be that people would 
go to the hospital and the termination of their stay was when they 
came out feet first. Now, people are walking out. 

That certainly is a difference that is of some value in devoting 
attention. Therefore, I think we must consider cost in relation to 
what we are getting for them not just in relation to the fact that the 
cost itself has increased. 
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Secretary Fiemmrne. I agree with that and it seems to me, Mr, 
Congressman, that by devoting time and effort to it that we cap 
undoubtedly reduce the number of days spent in what I might call 
the high cost part of the hospital. In other words—there is a term 
which has come into being, I guess fairly recently, “progressive 
patient care”—it is altogether possible we can do more in the direction 
of keeping people in the portions of the hospital that cost a great 
deal to operate a shorter period of time and then moving them over 
into maybe another wing of the hospital where it cost less to take care 
of them. Then, finally, if we can come to grips in an effective wa 
with the nursing home situation that will make a still further contn- 
bution in the direction you have pointed up so effectively. 

Mr. Curtis. I want to thank you for mentioning that because that 
is exactly the area where I see that we can move forward and we are, 
convalescent homes, nursing homes. I understand that the nursing 
homes cost per day is one-tenth almost of what it is in a modern 
hospital, and for the gentlemen who are interested in Federal legisla- 
tion I want to call attention to the fact that in both housing bills 
last year, in both the Senate and House versions, sponsored by the 
administration, there was this FHA guarantee for private nursing 
homes meeting certain standards. And it is in the housing bill again 
this Congress. If we can only keep that particular feature in what- 
ever housing bill is passed I feel that we will have done more to meet 
a big aspect of this problem of cost of medical and health facilities 
than any other single thing. This bears out another point that I 
tried to make in requesting this report from Health, Education, and 
Welfare. In Congress we tend to break up subject matters in accord- 
ance with the jurisdiction of the committees. 

The Ways and Means Committee has only one aspect of this big 
problem of our aged. A big aspect is because we have jurisdiction 
over social security. But in order to treat the subject intelligently I 
think this committee needs to know what is being done in other areas. 
It is for that reason I emphasize this FHA-type guarantee for loans 
to private nursing homes. Of course, that legislation comes before 
the Committee on Banking and Currency, other matters come before 
the Committee on Education and Labor, others before the committee 
on Interstate and Foreign Commerce, and I dare say that there are 
other ramifications of this tremendous problem that come within the 
purview of other committees. 

I think it is important for some committee, and I think this con- 
mittee should do it, to try to bring those things together because we 
are trying to solve the problem, not create more jurisdiction for 
ourselves. 

TI notice you mention the fact of the progress that is being made in 
the insurance field. That is another place I would like to see some 
testimony. This is an area where I think a great deal can be done 
particularly in the development of a catastrophic sickness insurance 
program. As I understand from what information is available, most 
of it isin on a contribution basis. That is really the cheapest kind of 
insurance premiumwise you can get and yet it is the kind of insurance 
that really solves more of these social problems than anything else. 
For example, a family who has an aged person who gets cancer and 
lingers for 3 and 4 years has tremendous costs that go with that. I! 
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ve could do something in the area of catastrophic sickness insurance, 
we would correct the most pressing problems of our people. I wonder 
if you can comment on what is being done? I notice there is something 
inthe report on it. f 

Secretary Firemmine. Congressman, I certainly agree with you as 
to the desirability of further progress being made in this particular 
area. In our report on page 41 we did call attention to the fact that 
72 million persons with regular medical insurance in 1957 included 
approximately 13 million with major medical expense policies, a form 
of insurance unknown about 10 years ago. We then went on to say 
that— 

This new form of insurance—designed to provide partial protection against 
the costs of “catastrophic” or prolonged illness—covers a wide range of types 
of care both in and out of the hospital but insures only amounts over a specified 
sum (the deductible amount which may be covered by basic coverage or paid 
by the insured himself). 

I think that typically may run as high as $500, something of that 
kind, and— 

usually— 

as you have pointed out— 


only a stated portion (75-80 percent) of the remaining medical bills up to a 
maximum which may be as high as $5,000 or $10,000. The 72 million persons 
include also about 5 million persons enrolled in community and other inde- 
pendent plans providing quite comprehensive medical services of all types. 

I feel that this is an area where serious effort should be directed 
toward evaluating the possible role of government in helping non- 
profit organizations seek insurance companies to provide this kind of 
protection. For example, I do not know whether it is feasible or not 
to provide some Federal guarantee against losses incurred by private 
insuring organizations that provide broad coverage against these 
“catastrophic” illnesses. I am not stating a conclusion here, but this 
is one of the areas that I think calls for further serious, careful study. 
This is one of the areas that we have under study at the present time 
as [ indicated in my opening comments. 

Mr. Curris. Thank you, Mr. Secretary. I am not going to take 
any further time now although this is the sample of the kind of thin 
that I believe this committee should be doing. I think the Foran 
bill is premature. I wish that our hearings, and I am glad we are 
having hearings but I wish the hearings were on the report; I wish 
that ample time had been set aside for hearings. I know how busy 
this committee is but we do have a subcommittee which could go into 
these matters and make the study that is necessary. I am satisfied 
that there is a great deal that can be done but I do not think that we 
should go into the study on the assumption that this particular pro- 
gram should doit. Iwas happy to hear Mr. Forand state that he was 
not wedded to his particular bill but that what he was really trying 
to do was to get people to start to think about it. 

Mr. Foranp. Mr. Chairman, I think I would like to correct that 
last statement. ‘The intent is not just to have people stirred up and 
study this thing. It is to find a solution to our problem. 

Mr. Curtis. I agree with that. That is why I pointed out to the 
chairman I am for action and one action I have had a lot to do with 
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is the fact that we are having this FHA type mortgage guarantee for 
private nursing homes. I am for action, too. I want correct action, 

The Cuarrman. Are there any further questions? 

Mr. Acer. Mr. Chairman. 

The Cuarmman. Mr. Alger. 

Mr. Acer. Mr. Secretary, I appreciate not only your statement 
but I recognize by scanning through the report how much you have 
left ineaid. I particularly appreciate the introduction you have 
given us in this report in which you start by stating that we all know 
a problem exists and then you make this statement which is so seldom 
made any more: 

The existence of a problem does not necessarily indicate that action by the 
Federal Government is desirable. 

I have not heard that very much lately. Then you give us six 
reasons why the Federal Government should not take action, five 
reasons why the Federal Government should. Obviously in your 
statement here today you pretty well have gone into your position 
but time did not permit your going into the fullness of this report. 
For example, chapter 3. I would like to call to your attention that 
where you mention one part of this report as you did, as to the cost 
from 1948 to 1958, the increase in medical care percentagewise, that 
that remark is qualified in the following paragraph of the report 
which says that— 
over a longer period from 1938 to 1958, the price of medical care as measured 
by the Consumer Price Index increased only slightly more than the average 
for all goods and services. 

Then you go ahead in the report and fully explain the many addi- 
tional services which we now enjoy in medical care which we did not 
have back in earlier days. 

Now, I want to ask several questions, Mr. Chairman, but because 
of time shortage ask that the record be left for the answers. I won't 
take the committee’s time now unless you see fit to comment on them 
further. 

First, as to cost we have a staff study here which says that $23 
billion per year is an intermediate cost estimate. Now that figure has 
not been used before to my knowledge. You used the figure of $1.12 
billion. I would like to have a further comment for the record on 
this memo to us from our counselor. 

Secretary Fiemmrne. On that, the figure I used was the estimated 
1960 cost. That is a calendar year cost. Of course, the cost over a 
period of time will go above that for various reasons. But I will be 
glad to respond in detail to that observation. 

Mr. Axcer. In that response I am sure we should define what the 
words “intermediate” means in that statement. , 

Secretary Fiemminea. I might say, Congressman, and Mr. Chair- 
man, we, of course, if you would like to have us, will be very glad 
to comment on the figures used in the staff report. 

The Cuarrman. It will be helful to us. 

Secretary Fiemmine. We would be glad to see the report if you 
desire to make it available to us and we will be happy to comment on 
those figures. 


The $2.3 billion figure used in the staff report referred to is intended to 
express in terms of current dollars the long-range average cost of H.R. 4700. 
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This is a concept which has more limited significance than cost as a percentage 
of payroll since its does not take account of potential changes in earnings levels. 
Its computation can be explained as follows. 

The cost of the benefits under H.R. 4700, as under the present OASDI pro- 
gram, will rise in the future whether measured in dollars or on a percentage 
of payroll basis. The level-premium cost of 0.79 percent of taxable payroll is 
an average of costs which start at 0.53 percent in the first full year and in the 
long-distant future are calculated to be higher than 0.79 percent. 

A dollar equivalent for this average percent of payroll figure can be com- 
puted only on the assumption that earnings levels remain constant into the 
indefinite future. The calculation of costs as a percent of taxable payroll 
allows for a change in earnings levels in the future (on the assumption that the 
taxable payroll base will change correspondingly). 

One type of dollar cost figure related to the 0.79 percent of taxable payroll 
could be obtained by multiplying the first year taxable payroll ($210 billion) 
by 0.79 percent. The resulting figure of $1.66 billion represents the contribu- 
tion income that would be collected in the first full year of operation if the 
program were financed on a level-premium basis. This figure may be compared 
with the estimated first year cost of $1.12 billion. 

Another concept that can be used to translate the level-premium cost into 
dollars may be termed the equivalent level annual long-range cost. This is 
obtained by multiplying the level-premium cost as a percentage of taxable 
payroll by the equivalent level average annual taxable payroll. The latter, be- 
cause of population growth, rises in the future from the present $210 billion 
even when earnings levels are assumed to remain constant. On this assumption 
the long-range average taxable payroll is $319 billion. Applying 0.79 percent 
to this amount yields a figure of $2.52 billion as the so-called long-range aver- 
age annual dollar cost. Thus, it might be said that the annual expenditures 
under the program would rise steadily from a first-year cost of $1.1 billion 
and have a long-range average of $2.5 billion (indicating that at some time in 
the long distant future the annual cost so calculated would exceed the latter 
figure) if one assumes that earnings levels remain into perpetuity at their 
current level. 


Mr. Aveer. Also in that answer will you reconcile if you can the 
0.56 percent of payroll which is the figure that was used here. I 
understand we are increasing one-fourth percent employee-employer 
— makes the 0.50, which strikes me mathematically as an im- 

alance. 

Now there are the other questions, Mr. Secretary. I would like to 
know, if you can give us an estimate, how many additional persons 
would be needed to administer this program to the best of your knowl- 

ge. 

Secondly, how on any basis of cost estimate you use, will the doctors’ 
fees be fixed. Further, how many doctors would be involved and how 
would they be involved? Would it be voluntarily? Would it be 
involuntary? Would they have the right to enter or to withdraw 
from the market? What would be the rule laid down for doctors? 
What, if any, information do you have of the British experiment in 
this entire field that might be beneficial to us? Certainly there must 
Se some lessons we can learn from the experience of our friends on 

is, 

Then, if you care to comment at all, on whether the general tax- 
payer should pay this. This goes to the equity. Business is being 
asked now to make further contributions. Is that a fair way to tax 
people because they are going to pay for it in the price of consumer 
products. Of course, the ultimate taxpayer pays for it. 

Secretary Fremmine. I might say, Mr. Congressman, on that last 
point that that is one of the reasons why I have asked for a restudy 
and reevaluation of the legislative proposals that have been made in 
previous years, 
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It seems to me that they should be looked at in the light of the data 
that we have now brought together and also in the light of the pos. 
sibility that the principles involved in those proposals can be applied 
just to the aged and not to the total population. That is one of the 
reasons why I feel that kind of exploration should take place and wil] 
take place in the next few months. 

Mr. Axeer. It will certainly help the consistency of our position no 
matter what action you take. 

I want to thank you for your statement. If you will provide the 
answers, at least for myself, I will appreciate it. 

Secretary Ftemmine. We shall be very glad to supply them for the 
record. 

(The answers provided by the Department are as follows :) 


1. Additional personnel needed to administer H.R. 4700. 
2. Methods of payment and participation of doctors. 
8. British National Health Service. 


1. Additional personnel needed to administer the program 


The DHEW has not made a detailed study of the personnel that would be needed 
to administer a program of hospital and surgical benefits. The number of persons 
required would vary over time and according to the method of carrying out the 
provisions of the bill. 

As in almost any new program, there would be a large initial noncontinuing 
workload involved in handling inquiries, providing certificates of eligibility, tak- 
ing new claims, making agreements with hospitals and others, etc. While it would 
be necessary to employ a number of additional personnel immediately, the first 
impact of the program would be spread over large segments of the current per- 
sonnel of the Department. 

Very little, if any, additional staff would be needed to collect and record the 
contributions. 

The continuing workload required to operate such a program would include the 
maintenance of agreements with hospitals and medical societies, arrangements 
for reimbursements of the providers of service, auditing and payment of bills, 
determinations of eligibility of beneficiaries for services, ete. The number of 
personnel required within the Department would depend of course on the extent 
to which the administration were contracted out to nonprofit organizations (the 
number of personnel in the Department would be less if administration were 
contracted out, although the administrative costs might well be greater.) 

The medicare program, under which some 2 million persons receive benefits, 
including out-of-hospital physicians’ services as well as hospital and surgical 
benefits, is operated with a total staff of fewer than 400 persons. There are 71 
persons in the headquarters staff. The Army audit staff may spend the equiva- 
lent of 5 man-years on this program and the agents (Blue Cross, Blue Shield, 
Mutual of Omaha, and State medical associations) have about 300 persons work- 
ing on the program. 

Taking into account the size of the beneficiary rolls and the procedures that 
would be involved in the administration of H.R. 47000, a rough estimate of the 
additional staff needed, including any persons employed for this purpose by orgat- 
izations acting as agents if this method of administration is adopted, might be 
about 4,000 persons. A more precise and reliable estimate would require detailed 
management studies. 


2. Methods of payment and participation of doctors 

Under the majority of voluntary health insurance arrangements that apply to 
surgeon’s and other physician’s services, it is customary to establish in advance 
a list or schedule of the fees that will be paid for each of the many procedures 
surgeons perform and for other services physicians provide. With knowledge 
of the frequency with which these different surgical procedures will occur in 4 
population of a given age and sex it is then possible to determine costs in advance. 

In order that the fees thus established may constitute payment in full of the 
surgeon’s or physician’s charges, it is customary for the voluntary insurance 
plan or the group purchasing the insurance to arrive at agreements with the doc- 
tors that they will accept the amounts shown in the fee schedules as payment in 
full and not submit a bill to the patient for additional amounts. 


oy 
a 
a 
AS 


the data 
the pos- 
applied 
of the 
and will 


‘ition no 
vide the 
1 for the 


be needed 
f persons 
g out the 


ontinuing 
lity, tak- 
» it would 
_ the first 
‘rent per- 


ecord the 


clude the 
ngements 
of bills, 
umber of 
he extent 
ions (the 
ion were 
r.) 
benefits, 
surgical 
re are 71 
e equiva- 
e Shield, 
yns work- 


ures that 
te of the 
by orgat- 
might be 
> detailed 


apply to 
1 advance 
rocedures 
nowledge 
ecur ina 
advance. 
111 of the 
insurance 
1 the doc- 
yment in 


BENEFITS FOR OASI BENEFICIARIES 33 


In a great many parts of the country the Blue Shield plans have such agree- 
ments with so-called participating doctors. They are applicable to lower-income 
families belonging to the plan. In other places unions and local medical societies 
pave made similar agreemtns. 

Under H.R. 4700, the social-insurance program could rely on the same approach, 
since it would be insuring largely lower-income families. It could use Blue 
Shield plans as agent, or it could independently negotiate agreed-on fees. Both 
methods are used by medicare, the medical care program for dependents of the 
Armed Forces. 

Participation on the part of surgeons would in no sense be compulsory, any 
more than it is under voluntary health insurance. A surgeon unwilling to 
operate on a beneficiary for the scheduled fee would be free not to accept him 
asa patient. 

There are about 16,000 practicing surgeons (of whom about 8,00 are diplomats 
of their specialty boards) practically all of whom would be qualified to partici- 
pate under the terms of the bill. 

Qualified doctors who wished to participate in the programs—that is, to accept 
agreed-upon payments from the insurance system as payment in full for speci- 
fied services—would so indicate, presumably by registering their names on a list 
orpanel. They could enter or withdraw at any time subject to a reasonable notice 
to potential patients and to the insurance system. 


8. British National Health Service 


The National Health Service differs in a number of major respects from a 
program of hospitalization insurance. The scope of services provided is com- 
prehensive. The entire population is eligible to use the services, without regard 
to the payment of contributions. About 80 percent of the costs of the service 
are met from general revenues. 

There is attached a brief summary description of the National Health Service, 
prepared by the British Ministry of Health. This summary provides information 
with regard to the financing of the system and the organization of the services. 
It will be noted that the organization of hospital services differs from the 
arrangements now prevailing in the United States or that would prevail under 
H.R. 4700. 

The organization of services around hospitals on the one hand and “family 
doctors” on the other reflects certain methods of practice of long standing in 
Great Britain, but which differ from the usual practice in this country. Special- 
ists and consultants in the British Isles have always worked part or full time as 
salaried doctors practicing in a hospital setting quite apart from the family 
doctor who sees patients in his surgery (office) or the patient’s home. The 
family doctor has never provided care in the hospital. The means of making 
diagnostic tests, X-rays, and so forth have also always been located in the 
hospital; patients are accustomed to the system of referral to these centers by 
the family doctor. This is a feature of the British system sometimes criticized 
by U.S. physicians who are accustomed to having such aids to their medical 
practice available in their own offices or close at hand. 

The cost of the British National Health Service was about 53 percent higher 
in 1957 than in 1950, the first full year of operation. Total expenditures for 
health and medical care in the United States increased by 61 percent during 
this same period. 

Like the United States, England and Wales have experienced population 
growth in the past 11 years which would in itself cause some increase in 
expenditures under the program. Other increases in costs have arisen as the 
country recovered from the wartime shortages in personnel, hospital beds, ete. 
Like the United States the British have improved wage scales in hospitals 
and are making use of newly discovered drugs and medical techniques which 
are more costly than those formerly in use. We have found no documentation 
to validate claims of great overutilization of services under the British system 
asa cause of rising costs. 


NATIONAL HEALTH SERVICE 
EXPLANATORY NOTE 


The National Health Service started on July 5, 1948. The National Health 
Service Act, 1946, which received royal assent on November 6, 1946, makes it 
the duty of the Minister of Health “to promote the establishment in England 
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and Wales of a comprehensive health service designed to secure improvement 
in the physical and menta) health of the people of England and Wales and the 
prevention, diagnosis, and treatment of illness.” (There is a separate act for 
Scotland and also one for Northern Ireland, but the health services in these 
countries are run on very similar lines to the one in England and Wales.) 

The Minister of Health is responsible to Parliament for seeing that health 
Services of all kinds of the highest possible quality are available to all who 
need them. He is advised by the Central Health Services Council (and certain 
standing advisory committees dealing with special subjects), which he appoints 
after consultation with the various interested bodies. 

The National Health Service (Amendment) Act, 1949, received royal assent 
on December 16, 1949. This act mainly provides for amendments in detail 
rather than in principle. There are, however, two amendments in principle: 
The act empowers the Minister, if he so desires, to introduce a charge for pre. 
scriptions—a power which was invoked in 1952—and also empowers the Min. 
ister, if he so desires, to prescribe charges to be paid for the use of the service 
by persons ordinarily resident abroad 

The National Health Service—which is available to every man, woman, and 
child in the country—is a charge on the national income in the same way as the 
armed forces and other necessities. Everyone resident in this country is 
entitled to use any complete part or all of the services and no insurance quali- 
fication is necessary. Under the old health insurance scheme, which came to 
an end on July 4, 1948, only those who paid weekly contributions were entitled 
to use it and payment had to be made for many months or years before one 
could claim many of the benefits and there was some things which were not 
available at all, but which are now available under the National Health Service 
(for example, hearing aids). 

Most of the cost of running the National Health Service is paid out of the 
National Exchequer, that is, from taxes, and about half the expenses of the 
local health services are met from local rates. Until September 2, 1957, a trans- 
fer of about £36,000,000 was made each year from the national insurance fund 
toward the cost of the National Health Service. As from September 2, 1937, 
this amount was doubled and was constituted as a separate National Health 
Service contribution. On July 7, 1958, this contribution was raised again and 
is now 2s. 4d. a week for a man, of which 1s. 104d. is paid by the employee 
and 5'%4d. by the employer. (Women, persons under 18, self-employed, and non- 
employed persons pay a smaller contribution.) This national health contri- 
bution is just over one-seventh of the national insurance contribution (15s. 10d.), 
for a man, and, for convenience, is collected with the national health insurance 
contribution in a single combined stamp. It is estimated that in 1958-59 
about £95,000,000 will come froin National-Health Service contributions. It is 
important to remember that eligibility for treatment, etc, under the National 
Health Service does not in any way depend on the payment of contributions 

Under the National Health Service Act, 1946, the only charges falling on a 
patient for any of the services were in certain cases for the renewal or repair of 
glasses or for the replacement of dentures; for domestic help, for bedding or 
nursing requisites, etc., required at home; and for accommodation and treat- 
ment in private wards in hospitals. It was open to anyone, if they wished, in 
certain cases to pay the extra cost, if not clinically necessary, of more expensive 
glasses, more expensive dental treatment and more expensive artificial limbs. 
It was also possible if a person wished for privacy in hospital, and it was not 
considered medically necessary, for him to have an amenity bed, in which case 
he paid a fixed charge for this but nothing for the cost of treatment or mainte 
nance. 

Owing to the worsening of the general economic situation in 1949-50, the 
Chancellor of the Exchequer found it necessary to call a halt to the amount 
which could be supplied from the Exchequer for the National Health Service 
and decided that the estimate for 1950-51 should be treated as a “ceiling” and 
total expenditure should not rise above it. Until 1954—55 the “ceiling” for the 
National Health Service for England, Wales, and Scotland remained at about 
£400 million, the only exception being the supplementary estimate introduced 
in 1952 as the result of the additional remuneration to general practitioners 
resulting from the Danckwerts Award. The net cost to the Exchequer increa 
each year from 1954-55 to 1957-58, but, due to the increase in the yield after 
July 7, 1958, from National Health Service contributions, the amount to be borne 
on the Exchequer is estimated to fall by £13 million in 1958-59. 
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In order to keep within the original “ceiling” and to avoid drastically cutting 
down the services available, it was found necessary in May 1951, and again in 
May 1952, to empower the Minister to introduce charges for certain items in the 
National Health Service. The National Health Service Act, 1951, authorizes 
the making of charges to meet part of the cost of dentures and glass provided 
through the Service. These charges operated from Muay 21,1951. Patients who 
cannot afford to pay the charges are able to apply for help to the National As- 
sistance Board. 

The National Health Service Act, 1952, authorizes the making of charges for 
medicines and certain appliances supplied to hospital outpatients (medicines and 
appliances prescribed by a general practitioner are covered by the 1949 act), 
for dental treatment (excluding examinations) provided under the General 
Dental Services, and for day nurseries run by local health authorities. As with 
the 1951 act, people who are unable without hardship to meet the charges may 
apply to the National Assistance Board and there are also some exceptions from 
charges made to outpatients and for dental treatment. 

These charges came into force on June 1, 1952. Except when elastic hosiery 
was prescribed, the 1s. charge for prescriptions covered all items ordered on 
one form. By regulations operating from December 1, 1956, this charge was 
altered to 1s. per item. 

All the charges plus the small Health Service contribution referred to above, 
meet rather less than one-fifth of the total cost of the Service, which remains a 
predominantly “free” service available to all. 

Details of the main branches in which the Service is broadly divided are as 
follows : 

HOSPITAL AND SPECIALIST SERVICES 


On July 5, 1948, ownership of 2,688 out of 3,040 voluntary and municipal 
hospitals (including mental hospitals, mental deficiency institutions, convalescent 
homes, and certain types of clinics), in England and Wales was vested in the 
Minister of Health. About 250 hospitals remain outside the National Health 
Service, most of these being hospitals run by religious orders. 

The hospital service, of which the specialist and consultant facilities form 
part, includes general and special hospitals; maternity accommodation; tubercu- 
losis sanatoriums; infectious disease hospitals; provision for chronically sick, 
mental hospitals, and mental deficiency hospitals, accommodation for convalescent 
hospital treatment and medical rehabilitation, and all forms of specialist treat- 
nent, for example, plastic surgery, radiotherapy, orthopedic and ear, nose, and 
throat treatment, together with the provision of most surgical and medical 
appliances. 

In the main, this part of the Service is organized on behalf of the Minister 
of Health in regions by 14 (15 after April 1, 1959) regional hospital boards. 
Each hospital region is associated with a university having a teaching hospital 
or medical school. The board members who serve in their own time and with- 
out payment, have a variety of experience gained with all kinds of organizations 
and official bodies. Day-to-day administration of the hospitals is carried out on 
behalf of the boards by hospital management committees. There are 383 of these 
and they are usually responsible for a group of related hospitals. Their mem- 
bers also serve voluntarily. This means that there is great scope, as in the 
past, for local responsibility and local interest. The only hospitals in the Serv- 
ice outside the regional boards’ immediate responsibility are the teaching hos- 
pitals which have the responsibility for providing facilities for undergraduate and 
postgraduate medical or dental education and which are administered by boards 
.. governors. There are 26 boards of governors in London and 10 in the 

ovinces., 

Nearly all specialists and consultants take part in the Service. They hold 
hospital appointments and can take up whole-time or part-time service. Those 
jy part-time appointments can still accept fee-paying patients outside 

e Service. 

Certain hospitals have accommodation in small wards or single rooms which, 
if not required for patients who need privacy for medical reasons, may be made 
available to patients who desire it as an amenity. Amenity bed charges are 
fixed under regulations at 6s. to 12s. per day. In such a case, the patient pays 
nothing for the cost of treatment or the cost of maintenance. 

In some hospitals a number of pay beds has been placed at the disposal of 
part-time specialists taking part in the Service for use by private patients who 
agree to pay full hospital maintennace costs and (usually) private fees to the 


Sa 
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specialist as well. The fees that may be charged by specialists to patients o¢. 
cupying private pay beds are normally restricted to 75 guineas to cover every- 
thing. For exceptionally long or complicated treatment, this limit may be 
raised to 125 guineas, and special arrangements may be made in a limited por- 
tion of pay beds for patient and doctor to agree to fees outside these limits, 

Arrangements to obtain the service or advice of a hospital specialist are made 
by the patient’s family doctor as in the past. A specialist usually sees a patient 
at the hospital or clinic at which he works, but arrangements will be made for 
the specialist to visit a patient at home if he is unable, for medical reasons, to 
be taken to hospital. 

No charges are made to National Health Service inpatients (except for amen- 
ity beds, see above), but there is a charge of 1s. to outpatients for each item on 
a prescription form for drugs and medicines (unless administered at the hos. 
pital). Exceptions from this charge are made in the case of patients receiving 
national assistance or their dependents; war pensioners receiving medicines for 
their accepted disability; and patients attending venereal disease clinics who 
receive medicines as part of their treatment. Persons who find hardship in 
paying the charge can apply to the National Assistance Board for repayment 
which will be met if, on national assistance standards, a person has insufficient 
means to pay the charge. Hospital outpatients also have to pay fixed charges 
for elastic hosiery, surgical abdominal supports, surgical footwear (and heeling 
and soling repairs), and wigs. Repayment can be made as above or assistance 
obtained before supplying. Exceptions are made in the case of a child under 
16 years of age or at full-time attendance at school, to national assistance 
recipients and their dependants and to war pensioners in respect of their ac- 
cepted war disabilities. 

At the end of 1957 there were 80 hospitals providing distribution centers where 
hearing aids can be supplied free after a recommendation by a specialist. 


GENERAL MEDICAL AND DENTAL SERVICES, PHARMACEUTICAL SERVICES AND 
SUPPLEMENTARY OPHTHALMIC SERVICES 


Family doctor service 


The family doctor service is organized in accordance with regulations by 138 
executive councils whose members serve in a voluntary capacity. These councils 
also organize the dental, pharmaceutical, and supplementary ophthalmic 
services for their areas. Executive councils have been set up to cover every 
county council and county borough area, but in some instances, for more efficient 
administration, one council covers two areas. Twelve members of each executive 
council are appointed by local doctors, dentists and pharmacists, eight by the 
local health authority, and five by the Minister. The council elects its own 
chairman from among its members. 

All doctors are entitled to family medical doctor service, and 
general practitioners (about 22,000) have decided to do so. Taking part does 
not prevent them from also having private fee-paying patients. The Health 
Service doctor is paid on a capitation basis, i.e., a fee in respect of each patient 
whom he accepts on his list. 

Everyone aged 16 and over can choose his doctor (parents or guardians choose 
for children under 16) and the doctor is also free to accept a person or not as 
he chooses. A person may change his doctor if he wishes, either at once if he has 
changed his address or obtained permission of the doctor on whose list he is, 
or by informing the local executive council (in which case a delay of about i 
days is usual). When people are away from home they can still use the family 
doctor service if they ask to be treated as “temporary residents,” and, in an 
emergency, if a person’s own doctor is not available, any doctor in the service 
will give treatment and advice whether the person seeking it is on his list or not. 

All doctors who joined the service by July 5, 1948, were free to continue 
practising where they were. Since July 5, any doctor wishing to take up 4 
National Health Service practice must first get the consent of the medical prac 
tices committee, consisting of a chairman (who is a medical practitioner) and 
eight other members, six of whom are medical practitioners—at least five still 
in actual practice. The committee is only able to refuse an application if the 
number of doctors in the family doctor service in the area is already considered 
to be sufficient or the number of applicants exceeds the number of vacancies. 

Patients are treated either in the doctor’s surgery or, when necessary, at home. 
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Doctors may prescribe for their patients all drugs and medicines which are 
medically necessary for their treatment and also a certain number of surgical 
appliances (the more elaborate being provided through the hospitals). 


Pharmaceutical services 


There are about 13,250 pharmacies, 160 drugstores, and 2,400 appliance sup- 
pliers taking part in the pharmaceutical services in England and Wales. Ap- 
proximately 207 million prescriptions were dispensed in 1957. After dispensing, 
the chemist sends the prescription forms to one of the pricing offices under the 
control of a central joint committee. Payment is made by the executive council. 

There is a charge of 1 shilling for each item (other than elastic hosiery) 
ordered on a prescription form made out by the family doctor and presented 
for dispensing. The charge for elastic hosiery is 5 shillings or 10 shillings for 
each article. The charges are paid to the pharmacist or other supplier except 
that in the country areas, where the doctor does his own dispensing, the 1 
shilling charges are paid to the doctor. Repayment of the charges can be made 
in certain cases: The National Assistance Board will refund persons who are 
receiving national assistance, or their dependents, or anyone else who satisfies 
the board that payment of the charges will cause hardship; and the Ministry of 
Pensions and National Insurance will refund war pensioners or others suffering 
from war injury where the prescription is needed because of accepted war dis- 
abilities. 


Dental services 


Dentists are free to take part in the service if they wish. They may practice 
in any area they choose and may have private patients as well as patients under 
the service. The great majority of dentists available for general practice takes 
part in the service. Dentists are responsible to the executive council in whose 
areas they provide services. Patients do not have to register with any par- 
ticular dentist, but are free to go to any dentist who is taking part in the service 
and is willing to accept them. Instead of a capitation fee, the dentist receives 
payment for items of treatment for individual patients. 

There is no need for the patient to obtain a recommendation before seeking 
dental treatment. The dentist is able to carry out at once all normal conserva- 
tive treatment (e.g., fillings), emergency treatment and ordinary denture re 
pairs. He needs to get prior approval before undertaking treatment which in- 
volves the removal of teeth necessitating replacement by dentures; provision 
of dentures; orthodontic treatment; extensive and prolonged treatment of the 
gums; gold fillings, inlays, crowns and special appliances and oral surgery. 
Prior approval of this kind is given by the dental estimates board consisting 
of a dental chairman and vice chairman, five other dental members and two lay 
members. The board also authorizes claims for payment submitted by dentists, 
actual payments being made by the executive councils. 

No charge is made for the clinical examination of a patient’s mouth, but 
there is a charge of £1 for treatment, or the full cost of any treatment if less 
than £1. For dentures a patient has to pay something under half the full 
cost, but where a denture supplied under the service has to be replaced because 
of loss or damage, the whole or part of the cost may be charged to the patient 
if he is found not to have taken reasonable care. Charges for dental treatment 
(other than the supply or relining of dentures or additions to them) are not made 
in the case of anyone under 21 years of age, or expectant mothers, or mothers 
who have had a child during the preceding 12 months. Persons in receipt of na- 
tional assistance and others for whom the charge would involve hardship (on 
national assistance standards) may apply to the National Assistance Board for a 
special grant. A dentist may, with the approval of the dental estimates board, 
charge his patient a prescribed sum for gold fillings, inlays, crowns, or metal 


auaree where these are not clinically necessary, but the patient wishes to have 
em, 


Supplementary ophthalmic services 


In addition to the eye services available at clinics as part of the hospital 
and specialist services, there are supplementary ophthalmic services organized 
by the executive councils. 

On the advice of the family doctor in the first instance, sight can be tested 
by ophthalmic medical practitioners or ophthalmic opticians and spectacles sup- 
Dlied if necessary. Nearly all ophthalmic opticians and dispending opticians 
take part in the service (more than 7,000) and most of the ophthalmic medical 
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to the hospital eye service. 


LOCAL HEALTH AUTHORITY SERVICES 


authorities, county councils, and county borough councils. 


centers and developments in group practice. 
etc., for which a charge may be made according to means. 


having regard to the means of the users. 


Cost of the service (England and Wales) 
Actual ewpenditure (net) :* 


July 5, 1948, to March 31, 1949 


practitioners (about 900). Cases requiring specialist treatment are referra 


When spectacles are supplied there is a charge of 10 shillings, for each leng 
with a further charge where a patient asks to be supplied with plastic or safety 
lenses. A patient also pays the full cost of the frame chosen from the wie 
variety available under the National Health Service. Children’s glasses jn q 
frame of one of the standard types are free of charge. Patients may have lenge 
supplied under the supplementary ophthalmic services fitted in private frames jf 
these are suitable. A patient who cannot afford to pay the charges can apply to 
the National Assistance Board for help in the ordinary way. 


The local health services, a series of services mainly concerned with the 
eare of patients in their own homes, are the responsibility of the major local 


These are known 


as local health authorities (there are 146 of them in England and Wales) 
and they work through health committees. The duty has been placed on them 
of providing such services as midwifery; antenatal, postnatal, and infant wel- 
fare clinics, and dental services where practicable for expectant and nursing 
mothers and young children; health visiting; home nursing; ambulances; pro- 
vision of domestic help on health grounds: special care and aftercare of the 
sick; local mental health services; and also vaccination and immunization. 
The setting up of health centers is also a duty of local health authorities, but 
at present it is felt that the extensive provision of centers should wait on the 
experience to be gained from the use of a limited number of experimental 


All these services are free of charge except for domestic help and, in certain 
cases, provision of residential accommodation, meals, nursing requisites, bedding, 


Since June 1952 


1949-50 


1950-51 


1951-52_ 


1952-53 


1953-54____ 


1954-55_ 


1955-56_ 


1956-57 


Estimated expenditure (net) :* 
1957-58 


1958-59 


2 The net cost represents the amount to be met by the exchequer. 


September 1958. 


H.R. 4 


have given the committee. 


local health authorities have also had power to make charges for the use of 
day nurseries. The local health authority may only charge what is reasonable, 


£179, 281, 787 
305, 288, 248 
336, 559, 758 
348, 457, 732 
384, 155, 261 
367, 947, 357 
388, 860, 290 
423, 796, 675 
468, 012, 590 


485, 305, 085 
472, 459, 430 


Ministry of Health (Public Relations, Intelligence Section) Savile Row, W.1, 


The Cuamman. Any further questions of the Secretary? 

If not, Mr. Secretary, we thank you and those accompanying you at 
the witness table for your appearance this morning and the informa- 
tion you have given the committee. For the benefit of everyone, I 
felt that it was already understood the subject matter of your report 
of April 3, 1959, is presently before the committee as I indicated in my 
a statement and that information as well as the provisions of 
00 are open for consideration by the committee. ‘ 

We thank you, sir, for your appearance and the information you 
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Secretary Fremmine. Mr. Chairman, may I express my apprecia- 
tion for the opportunity of presenting our views, for the questions that 
have been addressed to me, and may | state that if as a result of further 
testimony in connection with these hearings there is additional in- 
formation that you would like from us, we will, of course, be more 
than happy to supply it. ie 

The CHarrman. We will contact you sir in that case. 

Secretary FLemmine. Fine. 

The Cuarrman. Thank you, sir. 

Mr. Foranp. Mr. Chairman, I ask unanimous consent that there be 
inserted in the record immediately following the testimony we have 
already received, a telegram from Arthur J. Altmeyer, who was for 
18 years Commissioner of the Social Security system. 

The CHamrMaANn. Without objection that may be included in the 
record at this point. 

Mr. Foranp. I should say it is in favor of the bill. 

(The telegram referred to follows :) 

Mapison, WIs., July 8, 1959. 
Hon. Witsur D. MILLs, 


Chairman, Committee on Ways and Means, 
House of Representatives, Wushinyton, D.C.: 


Regret cannot appear personally to testify in favor of Forand bill providing 
hospitalization, nursing home, and surgical benefits for OASDI beneficiaries. 
Unreservedly support this bill. Nongoverninental insurance plans particularly 
nonprofit plans have done much but because of their very nature cannot cope 
with problem of insuring groups requiring above average amount of medical 
care but possessing below average amount of income This problem can only 
be solved by Government-insured plan which spreads cost over lifetime of all 
groups. Argument of opponents that Forand bill is administratively unfeasible 
is same argument made against original Social Security Act and against 
permanent total disability amendment based on my administrative experience 
as administrator of social security for 18 years. I am confident this bill can be 
administered satisfactorily to achieve its beneficient purpose of providing much 
needed protection for the unprotected. Warm regards and appreciation of your 
efforts throughout the years in behalf of social security. 


ARTHUR J. ALTMEYER, 
Former Commissioner for Social Security. 
The Cuarrman. Our next witness is Dr. Herbert Berger. 
Will you please identify yourself for the record by not only giving 
us your name and address but the capacity in which you appear ? 


STATEMENT OF HERBERT BERGER, M.D., F.A.C.P., PRESIDENT- 
ELECT, NEW YORK STATE SOCIETY OF INTERNAL MEDICINE, 
MEMBER OF LEGISLATIVE COMMITTEE, AMERICAN SOCIETY OF 
INTERNAL MEDICINE 


Dr. Bercer. I am Herbert Berger. I practice internal medicine in 
Staten Island, N.Y. I am president-elect of New York State Society 
of Internal Medicine and I a pear here as the representative of the 
American Society of Internal Medicine. 

The Cnarrman. You are recognized for 10 minutes. 

Dr. Bercer. I am here to bring the views of the American Society 
of Internal Medicine, an organization composed of over 6,000 spe- 
clalists to you. We have requested this opportunity to appear because 
many, if not most of the medical problems of the aged are eventually 


+. 
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referred to us. We are specialists in that branch of medical practice 
which deals with the diagnosis and treatment of serious medical jll- 
ness comprising for the most part those disease states which affect 
the heart, lung, digestive system, kidneys, brain, and blood. 

Since practically all internists (specialists in internal medicine) 
are also members of the American Medical Association I shall not (to 
conserve your time) repeat the statements they have made nor anti- 
cipate those still to be brought to this committee by that body. Intem- 
ists of the United States agree wholeheartedly with these sentiments, 
We concur that the socialization of medicine to this segment of our 
population would be inimicable to the best interests of those older 
persons who are sick and would place intolerable burden on those 
younger individuals who are well and still working. 

We contend, in addition, that a nation cannot survive half socialized 
and half free enterprise any more than, prior to 1860, our country 
could endure half free and half slave. Certainly if we embrace this 
much socialism then it will follow that ancillary medical professions, 
pharmacy, hospital management, nursing, and dentistry will be forced 
to accept this same ideology which is so foreign to that which has 
made our country great. Many of you gentlemen are members of the 
bar. Is it not evident that your profession will eventually be socialized 
as will our business enterprises? Does it not seem inconsistent that 
we should be fighting such communism in Geneva while introducing 
legislation supporting it in Washington ? 

Obviously as a practicing physician these statements may seem out- 
side of my own sphere of competence but physicians are citizens too, 
and your deliberations are of great moment to us and even more to 
you who are, or who one day will be, our patients. 

My colleagues join me in recognizing the difficulties that beset the 
members of this committee. Certainly we understand that if an enemy 
were to violate the geographical borders of our country we should feel 
constrained to protect them with our every resource. <A nation is not, 
however, merely a number of square miles. Much more important is 
its people. We in internal medicine agree that a disease which invades 
this all important area, our citizens, must also be repelled by every 
expedient available to us. 

It becomes apparent then that by opposing H.R. 4700 internists and 
other physicians are not being negative but are averring with all posi- 
tivity that our citizens, young or old, must be protected against. the 
ravages of disease. We contend, however, that socialization is not the 
best method for providing the health care which we all desire for our 
older citizens. 

The American Society of Internal Medicine has requested this audi- 
ence not for the sole purpose of agreeing with the statements of the 
representatives of the American Medical Association—we could have 
done that by letter—but rather to present, our own unique experience 
with the group of patients whose protection you are now considering. 
This information may prove useful as you seek the answers to this 
perplexing problem. 

1. The major health needs of the aged are not surgical. They suffer, 
for the most part, from emotional disturbances, engendered a their 
separation from the main current of life in their communities, by their 
feeling of uselessness, by their inability to properly manage their new 
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found leisure, by the extra time they have to reflect on their disappoint- 
ments. All older people have these, for none have accomplished all of 
the aims of their youth. H.R. 4700 makes no provision for the serv- 
‘ces of an internist, the individual who, as a doctor’s doctor, is the 
final arbitor of these problems. 

9, Following nervous disorders, these aged people are subject to the 
diseases of degeneration; hardened arteries, bad hearts, kidneys and 
lungs, weakened digestion and anemia. The more serious of these 
illnesses are seen in consultation by the internist. Does H.R. 4700 
recognize this? 

3. There is no question that the aged have many economic problems. 
Surgical, hospital, and nursing home care are only a small part of 
these. Certainly, as long as we give people half pay for no work 
when they must still pay full prices for food, lodging, clothes, trans- 
portation, and medical care, there is bound to be some economic 
travail for those who haven’t provided for their future. Perhaps 
this isn’t the place to say it, but if these people were given full pay 
for a half day’s work their economic pat their emotional problems 
would disappear. 

4. If, indeed, these individuals must be cared for at the expense of 
Government, then the payment of a fixed low fee would be placing this 
burden, which should be borne by all the people, to a large extent on 
one group, the physician. This applies particularly to the family 
doctor and the internists, both of 2 aa render so much of the care 
these people need. No provision has been made in H.R. 4700 for these 
services. 

The medical profession has traditionally provided health services 
for the indigent. This altruism has not disappeared. It is, however, 
threatened by such discriminatory legislation. The economic prob- 
lems of the aged can be met not only through the half day’s work for 
a full day’s pay mentioned earlier, but also by increasing social security 
benefits so that these people can defray all of their expenses, medical 
or nonmedical. 

If the Congress feels it inexpedient to increase social security taxes 
sufficiently to make these added increments actuarially sound, then I 
am certain that my profession stands ready, in concert with the land- 
lord, the grocer, the clothier, and the lawyer, to render services to 
these deserving people at reduced rates. I am sure it is not Mr. 
Forand’s purpose to propose that the economic obligations of the 
aged be borne by medicine alone. 

5. The bill provides for fees to be paid certain specified categories 
of surgeons. We have no quarrel with the principle of securing the 
most qualified personnel for the care of such patients, but it is statis- 
tically true that many communities do not possess a surgeon who is a 
member of the American Board of Surgery. H.R. 4700 has not in- 
vestigated the availability of these individuals, nor whether these 
surgeons would render this service under Government aegis. 

6. The most important decision about any surgical procedure at any 
age Is, “Do you need it? Is this the best possible answer to this indi- 
vidual disease?” This is a question answered by the diagnostician, 
often the internist. H.R. 4700 has begged this all-important question. 

7. The next most significant fact to be determined prior to an 
surgical procedure, particularly in the aged who may suffer in addi- 
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tion to their surgical illness a heart condition, is, “Can the patie 
stand this procedure?” This question, too, is answered in our beg 
hospitals and teaching centers by the internist. H.R. 4700 does no 
consider this either. 

8. What about the innumerable medical postoperative complig. 
tions, the pneumonia, for example, so common in older people? Whe 
provision has H.R. 4700 made for the rendering of this vital service! 
This, too, falls in the province of the internist. 

9. That provision of the act which refers to nursing home servic 
makes no provision for the medical care which must be rendered con. 
stantly to these chronically ill patients. I am a consultant to the 
New York City Department of Welfare. My duties consist in seeing 
paseo cases in a city-approved private nursing home of 200 patients, 

ach of these patients has his own private physician on the welfare 
panes who visits the patient either weekly, biweekly, or monthly as] 

irect. The other consultants and myself render opinions on patients 
so that each of us must visit the institution weekly. In addition, ] 
am a cardiac consultant at the municipally operated Farm Colony 
which houses 2,500 such elderly patients. We have a large staff of 
full-time physicians at this institution, which, in addition, uses the 
facilities of an adjacent municipal hospital, Seaview, for those who 
are actutely ill. 

It becomes apparent that nursing home guests or patients requir 
more than a modicum of medical attention. H.R. 4700 has not an- 
ticipated the services of family doctors and internists whose atten. 
tions these individuals require constantly. 

In conclusion, then, may I record the opposition of the more than 
6,000 internists who are members of the American Society of Internal 
Medicine to this type of legislation both on philosophical grounds, a 
we recognize the inherent socialistic nature of the bill, and on specific 
grounds, for we have shown that H.R. 4700 doesn’t begin to accom: 
plish what it set out to do. 

The Committee on Aging of the American Medical Association, th 
Blue Shield and Blue Cross Plans, commercial insurance carriers, and 
State medical societies all are seeking the answer to this problem, util 
izing the freedom to investigate and study which has given the United 
States the finest medical care in the world. 

Some years ago I had the opportunity to address a committee on the 
British Parliament on another medical subject. During the inter. 
mission I secured a hurried meal in a small lunchroom patronized by 
artisans. Two bricklayers with whom I sat entered into conversation 
with me about their socialized medicine plan. One of them commented 
on how he eventually, after endless frustrations, had to secure privat 
care for his nervous wife—the commonest ailment in the United States 
too. His deathless prose after a dozen years of experience with th 
scheme is the most cogent criticism of socialized medicine ever to com 
to my attention. He said, “The national health scheme is a fine ide: 
as long as you’re not sick.” 

Please feel free to call on any members of this society if we can b 
of assistance to you in your deliberations. 

The Cuamman. Dr. Berger, we appreciate your bringing to us th 
oe of the American Society of Internal Medicine on the bill H.R 
4700. 

Any questions? Mr. Forand. 
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Mr. Foranp. Dr. Berger, I direct your attention to last sentence 


inthe first paragraph on page 2 of your statement. It reads: 


Does it not seem inconsistent that we should be fighting such communism 
in Geneva while introducing legislating supporting it in Washington? 


Now, are you stating that this is Communist legislation, that I am a 


Communist or a Pinko? I resent this and I would like to have ex- 


planation of what you mean. 

Dr. Bercer. I will be glad to, Congressman. Perhaps your defini- 
iffer. However, as I see com- 
munism and this is a personal point of view, it is the introduction of the 
State into the affairs of the individual to such an extent that the in- 
dividual becomes a rather lesser person than the State. The rights of 
the individual are lost. I would say that if Government were to inter- 


' fere in the health care of these aged people whose care properly belongs 


to themselves where possible or to their relatives, then this is actually 
an example of not what we see in Russia but an example of pure com- 
munism. 

I feel that this is probably a mistake, that we would by such a me- 
chanism break up normal family obligations and responsibilities. I 
recognize, of course, sir, that there are individuals who have no family 
and I would contend that such individuals are being cared for locally, 
so that I do not see that this problem exists. Certainly in my own 


' community there is no one at any age who suffers from lack of medical 


. Foranp. So in your mind I am introducing communistic 


Dr. Bercer. As I see communism; yes, sir, I am afraid I will have 


- tocome to that conclusion. 


Mr. Foranp. Well, it is the first time I have heard of the term “com- 


munism” being that broad. If it suits your purpose, of course, this is 
a free country, you can use it but I frankly resent it. 


an Bercer. I am sorry, sir, there is nothing personal intended 
there. 

Mr. Foranp. I gather from your testimony that you work for the 
New York City Department of Welfare and attempt to provide good 
quality care for elderly patients. As I understand it you and private 
aw on the welfare panel who care for these patients are paid 

rom public funds. Is that not correct ? 

Dr. Berger. Yes, sir. 

Mr. Foranp, Do you feel that this type of provision for the care 
of patients is socialized medicine ? 

Jr. Berger. I feel that it is a proper activity of a community to 
care for its aged or for anybody else who is indigent. 
_ Mr. Foranp. You have not answered my question. Is that social- 
wed medicine ? 

Dr. Bercrr. I would say that this is a small degree of socialized 
medicine, yes. 

Mr. Foranp. And you are taking part in it? 

Dr. Berger. Yes, sir; I am. 

Mr. Foranp. Is it communism? 

Dr. Berger. No, sir; because these people still have a considerable 
degree of free choice which I think would probably be lost in the legis- 
lation that you are proposing. 
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Mr. Foranp. If the patients had contributed to a fund and the do. 
tors and nursing homes were paid from this fund for care provided 
would you consider that to be socialized medicine? 

Dr. Bercer. No, sir. 

Mr. Foranp. What specific features of the Forand bill do you be. 
lieve involves socialized medicine ? 

Dr. Bercer. I think particularly the fact that it probably could 
not be managed economically by the individual, himself. His taxes 
to cover it are at best only half of it since the other half is passed on 
to the rest of the population. I recognize here, sir, that I am not 
speaking in a role that I would prefer to be in, that of a practicing 
physician. Economics is certainly not my forte. But I will try to 
answer the question and not avoid it. 

Mr. Foranp. But if the funds for this were coming from taxation 

enerally, such as the public fund from which you are paid, for work 
in New York, it would be all right ? 

Dr. Bercrr. No, sir, I did not say that. What I feel is this, that 
the individual should, if possible provide for his future. If he does 
this by paying some part of his income to social security that is per- 
fectly all right. At best he contributes half of this and the Secretary 
of Health, Education, and Welfare indicated that even this half would 
not cover the entire costs of this expense. Therefore, all other in- 
dividuals are being taxed to cover this particular expense which the 
individual should have borne, himself. 

Mr. Foranp. Where did the money come from for the Welfare De- 
partment to pay for your services ? 

Dr. Bercer. It comes from the taxes that are raised by the city of 
New York. 

Mr. Foranp. Is there any difference between that type of tax and 
the Federal Government’s? 

Dr. Bercer. I think there is because of the nature of administra- 
tion of a large organization originating here in Washington to han. 
dle a matter in some distant part of the country. I think on a local 
basis there are better opportunities to do this job properly. I recog- 
nize and I agree with you these are public funds raised by the public. 

Mr. Foranp. Are you aware of the fact that the public money that 
the city of New York uses to pay for your services in part is Federal 
money ? 

Dr. Bercer. I am, sir. 

Mr. Foranp. Then what is the difference ? 

Dr. Bercer. I personally would prefer frankly that there were 
no such source of revenue either city or Federal. Certainly I prac- 
ticed medicine before either of these were available and old people 
in those days were cared for adequately. This is again one of the 
altruistic gestures of my profession. I think we would be perfectly 
willing to bear this burden alone without any tax setup. 

Mr. Foranp. Then why don’t you render your services free? 

Bo Bercer. We did for many years until these things became avail 
able. 

Mr. Foranp. I did not say in the past. Why don’t you now! 

Dr. Bercer. For the most part they are when one considers the 
nature of the funds. For example, as a consultant in internal medi 
cine a private patient might very well pay $50 or $100 for my serv 
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‘ces, I render these to the city of New York for $5. Iam a consultant 
to the Department of Health, Education, and Welfare, Public Health 
Service, and render the services there for nothing. 

Mr. Foranp. If you are so much opposed to the payment of Federal 
or State funds for this purpose and you get so little, it is difficult to 
understand why you accept even that mite. 

Dr. Bercer. Perhaps you are right, I should not. 

Mr. Foranp. Now you imply that you would favor increasing social 
security benefits so that people can defray all of their expenses, medical 
and nonmedical. Would you care to give us an estimate as to why 
the necessary increase would be on the average more or less than $10 
amonth 

Dr. Berger. I have no knowledge in this area at all. It is not that 
I favor this, sir, but I was trying to give you not a negative approach 
but some positive methods by which this problem could be met. One 
of the methods would be, of course, to — these people with 
enough money so that they could meet all of their expenses. 

Mr. Foranp. Where would that money come from ? 

Dr. Bercer. The money should come from the deductions from their 
own salaries during their working lifetime. 

Mr. Foranp. The employee and the employer as the system operates 
today ; is that correct? 

Dr. Bercer. I would prefer that it be the employee, himself. 

Mr. Foranp. Just the employee? 

Dr. Berger. Yes, sir. 

Mr. Foran. Thank you. That isall, Mr. Chairman. 

The Cuarrman. Any further questions ? 

Mr. Machrowicz wishes to inquire. 

Mr. Macurowicz. I presume that you think our social security 


_ system is socialistic in nature ? 


Dr. Bercer. Yes, sir. 

Mr. Macnrowicz. I assume you think it is legislation supporting 
communism ? 

Dr. Bercer. Communism has become such a charged word that it 
isa little difficult to talk about it. 

Mr. Macurowicz. What is your definition of communism ? 

Dr. Bercer. I think I did give it previously, sir, when I said I 
felt it was a system of government whereby the individual becomes 
less important to the state, the rights of the individual become sub- 
jugated to those of the state. 

Mr. Macnrowicz. I would like to ask a question which might not 
seem relevant but I think it will be, to understand your thinking. 
Youare familiar with the Keogh bill, H.R. 10? 

Dr. Bercrr. Yes, sir. 

Mr. Macurowrcz. Do you support the bill ? 

Dr. Brercer. Yes, sir. 

Mr. Macnrowrcz. H.R. 10 gives a tax break for doctors to help 
them set up a retirement fund. Do you consider H.R. 10 communistic? 

Dr. Bercer. No, sir. 

Mr. Macurowrcz. You do not? 

Dr. Bercer. I do not see how they can be considered in the same 
Voice at all. 
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Mr. Macurowicz. It certainly gives them a tax break to set up re. 
tirement fund for them. Would it not be according to your definition 
communistic, also ? 

Dr. Berger. No, sir; at the moment they are being discriminated 
against as are all self-employed individuals. This is merely bringing 
the situation exactly to the same position where yours is right now, 

Mr. Macurowicz. You are not hesitant to accept a tax break to help 
you set up a retirement fund, are you ? 

Dr. Berger. No, sir; not as long as the Members of the Congress of 
the United States will accept such a tax break. 

Mr. Macurowicz. Nothing communistic in that ? 

Dr. Bercer. No, sir. 

Mr. Macurowicz. I certainly appreciate your answers because they 
certainly give me an opportunity to give proper perspective to your 
testimony, Doctor. 

Dr. Bercer. Thank you. 

The Cuarrman. Any further questions. 

Mr. Curtis. I have a comment. I wish to express an appreciation 
to the doctor for the very frank manner in which he has testified in 
his attempt to use terms, as I understand it, with dictionary definitions 
rather than overtones of epithets. I am afraid there has the a great 
tendency in this country to avoid honest discussion by pretending or 
putting on the pose of being insulted. It has gotten to be that the 
word socialism cannot be used even though it is a perfectly respectable 
word, it has a definite meaning. 

I think I got a great deal out of your discussion of why you felt 
this was socialistic and why you also felt that in certain aspects there 
were communistic elements in the thing. I may not agree with you but 
it certainly was a very fair and honest presentation and I want to 
thank you for this forthright testimony. 

Dr. Bercer. Thank you, Congressman Curtis. 

The Cuatrman, Any further questions. Mr. Alger? : 

Mr. Acer. Dr. Berger, I want to. joint the gentleman from Mis- 
souri in commending you for a forthright statement. I think it puts 
this bill in a better perspective. I just hope you stand firm in the 
things you believe in. 

Dr. Bercer. Thank you. 

Mr. Merca.r. Since we are commenting on Dr. Berger’s statement, 
I want to inform Dr. Berger I am a cosponsor of the Forand bill. I 
have carefully listened to your definition. I, too, have your testi 
mony in proper perspective here today. 

The Cuamman. Thank you for bringing your views to the com- 
mittee. 

Dr. Bercer. Thank you, Mr. Chairman. 

The Cuarrman. Our next witness is Dr. Dixon. 

Please identify yourself in the record by giving us your full name 
and occupation. 

Mr. Foranv. Before Dr. Dixon begins, may I say that Dr, Dixor 
comes to us with quite a background. He is commissioner of health 
in the city of Philadelphia. He is a member of the board of director: 
for the Hospital Council of Philadelphia, chairman of the area pro 
grams committee on medical care of the American Public Health As 
sociation, and is a diplomat of the American Board of Preservativ 
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Medicine, member of Public Health Board of Preventive Medicine at 
the University of Pennsylvania and I understand after August 1 he 
isto be president of Antioch College. 


STATEMENT OF DR. JAMES P. DIXON ON BEHALF OF HOSPITAL 
COUNCIL OF PHILADELPHIA 


Dr. Dixon. Thank you, sir. 
Mr. Chairman and members of the committee, I am Dr. James P. 
Dixon of Philadelphia, Pa. I am a director of the Hospital Council 
of Philadelphia and appear today on its behalf and specifically on 
behalf of its committee on government relations which, during the 
ast 4 months, has been making an intensive study of the problem of 
ancing hospital care of the needy in Pennsylvania. 

The Cuarrman. Dr. Dixon, you will be recognized for 10 minutes. 

Dr. Dixon. Thank you, sir. 

Th Hospital Council of Philadelphia includes in its membership 
62 hospitals located in 8 counties of southern New Jersey and eastern 
Pennsylvania where they serve a metropolitan population of nearly 
5 million people. Many of them have been considered among the 
finest in the Nation, and their services are used by patients from all 
parts of the Eastern United States. Yet today many of these hos- 
pitals are dangerously close to the brink of financial disaster. 


UNREIMBURSED NEEDY CARE ENDANGERS ENTIRE HOSPITAL SYSTEM 


During the fiscal year just ended, our 58 member hospitals located 
in Pennsylvania rendered over 1 million days of inpatient care to the 
needy at an average ward cost of $20 per patient day or a total cost of 
over $20 million. An entire third of this cost represented unpaid care 
rendered to persons on social security. 

Toward this $20 million of free care, the city of Philadelphia con- 
tributed $10 million, the State of Pennsylvania granted $4.4 million, 
and the United Fund contributed an additional $1.3 million. Our 
hospitals were thus required to provide nearly $5 million in free 
care from their own resources. This deficit is up nearly half a million 
dollars from the previous year and is rising steadily. 

Unrestricted endowments in most hospitals have long since been 
swallowed up by these deficits, and ward bed endowment no longer 
attracts private philanthropy. 

_ We are caught in yet another squeeze between our traditional char- 
ity standards and our traditionally low wage standards. Phila- 
delphia hospitals are currently undergoing a union or anizing drive 
under the slogan that hospital employees should not be required to 
subsidize community hospitals through substandard wages. As this 
situation resolves itself, it will undoubtedly add to our financial crisis, 
since wages and salaries make up about 80 percent of hospital operat- 


ing costs. 

"Wrveta care has become such a drain on the resources of our hos- 
pitals that the quality and the availability of hospital services are 
seriously threatened. Every possible resource is poured into free 
care ; funds are lacking to modernize or replace outmoded buildings 
and equipment; services have been peace substantially in several 
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hospitals and others are on the verge of doing so. The hardest hit ar 
inevitably those carrying the heaviest charity load. 

As further documentation, I would like to make available to your 
committee a newly published 12-page report which outlines this crisis 
in stark detail. Entitled “Financial Situation of Voluntary Ho. 

itals,” it has been prepared by Philadelphia’s Community Policy 
Bosessitens on Health and Hospital Services, of which I am a member, 
This committee was appointed 6 months ago by the mayor, council 
president, and the heads of our United Fund and our Health and 
Welfare Council. It is headed by a prominent attorney, Mr. Morris 
Duane, and includes 22 leaders from every major interest group in the 
city. With your permission, Mr. Chairman, I would like to ask that 
this report be included in the record at the end of my statement. 

Mr. Foranp (presiding). Without objection that will be placed in 
the record. 

HOSPITAL EFFORTS TO MEET THE SITUATION 


Dr. Drxon. In an effort to deal with the situation, the Hospital 
Council of Philadelphia 4 months ago appointed a special committee 
on Government relations and furnished it with eminent legal counsel 
and other staff to assemble and bring to the attention of the public 
and our legislative bodies the basic data and possible solutions to the 
problem. 

This committee is now conducting a public information program 
and enlisting the eenpert of our member hospitals in a legislative 
program. It is actively seeking larger grants from our local govern- 
ments and more adequate assistance from the State of Pennsylvania. 
It is also seeking State legislation which would make available to 
Pennsylvania an estimated $5 million yearly in Federal matching 
funds for hospital care of public assistance recipients. This $5 million 
yearly would cover an additional 13 percent of the State’s needy care 
load, but we are now informed that the Federal Department of 
Health, Education, and Welfare is preparing changes in its regula- 
tions which would reduce this $5 million by half, a move which will 
probably make it impossible to persuade the Pennsylvania Legislature 
to adopt necessary legislation for Federal participation. 

In any case, we cannot realistically expect State and local gover- 
ments and the public assistance program to meet the total free car 
burden, or even a much larger portion of it than the 45 percent now 
covered in Pennsylvania. Large sums of new money will have to be 
made available from some new source if the situation is to be im- 
proved 


PERSONS ON SOCIAL SECURITY USE A THIRD OF ALL FREE CARE 


Persons benefits from the old-age, survivors, and dis 


bility insurance (OASDI) constitute the largest single segment of 
people receiving this unpaid care. There are currently about 250,00) 
people on social security in the five counties of southeastern Pennsyl- 
vania, and these people use about 36 percent of all free care given I 
the area’s 58 hospitals. If these beneficiaries were covered by fron ita 
insurance, a third of our free care deficits would be wiped out. Statt f 
and local grants could then be applied to the remaining two-thirds, 

and hospitals would be financially able to devote a one larger por 
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tion of their income to improvement of services and the raising of 
wages. 
PHILADELPHIA’S PROBLEM IS A NATIONAL PROBLEM 


We have undertaken to determine whether the situation in Pennsyl- 
vania and in our region is similar to the situation in the country as a 
whole. 

We have found ample evidence, both from earlier reports of this 
committee and from other sources, to indicate that the problem of 
hospital care for older people is inadequately met on a national basis, 
and, furthermore, that the extent of the problem, both in terms of 
numbers to be served and costs of necessary services, is rapidly 
expanding. 

The aged, by and large, tend to be medically indigent. Any major 
illness spells exhaustion of savings for the typical retiree, perhaps 
a call upon relatives for help, and then a resort to public assistance. 
This sequence is broken or delayed only as hospitals, physicians, and 
others may provide unpaid services. Clearly, ill health is the major 
cause of destitution among the aged. 


THE NEED FOR PARTICIPATION BY THE FEDERAL GOVERNMENT 


' All the facts indicate that large sums of new money must be 
» made available from some source if the needed hospital care of the 
‘retired aged is to be adequately financed. The magnitude of the 
» needed sums will increase as the costs of care continue to rise, the 
snumbers of aged continue to grow, and their utilization of services 
» continues to increase. 
The American Hospital Association reported to this committee last 
| year on its extensive exploration of the possibilities of meeting these 
health needs through voluntary health insurance. It noted that the 
) obstacles to wide extension of voluntary coverage among the retired 
| are great, basically because of the cost of adequate protection in rela- 
5 tion to the limited income of these people, and the nonavailability of 
"most plans for older people. 
) The Blue Cross plans, in accord with their philosophy of community 
/service, have permitted their members to continue coverage into retire- 
ment without an increase in rates commensurate with their increased 
use of services. The cost has had to be distributed over the member- 
jship asa whole. The insurance industry has generally not followed 
ithis practice, and the resulting competitive pressures make it more 
\lifficult for Blue Cross to adhere to its concept of lifelong protection. 

Neither kind of carrier can, of course, blanket in any large numbers 
jof the present retired aged who have not been covered up to this 
sume. Even if a solution to this problem could be found, what is to 
poe done for the quarter to a third of the people who have no hospital 
»‘Dsurance even in their working years. 
) A further reason for believing that the Federal Government will 
jhave to participate in some fashion is the fact that, while voluntary 
Pusurance systems have become the backbone of hospital financing, the 
lospitals are still experiencing high free care loads and serious finan- 
vial difficulties, even in the recent years of high prosperity. 

The OASDI approach: After considerable exploration in the years 
Prom 1955 to 1957; the American Hospital Association abandoned 
44432595 
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the legislative program it had developed for the use of Federal-State 
matching grants out of the general tax fund to subsidize a portion of 
the premium of retired aged persons for health insurance. _ It dropped 
this plan for a variety of reasons which were outlined in its previous 
testimony before this committee. 

At that time, the American Hospital Association pointed out that 
the OASDI program itself could be used to finance hospitalization of 
the OASDI recipients. Under H.R. 4700, benefits would be paid to 
hospitals for OASDI recipients either directly from the social security 
trust fund, or indirectly through voluntary insurance plans. : 

Such a system would have many of the advantages of systems 
financed by the contributions of employers and of the individuals to 
be benefited. In addition, it would minimize pauperism by makinga 
means test unnecessary for obtaining benefits; it would eliminate the 
need for any contribution after retirement; it would spread contribu. 
tions over the individual’s working lifetime; it would avoid increasing 
the costs of voluntary hospital insurance for the younger population 
because of the inclusion of aged persons; and it would appeal to State 
and local governments and their taxpayers, as it would tend to keep 
down the ever-increasing cost of health care under public assistance 
and State hospital aid programs. 

These and other aspects of this approach were detailed in previow 
testimony by the AHA. We will not go into these points further to- 


day. 

We wish to make it clear that our testimony is directed to the gen- 
eral mse of the proposed legislation. We are not urepanti 
testify concerning the specific provisions of H.R. 4700. 

It 1s our view that the pattern for national participation in prob- 
lems of health and welfare of the aged has been firmly established 
in the OASDI mechanism. We are of the belief that the extension 
of the OASDI program to include hospitalization benefits presents 
logical solution to this most pressing problem. We are aware that this 
approach will create new relationships for the hospitals and will re 
quire legislative safeguards, but the design of safeguards should no 
act as a deterrent to the speedy enactment of such legislation. 

We wish to be recorded as testifying in favor of the principle of 
this legislation and in favor of its speedy enactment. 

Mr. Foranp. Does that conclude your statement, Dr. Dixon? 

Dr. Dixon. It does. 

Mr. Foranp. I understand you have been active in the Americal 
Public Health Association, and in fact that you have held prominett 
positions in that organization. Is that correct? 

_ Dr. Drxon. I have been active in this program for some time; ye, 
sir. 

Mr. Foranp. Then your appearance here indicates that at leas 
some members of that organization are in support of the general prit- 
ciples of the bill. Do you believe that there is typical support among 
your colleagues for some such proposal as is contained herein ? 

Dr. Drxon. You are speaking of the people working in the gener! § 
field of public health, Congressman Forand ? 

Mr. Foranp. Yes, sir. 

Dr. Dixon. Here I am going outside and speculating. I woull 
say there is considerable support in the field of public health admins 
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trators for the extension of the social security mechanism to include a 
variety of health benefits for older people. 

Mr. Foranp. But there are many I know who have told me person- 
ally that they are in favor of these principles, but because of certain 
circumstances of which you and I and perhaps everybody else are 
aware, dare not have their name come out publicly. In fact, I received 
a letter just Friday, I believe. One doctor gave me a great deal of 
information but begged me not to make his name public, because he 
said he would be ostracized by the members of the profession for sup- 
porting the bill. So it is very easy to understand why many will not 
come out publicly. And when I say “many,” I refer to many doctors, 
many practicing physicians. 

Now, we know that the hospitals and doctors have been experiment- 
ing with various approaches for assurin high quality care. Would 
you comment on how a Federal health benefit program such as you 
favor would affect the further development of loawitel standards or 
other measures to promote high quality care? 

Dr. Dixon. This has been a matter of concern, I think, to people 
who have worked in the public health field. On this matter, there are 
two positions also to be taken : 

One, that Federal participation automatically reduces the output 
of the health service; and another position, a quite opposite position, 
that it tends to improve it. I men say that the general experience 
in the administration of the social security program has convinced 
me that Federal participation in terms of that type of benefit works 
to improve the — of the service. And I would see no reason why 
this would not be true when one was dealing with health benefits as 
opposed to benefits as to food shelter, and clothing. 

{r. Foranp. It is sometimes said that anybody who needs medical 
care can get it even if he doesn’t have the money to pay for it. Has 
it been your experience that all the old people in the community can 
in fact get good care even if they have low incomes? 

Dr. Dixon. Like all other categorical statements, this is clearly not 
true. My experience, again, as a public health executive in the city of 
Philadelphia, brings before me continuously problems of people who 
are unable to receive the kind and quantity of medical care that a 
physician practicing in the community would judge it would be neces- 
sary for them to receive. 

Mr. Foranp. Dr. Dixon, do you think that Federal health benefits 
for the aged would mean socialized medicine ? 

Dr. Dixon. This is again a problem of definition of what is 
socialized medicine. And I prefer not to define it, because I think 
that everyone has his own definition. If the question could be worded, 
“What will be the effect of the provision of these services upon the 
practice of medicine?” I am sure that there will be some effects upon 
the practice of medicine, because I think that, as has been pointed out 
in testimony before this committee, one probably cannot disassociate 
hospital care from medical care. And any program for the provision 
of nursing services is bound to have some effect on the way medicine 
is practiced in our community. Whether or not this effect is to be de- 
a as socialized medicine, I think is a measure of personal defini- 
ion. 

Mr. Foranp. Thank you, Doctor. 
Are there any questions ? 
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Mr. Curtis. Doctor, there has been a considerable increase in thy 
number of hospital beds in the United States over the past few years 
Do you know how that ratio is, and how much it has not been jy 
recent years? It has been considerable, as I understand it. 

Dr. Drxon. I am not prepared to testify as to the national sity. 
tion, but I know that in planning in our own community we estimaie 
that at the present time the quantity of hospital care as measured, le 
us say, by patient days, is going up 6 or 7 percent per year, 

Mr. Curtis. I understand, too, that the cost of the equipment js 
not only in the buildings, the bricks and mortar, but in_ hospital 
equipment it has likewise increased considerably. 

Dr. Dixon. That is correct. 

Mr. Curtis. And I presume we can expect costs to continue to 
rise. Now, I am just dealing with the economies of it. And certainly 
if we continue our technological advancement, and for many rei- 
sons, of course, we all want to do that, these costs can be expected to 
rise, if there is technological advancement in the field of medicine and 
hospital care. 

Dr. Dixon. The present trends indicate this, but these are, of cours, 
very complicated trends, which involve not only the effect of inflation 
but also involve some rather unpredictable events in medical car 
itself. 

Mr. Curtis. No, I am taking out of the area just one thing, which 
is technological advancement. We do anticipate, and it looks like we 
are going to continue to have, this fine technological advancement in 
the eld of medicine and hospital care. And all I am saying is that 


if that improvement is going to come about, we can really anticipate 


increased costs as a result of that. I believe, in other words, if we 
were to level off at the present quality of our care, our costs would 
probably even go down some, rather than go up. 

The only thing I am trying to direct attention to, and it does noi 
matter whether it is in this field of health or in any field of economies 
Economic growth is a costly operation and is going to bring withi 
its wake these other complicated economic problems. And you have 
got that in this area, too. In other words, the more rapidly we at- 
vance, the more problems we are going to have in this cost area. 

Mr. Foranp. Any other questions ? 

Mr. Alger? 

Mr. Arcer. Dr. Dixon, first, let me ask you: With regard to fre 
care in Philadelphia, what percentage of the free care would you say 
is for those over 65 years? 

Dr. Drxon. The figures I produced in my testimony indicated that 
approximately a third of the persons who are recipients of free care, 
a third of patient-days, are persons who are already beneficiaries of 
social security. 

rime Axaer. So two-thirds of those receiving free care, are under 
65 

Dr. Drxon. I would think this would be a safe estimate, yes. 

Mr. Aterr. For the consistency of your position, and I think you 
have made it very plain to us, do you think that this help should be 
limited to those over 65 ? 

Dr. Dixon. The Hospital Council to which I am speaking is direct: 
ing its attention solely to the provision of hospital benefits to persols 
over the age of 65, 
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Mr. Auerr. Well, since two-thirds of your free care, though, is 
der 65, how do you feel? Do you think this aid ought to be ex- 
tended to those under 65 ¢ 

Dr. Dixon. The Hospital Council does not take the position that 
voluntary insurance for the employed is not functioning well, and it 
believes, as is true, in our particular community, that approximately 
75 percent of the persons in the community are covered by some form 
of relatively adequate prepayment care. These are the employed per- 
sons, essentially. This machinery apparently works very well for 
them. And the hospitals are not feeling an urgent financial deficit 
from the failure of this group of people to pay. 

The indigent persons making up the other two-thirds that you men- 
tion are persons outside the employed group, dependent children, and 
avariety of the kinds of folks in any community which are unable to 
meet their hospital care. 

Mr. Arcer. Would the Hospital Council feel a desire to shift the 
costs of the two-thirds not covered to the Federal Government é 

Dr. Dixon. No. We are speaking only to the inclusion of persons 
over 65. 

Mr. Atcer. You see no inconsistency, then, though two-thirds that 
receive free aid from Philadelphia are under 65—you see no incon- 
sistency in the hospital’s position in asking that they be covered ? 

Dr. Dixon. No; for this reason, sir: Our position is not that the 
Federal Government or the State government or the city government 
| should be the benefactor of hospitals to pay their deficits. Our position 
isnot simply that because a hospital is unable to recover funds from a 
| patient, this is a responsibility of the Government. Our position 
isthat here is a group of individuals for whom a logical mechanism 
now exists, which nighs include these services, and that for this group, 
from the point of view of hospitals, this is a logical way in which to 
proceed. 

Mr. Acer. Your main point is that you are just short of money, 
and you want to get it to help pay for this, instead of having such a 
heavy local load ? 

Dr. Dixon. From the point of view of the hospitals, the amount 
of funds which you have directly determines the care which you can 
render. And hospitals, therefore, to meet their characteristic load in 
the community, which is to turn no one away, either must have suf- 
ficient funds or they are unable to care for the patient load. 

Mr. Arcrer. As a doctor, let me ask you this. Do you see any prob- 
lem in how the administration would set the fees for doctors under 
this plan ? 

Dr. Dixon. The group for which I am testifying directs its testi- 
mony, sir, only to the question of hospital services. And I have not 
testified either on the nursing home provisions or the services provi- 
sions. The Hospital Council feels in general this is outside its area of 
competence, 

Mr. Avcrr. You see, there isa problem, though, is there not, Doctor? 
What do you think, personally? Do you not see a grave problem as to 
how to set fees ? 

Dr. Dixon. I do not see a great pretietn; no, sir. 

Mr. Arerr. Do you see any problem as to whether there should be 
voluntary Government participation, or compulsion? Suppose the 
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doctors do not want to participate; does it not follow that you would 
have to exercise compulsion? You are a doctor. I am asking yoy 
this because I feel that you, as a doctor, are for it when most of the 
doctors are going to be opposed, and I would like your viewpoint. 

Dr. Drxon. I am not clear that in H.R. 4700 there is any lan 
which bears on this question of how a physician shall relate to the 
program, by compulsion or not. 

Mr. Avcer. Supposing, Doctor, the doctors do not want to join up, 
because they are opposed to it and do not want to get into the system, 
should compulsion be exercised? I am trying to be practical. I am 
not trying to read in anything. I am looking at the practicalities, 
You are a doctor, and you are working this field every day. Goodness 
know, I am not, and I am very ignorant in this field. But if the 
doctors will not participate voluntarily, does that not indicate that 
something in the way of compulsion must be done? 

Dr. Drxon. I would not say so. The present legislation deals with 
very limited medical benefits. As I recall it, it deals only with the 
question of surgical services, in-hospital surgical services, as a matter 
of fact, and I cannot read any issue of compulsion into this legislation 
as it now stands. 

Mr. Acer. You see no then ? 

Dr. Dixon. I see no problem. 

Mr. Aucrr. You feel the doctors will just voluntarily come forward, 
regardless of all the inequities they may see, and take part ? 

r. Dixon. I have no reason to feel but that there is a good deal 
of concern in my profession about this. I do not wish to appear not 
to understand that concern. But I have reason to believe, also, that 
given a sound opportunity to work out the details, my colleagues in 
the practice of medicine would find some machinery which is satis- 
factory to them and satisfactory to the legislation. 

Mr. Arcer. I feel I am not getting answers that help me too much, 
but I have the feeling it is because pS my own ignorance and inability 
to frame the questions. 

Thank you. 

The Cuarrman. Are there any further questions ? 

If not, we thank you for coming to the committee and giving us the 
benefit of your views. 

Without objection, the committee will recess until 1:30 this after- 
noon. 

(The following report is referred to on p. 48.) 


CITY OF PHILADELPHIA COMMUNITY POLICY COMMITTEE ON 
HEALTH AND HOSPITAL SERVICES FIRST REPORT ON FINANCIAL 
SITUATION OF VOLUNTARY HOSPITALS 


CoMMUNITY PoLicy COMMITTEE ON HEALTH AND HOospiTaL SERVICES 


FIRST REPORT 

The MAYOR OF PHILADELPHIA. 
The PRESIDENT AND MEMBERS OF PHILADELPHIA CiTry CoUNCIL. 
The PRESIDENT AND DIRECTORS OF THE UNITED FUND. 
The PRESIDENT AND DIRECTORS OF THE HEALTH AND WELFARE COUNCIL. 
ALL INTERESTED PERSONS. 

LaDIESs AND GENTLEMEN: The community policy committee on health and 
hospital services in the Philadelphia metropolitan area makes this, its first report 
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ORGANIZATION 


Since its appointment on December 3, 1958, the committee has organized as 
etary Leonard J. Zimet, has been employed on a full-time basis. His 
office is located at the Health and Welfare Council. 

A professional advisory group has been formed consisting of— 

H. Robert Cathcart, president of the Hospital Association of Philadelphia ; 

Joseph D. Gibbon, executive director of the United Fund ; 

William F. Irwin, executive secretary, Philadelphia County Medical Society ; 

pernard J. Korman, Esq., administrative assistant to Councilman Henry Sawyer, 
chairman of city council’s committee on public health ; 

Cc. F. McNeil, executive director of the health and welfare council ; 

¢, Rufus Rorem, Ph.D., executive director of the Hospital Council of Phila- 

Iphia ; 

wieen H. Wilcox, executive director of the Greater Philadelphia Movement ; 

Leonard J. Zimet, secretary of the community policy committee on health and 
hospital services ; 

Norman R. Ingraham, M.D., deputy commissioner of health, chairman. 


ACTIVITIES 


The community policy committee has held a number of meetings, and in 
addition there have been meetings and discussions between small groups of 
members of the committee and the chairman. Problems have been referred 
to the professional advisory group, on which problems that group has given to the 
committee written reports and recommendations which have been acted upon 
by the committee. 

In addition, the chairman has had a number of meetings with other organiza- 
tions active in the fields in which the committee was requested to advise on policy. 
' Following the mandate given to the committee in the letter appointing it, the 

committee has first devoted its attention to the financial situation in voluntary 
| hospitals. It is quite clear from the committee’s investigation and the informa- 
tion which it has obtained that the financial situation of voluntary hospitals 
| inthe city of Philadelphia is not good. 


PROBLEMS OF VOLUNTARY HOSPITALS 


Many voluntary hospitals in the Philadelphia metropolitan area have for 
years been considered among the finest in the Nation. They are manned by 
skilled physicians and nurses and by other people dedicated to performing to 
the best of their ability their manifold duties which are so important to the 
community. 

Anyone studying hospitals in this area cannot fail to be impressed with the 
fine people who serve them. However, they are all faced with financial prob 
lems which to many of them must seem almost insoluble. 

Basically they are faced on the one hand with a constantly increasing de- 
mand for services, and on the other with the constantly increasing cost of 
rendering the services. 

Specifically, voluntary hospitals are faced in varying degrees with difficult 
problems and inadequacies many of which are traceable to lack of sufficient 
Income and capital funds and, in particular, to lack of proper compensation 
for the many services they render to persons who cannot afford to pay. Not 
all institutions are affected to the same degree by this financial burden of free 
care, because some provide more of such care than others, and some are financi- 
ally stronger than others. 

Personal visits to the hospitals and discussions with members of boards of 
directors, physicians, hospital administrators and others, studies of reports and 
observations of hospital equipment and needs reveal the following inadequacies, 
each of which is due in part to lack of funds over a considerable period of time: 

1. A number of hospitals suffer from a shortage of resident doctors and intern 
doctors, and all hospitals suffer from a shortage of registered nurses. 

MF ss, hospital facilities and equipment are below the level deemed to be 
sary. 

3, In some hospitals some buildings are so obsolete as to create serious hazards. 

4. Several hospitals in the past have substantially reduced their services, 
particularly emergency and outpatient services. Several other hospitals are 
on the verge of reducing such services. 
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5. The outpatient services rendered by hospitals are far less than is desirable 

6. Needy persons brought into hospitals at death’s door by reason of strokes 
heart attacks, automobile accidents, fires, or other catastrophes are distribute 
among a large number of hospitals which carry this load without adequate reim- 
bursement from the city, State, or Federal Governments. 

7. The millions of dollars contributed by voluntary hospitals in the form o 
unreimbursed free care have usually come out of their depreciation reserves 
with the result that in many hospitals basic plant and facilities, such as boiler 
elevators, laundries, heating systems, buildings, etc., have been inadequately 
maintained and have deteriorated greatly. ; 

8. The lack of funds and equipment exists in many hospitals which cary 
the heaviest load of free care, or care to patients who cannot pay. , 

9. Constantly rising costs of personnel, equipment, and supplies, coupled with 
constantly increasing demands for hospital services, are steadily worsening the 
hospitals’ financial problems. 

In spite of the foergoing situation, the hospitals have been faced with q 
reduction or discontinuance of money paid to them by the community ches, 
The community chest is taking the position that it has not received enoug) 
money from public donations to permit hospitals to receive the approximately 
$1,300,000 per year which the community chest has been paying them in the 
past, and which the community chest is paying them this year on a standby 
basis. 

Another disturbing factor to the hospitals has been the ruling of the insurance 
commissioner of Pennsylvania that the Blue Cross rates could not be increased 
to the extent requested by both the Blue Cross and the hospitals. The dei- 
sion of the commissioner made after lengthy hearings was undoubtedly made 
in the light of all information then available to him and in a sincere effort 
to reach a decision which he felt was to the best interests of all concerned 
Nevertheless, the great financial effect of his ruling on hospitals is apparent 
when one considers that the hospitals now receive over one-half of their in- 
come from the Blue Cross. 

On top of this, the State has repeatedly refused over a period of years to 
reimburse hospitals for the actual cost of the free-care services rendered by 
them. In fact, the $9-per-day-per-patient allowance to the hospitals in the 
Philadelphia area pays less than one-half of these actual costs. 

Likewise, the State has failed to enact legislation which would obtain sev- 
eral million dollars per year in Federal funds for this purpose. 

The city of Philadelphia, unlike such cities as New York and Boston, makes 
no payment whatever to voluntary hospitals at this time, except in the case of 
a few contracts totaling $217,000 per year for maternity-care services, and 
$923,650 per year for tuberculosis care. These contracts have recently been 
negotiated to take over certain functions formerly performed by the city at 
the northern division of Philadelphia General Hospital. While some hospitals 
have received this money, they have in turn rendered services which they did 
not render before, and hence these payments have done little to alleviate their 
financial distress. 

In contrast to what is being done for voluntary hospitals in Philadelphia by 
the State and city governments is the situation in New York. 

The city of New York is currently paying a total of $22 million per year to 
voluntary hospitals in New York City for medical care for needy persons. This 
is at the rate of $16 per day per patient and is in addition to the total cost of 
city-owned hospitals, which is also paid by the city of New York. Plans are 
currently under consideration to increase this $16-per-day payment to $20 per 
day in New York City. This will be more than double the amount now received 
by Philadelphia hospitals for like services. 

Thus, to date, the hospitals have been faced with an announcement that the 
community chest cannot afford to continue support after June 1961; a refusal 
by government to increase payments made by the city, State, and Federal 
Governments to hospitals; and a refusal by government to permit increased Blue 
Cross payments. 

On the other hand, it must be noted that the hospitals are not entirely fre 
from fault. They have not adequately informed the public of their great services 
or of their great needs. In addition, the hospital community has yet to devise 
an effective organizational vehicle for dealing with their common problems 
jointly in such matters as coordinating and planning capital facilities, capital: 
fund raising, general planning, purchasing and uniform accounting. 

Under these circumstances, it indeed takes wisdom and knowledge to solve 
hospital problems. One of the methods of solving these problems is, of course, 
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for the hospitals themselves to take action. Your committee is pleased to state 
that the hospitals, with its full approval, have formed a committee on govern- 
mental relations, members of which are among the leading citizens of this com- 
munity. The function of the committee on governmental relations will be to 
pring to the attention of the public and the legislators the basic data and full 
information with reference to hospital problems. The committee is confident 
that when the true facts are learned, sympathetic consideration will be given by 
legislators and the public to helping hospitals pay for the free care now being 
given by them, which, to a large extent, is recognized by all to be a proper public 


| responsibility, and not merely the responsibility of a few charitably inclined 


individuals. The hospitals are also taking other steps to increase their organi- 
zational effectiveness. 
FURTHER STUDIES 


The hospitals themselves, as does this committee recognize that a serious 
attempt must be made this year, through a change in the method of approach, 
or otherwise, to bring into being contracts between the Blue Cross and the 
member hospitals which are more universally satisfactory than the ones hereto- 
fore written. In this connection, your committee is initiating a study on the 
part of its professional advisory group to investigate whether or not a different 
method or procedure could be developed which would bring better results and 
more satisfaction to the participants. 

Your committee is also initiating a further study, which will be much more 
dificult, on the subject of whether or not new economies can be brought into 
the hospital field. These economies would be those which could be used by 
individual hospitals, and those other economies which might be instituted by 
group action. It must be noted that the hospitals themselves for a number of 
years have had joint purchasing and other economy measures in effect, but their 
use has not been as extensive or effective as desirable. In this work your com- 
mittee expects to cooperate closely with a committee appointed by the Governor 
of Pennsylvania on this subject. However, action on financing cannot await 
the result of further committees and further studies. The need is too immediate, 
and there have been sO many studies that no revolutionary results are to be 
expected from new ones. 


RECOM MENDATIONS 


Therefore, in connection with action which should, in our opinion, be taken 
by government in the immediate future, this committee— 

1. Supports the request of the city of Philadelphia for the payment by the 
State of Pennsylvania Welfare Department of the standard rate per day, 
per patient, treated at Philadelphia General Hospital, Blockley Division. 
This will give to Blockley the same payment which is made for the treatment 
of indigent patients in every other county, city, hamet, and town in the 
State of Pennsylvania. To date, Philadelphia has been “shortchanged” by 
the legislature in this regard and common fairness dictates that the legis- 
lature should accede to this request. 

2. Supports the requests of the city of Philadelphia that it should receive 
funds from the State of Pennsylvania for county health activities. Again, 
every other county in the State has either received these payments or has 
received direct services from the State, and Philadelphia has been “short- 
changed” in favor of these other communities. 

3. Supports a payment-for-service plan by which the maximum amount of 
Federal funds can be made available for the hospital care of indigent persons 
in Pennsylvania. 

It continues to seem incredible to this committee that the State of 
Pennsylvania has repeatedly failed over a long period of years to adopt the 
necessary legislation to take advantage of Federal funds which are avail- 
able. Taxpayers in Pennsylvania are paying to the Federal Government 
large sums of money which are being channeled out to almost every other 
State in the Union for this purpose, and Pennsylvania is receiving annually 
several million dollars less than it is properly entitled to. All that need be 
done is to change the program from payment as a grant-in-aid to a purchase- 
of-service basis. 

4. Urges the legislature to make allowances for hospitals more nearly in 
line with and based upon actual costs rather than upon one-half of costs 
as at present. 
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5. The outpatient services rendered by hospitals are far less than is desirable 

6. Needy persons brought into hospitals at death’s door by reason of strokes 
heart attacks, automobile accidents, fires, or other catastrophes are distributed 
among a large number of hospitals which carry this load without adequate rein- 
bursement from the city, State, or Federal Governments. 

7. The millions of dollars contributed by voluntary hospitals in the form of 
unreimbursed free care have usually come out of their depreciation reserve 
with the result that in many hospitals basic plant and facilities, such as boiler, 
elevators, laundries, heating systems, buildings, etc., have been inadequately 
maintained and have deteriorated greatly. 

8. The lack of funds and equipment exists in many hospitals which carn 
the heaviest load of free care, or care to patients who cannot pay. : 

9. Constantly rising costs of personnel, equipment, and supplies, coupled with 
constantly increasing demands for hospital services, are steadily worsening the 
hospitals’ financial problems. 

In spite of the foergoing situation, the hospitals have been faced with q 
reduction or discontinuance of money paid to them by the community chest, 
The community chest is taking the position that it has not received enoug) 
money from public donations to permit hospitals to receive the approximately 
$1,300,000 per year which the community chest has been paying them in the 
past, and which the community chest is paying them this year on a standby 
basis. 

Another disturbing factor to the hospitals has been the ruling of the insurance 
commissioner of Pennsylvania that the Blue Cross rates could not be increased 
to the extent requested by both the Blue Cross and the hospitals. The ded: 
sion of the commissioner made after lengthy hearings was undoubtedly made 
in the light of all information then available to him and in a sincere effort 
to reach a decision which he felt was to the best interests of all concerned 
Nevertheless, the great financial effect of his ruling on hospitals is apparent 
when one considers that the hospitals now receive over one-half of their in- 
come from the Blue Cross. 

On top of this, the State has repeatedly refused over a period of years to 
reimburse hospitals for the actual cost of the free-care services rendered by 
them. In fact, the $9-per-day-per-patient allowance to the hospitals in the 
Philadelphia area pays less than one-half of these actual costs. 

Likewise, the State has failed to enact legislation which would obtain sey- 
eral million dollars per year in Federal funds for this purpose. 

The city of Philadelphia, unlike such cities as New York and Boston, makes 
no payment whatever to voluntary hospitals at this time. except in the case of 
a few contracts totaling $217,000 per year for maternity-care services, and 
$923,650 per year for tuberculosis care. These contracts have recently beet 
negotiated to take over certain functions formerly performed by the city at 
the northern division of Philadelphia General Hospital. While some hospitals 
have received this money, they have in turn rendered services which they did 
not render before, and hence these payments have done little to alleviate their 
financial distress. 

In contrast to what is being done for voluntary hospitals in Philadelphia by 
the State and city governments is the situation in New York. 

The city of New York is currently paying a total of $22 million per year to 
voluntary hospitals in New York City for medical care for needy persons. This 
is at the rate of $16 per day per patient and is in addition to the total cost of 
city-owned hospitals, which is also paid by the city of New York. Plans are 
currently under consideration to increase this $16-per-day payment to $20 per 
day in New York City. This will be more than double the amount now received 
by Philadelphia hospitals for like services. 

Thus, to date, the hospitals have been faced with an announcement that the 
community chest cannot afford to continue support after June 1961; a refusal 
by government to increase payments made by the city, State, and Federal 
Governments to hospitals; and a refusal by government to permit increased Blue 
Cross payments. 

On the other hand, it must be noted that the hospitals are not entirely free 
from fault. They have not adequately informed the public of their great services 
or of their great needs. In addition, the hospital community has yet to devise 
an effective organizational vehicle for dealing with their common problems 
jointly in such matters as coordinating and planning capital facilities, capital: 
fund raising, general planning, purchasing and uniform accounting. 

Under these circumstances, it indeed takes wisdom and knowledge to solve 
hospital problems. One of the methods of solving these problems is, of course, 
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for the hospitals themselves to take action. Your committee is pleased to state 
that the hospitals, with its full approval, have formed a committee on govern- 
mental relations, members of which are among the leading citizens of this com- 
munity. The function of the committee on governmental relations will be to 
pring to the attention of the public and the legislators the basic data and full 
information with reference to hospital problems. The committee is confident 
that when the true facts are learned, sympathetic consideration will be given by 
legislators and the public to helping hospitals pay for the free care now being 
given by them, which, to a large extent, is recognized by all to be a proper public 
responsibility, and not merely the responsibility of a few charitably inclined 
individuals. The hospitals are also taking other steps to increase their organi- 
zational effectiveness. 


FURTHER STUDIES 


The hospitals themselves, as does this committee recognize that a serious 
attempt must be made this year, through a change in the method of approach, 
or otherwise, to bring into being contracts between the Blue Cross and the 
member hospitals which are more universally satisfactory than the ones hereto- 
fore written. In this connection, your committee is initiating a study on the 
part of its professional advisory group to investigate whether or not a different 
method or procedure could be developed which would bring better results and 
more satisfaction to the participants. 

Your committee is also initiating a further study, which will be much more 
difficult, on the subject of whether or not new economies can be brought into 
the hospital field. These economies would be those which could be used by 
individual hospitals, and those other economies which might be instituted by 
group action. It must be noted that the hospitals themselves for a number of 
years have had joint purchasing and other economy measures in effect, but their 
use has not been as extensive or effective as desirable. In this work your com- 
mittee expects to cooperate closely with a committee appointed by the Governor 
of Pennsylvania on this subject. However, action on financing cannot await 
the result of further committees and further studies. The need is too immediate, 
and there have been so many studies that no revolutionary results are to be 
expected from new ones. 


RECOM MENDATIONS 


Therefore, in connection with action which should, in our opinion, be taken 
by government in the immediate future, this committee— 

1. Supports the request of the city of Philadelphia for the payment by the 
State of Pennsylvania Welfare Department of the standard rate per day, 
per patient, treated at Philadelphia General Hospital, Blockley Division. 
This will give to Blockley the same payment which is made for the treatment 
of indigent patients in every other county, city, hamet, and town in the 
State of Pennsylvania. To date, Philadelphia has been “shortchanged” by 
the legislature in this regard and common fairness dictates that the legis- 
lature should accede to this request. 

2. Supports the requests of the city of Philadelphia that it should receive 
funds from the State of Pennsylvania for county health activities. Again, 
every other county in the State has either received these payments or has 
received direct services from the State, and Philadelphia has been “short- 
changed” in favor of these other communities. 

3. Supports a payment-for-service plan by which the maximum amount of 
Federal funds can be made available for the hospital care of indigent persons 
in Pennsylvania. 

It continues to seem incredible to this committee that the State of 
Pennsylvania has repeatedly failed over a long period of years to adopt the 
necessary legislation to take advantage of Federal funds which are avail- 
able. Taxpayers in Pennsylvania are paying to the Federal Government 
large sums of money which are being channeled out to almost every other 
State in the Union for this purpose, and Pennsylvania is receiving annually 
Several million dollars less than it is properly entitled to. All that need be 
done is to change the program from payment as a grant-in-aid to a purchase- 
of-service basis. 

4. Urges the legislature to make allowances for hospitals more nearly in 
line with and based upon actual costs rather than upon one-half of costs 
as at present. 
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5. Favors the expansion of outpatient services in hospitals which are far 
cheaper in the long run than inpatient services and consequently provide g 
more efficient administration. 

6. Commends the city council of Philadelphia for entering into contracts 
with voluntary hospitals for care of needy persons in connection with the 
transference of certain functions from the Northern Division of Philadelphia 
General Hospital, and urges them to give further and serious consideration 
to the following: 

(a) The provision of funds to pay for emergency care of indigent persons 
who are brought to the hospitals under emergency conditions. 

(b) The provision, as funds become available, of additional financig) 
assistance to voluntary hospitals, initially in the field of additional care for 
maternity cases and for outpatient services. 

This committee realizes that the problem of hospital care and health services 
generally cannot be considered independently of other needs of this community, 
or independently of economic problems which are national in scope. We know 
that there are many demands on Government for funds for many purposes, and 
that if all such demands be granted, the tax burdens would be intolerable and 
would affect the economic stability of the Nation. 

An analysis of all demands and a selection between them is the difficult task 
of all administrations and of all legislators. They must select which of the 
many programs to support. In so doing they must set priorities. 

This committee believes that since healthy and educated citizens are the 
most important national asset our Nation possesses, the programs for additional 
financial assistance to voluntary hospitals should receive a highest priority. If 
additional funds are not forthcoming, the quality of hospital services will 
quickly decline. 

We deem it our duty as a community committee to point out that the com- 
munity is faced with a decision as to whether or not it desires in many hospitals 
reduction in the quality of medical care, the continued deterioration of plant 
and facilities, impairment of research and training, or whether the taxpayers 
of this community and of the State are willing to pay a larger share of the costs 
in order to maintain and provide a high quality of hospital care in the Phila- 
delphia area. 

Respectfully submitted. 


Committee: Malcolm Adam, John C. Atwood, Jr., Richard C. Bond, 
Frederick A. Bothe, M.D., Rev. Luther Cunningham, James P. 
Dixon, M.D., John H. Gibbon, M.D., W. Carroll Keesey, Richard 
A. Kern, M.D., Rev. Francis X. McGuire, Isidor Melamed, How- 
ard ©. Petersen, Henry W. Sawyer III, Charles J. Seltzer, 
Bradford Smith, James H. J. Tate, E. A. Van Steenwyk, Mrs. 
Mary A. Varallo, Donald C. Wagner, William B. Walker, Mrs. 
I. J. K. Wells, J. Peter Williams, Elias Wolf, Morris Duane. 
Chairman. 

PHILADELPHIA, Pa., April, 1959 


(Whereupon, at 12:24 p.m., the committee was recessed, to recon- 
vene at 1:30 p.m. the same day.) 


AFTERNOON SESSION 


The CuatrMan. The committee will please come to order. 
Our first witness is Mr. Keith Wallace. 
For the purpose of the record, will you kindly identify yourself. 


STATEMENT OF KEITH WALLACE, AMERICAN FARM BUREAU 
FEDERATION 


Mr. Wattace. I am Keith Wallace, a dairy farmer from Vermont, 
but today I am appearing before this committee as a representative 
of the American Farm Bureau, which represents Bh 1,600,000 
farm family memberships in the United States and Puerto Rico. 
The CHarrman. Mr. Wallace, you are recognized for 10 minutes. 
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Mr. Wauuace. Mr. Chairman, we appreciate the opportunity to 
resent the views of Farm Bureau concerning H.R. 4700, which very 
drastically amends the Social Security Act and the Internal Revenue 
Code to provide for the payment of cost of hospital, nursing home, 
and surgical care for persons eligible for old-age and survivors in- 
surance ‘benefits. We are aaieoull to the Forand bill, H.R. 4700. 

The bill proposes a compulsory health insurance program with 
benefits to retired and survivor beneficiaries under the Social Secu- 
rity Act. The proposal would be financed by an increase of three- 
eighths of 1 percent in the social security tax now being levied against 
all self-employed individuals and an increase of one-fourth of 1 per- 
cent each on employees and their employers. With these funds the 
sponsors plan to pay the cost of hospital and nursing home services; 
and fees bor certain surgical services would be paid to hospitals, nurs- 
ing homes, and physicians rendering such services to the eli ible in- 
dividuals. However, based on past experience with similar Federal 
programs, this is only the beginning. 

Our opposition to national compulsory health insurance in any form 
is of many years’ standing. When proposals of this nature were 
made in the 1940’s, we took vigorous exception to them. This posi- 
tion has continued down to the present time without alteration or 
abatement. We believe that such a proposal as is now being made is 
simply a foot-in-the-door proposition and that, if adopted, it will be 
expanded to larger and larger groups of citizens and ultimately lead 
to socialized medicine. 

We have been especially conscious of the problems in the field of 
rural health. For many years our county and State farm bureaus 
have been very active in their support of voluntary prepaid insurance 

lans such as the Blue Cross and Blue Shield, foo in a number of 
instances have had special personnel whose time has been devoted to 
the promotion of these plans and the encouragement of their use. 

No extended proof is necessary to show that a Federal Government 

program such as proposed in H.R. 4700 will very seriously impair, if 
not completely supersede, these efforts and inhibit the development of 
additional voluntary programs. 
_ In the United States, we have the best hospital, nursing, and med- 
ical care of any country in the world. This has been made possible 
under a free choice system. Before we launch out on a system of so- 
cialized medical care, we should carefully examine what has happened 
in other countries that have taken this route. 

We are very conscious of the medical needs of our older people. We 
know that doctors and hospital bills can be burdensome, especially to 
those on fixed incomes. However, the farmers and ranchers of Amer- 
ica are willing and able to do their part, through the American way— 
through the free choice system—in helping meet these needs. 

This proposal to finance the cost of health services constitutes a 
radical departure which we believe is socialistic in concept. Unlike 
the tax under the program to provide retirement income and survivor 
benefits which can be used by the individual recipient in any manner 
he chooses, this proposal would be taxing individual income, while 
designating the use to which it must be put—namely hospital, nursing 
home, medical, and surgical expenses. Such a paternalistic principle 
on the part of the Government with respect to the use of individual 
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income is completely repulsive in a society based on freedom of choi 
which is a tantaraiates attribute of our governmental system. 

We note a subhead in the bill in the words “free choice by patient,’ 
This sounds more like the famed “Hobson’s Choice,” because the indj- 
vidual, to avail himself of the cost assistance provided, must chooy 
from among those who have made satisfactory agreements with the 
Government for rendering the type of service involved. Failing to 
select one of the hospitals, nursing homes, or physicians who haye — 
agreed with the Government, the individual is put in the position of 
paying his money and receiving no benefits. It 1s, therefore, a wholly 
unsatisfactory choice. 

In the consideration that has been given the subject of health over 
the past several years, the prospect of Government domination of the 
cost of fees and services has always been in the forefront. This pro- 
posal has in it the element of Government determination of the 

rice for hospital, nursing home, and medical service fees. Farmers, 

or some years, have been having very unsatisfactory experiences with 
Government intervention in their individual farming operations and 
are thus in a position to express their doubts and misgivings about the 
Federal Government being given power to determine their medical 
and surgical care. 

Farmers have been as conscious as any other group of the costs of 
the services which this bill proposes to cover. However, through 
the development of better understanding in conferences between those 
who offer such services and those who use them, these difficulties have 
been and are being satisfactorily determined without Government in- 
tervention. We want to continue to have the opportunity to work out 
these problems this way. 

The bill proposes to finance the cost by increasing the burden of the 
social security tax by one-quarter of 1 percent each on employees and 
their employers and three-eights of 1 percent on the self-employed on 
the first $4,800 of income or wages. Whether the receipts from these 
taxes will be adequate to cover the costs is highly problematical. In 
view of experience with the social security tax, we are convinced that, 
once the system is instituted, it will be further increased before many 
years have passed by. 

The present rate of tax on income of self-employed persons is 
334 percent. This will increase on January 1, 1960, to 414 percent. 
On a $2,000 self-employment income, this tax is $75 this year and $0 
next year; on $3,000 income, the tax is $112.50 this year, and $135 
next year; on $4,000 income, the tax is $150 this year and $180 next 
year. Beginning in 1969, the rate of tax will be 634 percent and the 
amount of taxes on $2,000, $3,000, and $4,000, respectively, will be 
$135, $202.50, and $270, respectively. The Forand bill will increase 
the rate of tax on self-employed three-eighths of 1 percent, or $3.75 
on a $1,000 of self-employment income. This is a substantial tax 

urden. 

The social security tax is already a burden on the self-employed, 
much more so than on employed persons, who are taxed only two- 
thirds as heavily as the self-employed. Furthermore, the withholding 
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of the tax by the employer, who is required to take full responsibility 
for its collection, relieves all employed persons of responsibility. Em- 
ployed persons have become accustomed to the tax and have adjusted 
their — affairs and living standards to the widely used phrase 


' “ake-home pay.” We think it is now accurate to describe the social 


security tax on employed persons as a “payroll excise,” or “payroll 
percentage tax.” In contrast, the self-employed individual must meet 
this tax obligation after the end of his business operations for the year 
and at the time of meeting his income tax obligations, if any. Thus, the 
tax burden on the self-employed is not only greater than on the em- 
ployed, but the responsibility for meeting such substantial payments 
accentuates for him the burden of the tax. 

To further increase this burden by three-eighths of 1 percent is unde- 
sirable, unneeded, and not requested by the people. ‘This additional 
tax should not be imposed. 

In summary, we recommend that the provisions of H.R. 4700 be dis- 
approved. This is an opening wedge to socialized medicine. The in- 
crease in social security tax will not take care of the expenses that 
would be necessary in connection with the benefits promised, and we 
would see the same upward trend in this special tax that has been the 
case With regard to the social security tax. 

We have the best medical care of any people in the world. To 
launch out on a program of limited socialized medical care would 
greatly hinder the efforts being made by voluntary groups, such as 
Farm Bureau, in promoting better medical care for all of our citizens. 

We sincerely recommend that this legislation not be approved. 

The Cuatrman. We thank you, sir, for your fine presentation of 
your views on this subject. You have advised the committee that you 
are a dairy farmer, I believe, from the State of Vermont. We appre- 
ciate very much having you here today. 

Mr. Foranp. Mr. Wallace, compulsory coverage for old-age sur- 
vivors insurance was extended in 1954. bia the American Farm Bu- 
reau Federation support compulsory coverage of farmers at that time ? 

Mr. Watuace. No, sir; the Farm Bureau did not. 

Mr. Foranp. I understand that the farmers as a whole are very 
glad to be covered under the old-age survivors and disability insur- 
ancesection. Is that correct ? 

Mr. Watxace. I do not think that is correct. I think it could be 
stated that many farmers reaching the retirement age are glad to be 
covered but we find the greatest objection from those young farmers 
who are just starting out in the farming business and find in addition to 
ul their other costs they have to make these substantial payments in 
the form of self-employment taxes which make it much more difficult 
for them to operate and to build up equity in the land and equipment. 

So I really believe, Mr. Congressman, that you would find the 
majority of farmers are not happy with the present social security 
coverage, 

Mr. Foranp. Thank you. That is all. 

The Cuatrman. Our next witness is Mr. Berger. 

For the purpose of the record, will you kindly identify yourself ? 


4 


62 BENEFITS FOR OASI BENEFICIARIES 


STATEMENT OF DAVID BERGER, CITY SOLICITOR, CITY OF 
PHILADELPHIA, PA. 


Mr. Bercrr. I am David Berger. I am a Philadelphia lawyer, 
My address is 703 City Hall Annex. 

The Cuarrman. You are recognized for 10 minutes, Mr. Berger, 

Mr. Bercer. I am grateful to you, Chairman Mills, and the men- 
bers of your distinguished committee for this opportunity to present 
briefly the position of the city of eave pr and Mayor Richard- 
son Dilworth, on bill H.R. 4700, introduced by Congressman Forand 
of Rhode Island. 

As the representative of over 2 million persons who live or work 
within its boundaries, the city is vitally interested in prepaid hospital, 
medical and surgical care plans. 

However, because of the numerous witnesses scheduled to testify 
today, and in view of the necessarily limited time which this commit- 
tee has made available, I am sure you will not object if I address m 
remarks to just one of the many problems associated with these health 
insurance plans, 

We are particularly interested in the Associated Hospital Service 
of Philadelphia’s Blue Cross and the Blue Shield plans for hospital- 
ization, medical and surgical insurance upon which an estimated 60 
percent of the members of our community depend, and in which the 
overwhelming majority of volunteer hospitals in the area participate. 

As a matter of fact, the city, as an employer, provides Blue Cross 
and Blue Shield insurance coverage for over 8,000 of its civil service 
employees. 

The majority of subscribers to the Philadelphia Blue Cross and 
Blue Shield plans are covered under group contracts entered into at 
their place of employment. Rates for members of such groups are 
less than those for nongroup subscribers, and in many cases the em- 
ployer undertakes to pay at Jeast part of the premium. 

But what happens when an employee retires and leaves the group 
through which io obtained his Blue Cross and Blue Shield coverage! 
Very often the retiring employee finds himself in a position where 
he must either give up his Blue Cross and Blue Shield coverage con- 
ee, or, if he is to retain it, pay the substantially higher rates estab- 

ished for nongroup subscribers. 

Now, we all know that in the later years of one’s life, the need for 
and the actual use of hospital, medical, and surgical services increase 
greatly, while the ability to meet the cost of this care correspondingly 

eclines. The result is that our senior citizens are caught in a serious 
economic squeeze. They earn less income but pay higher premiums; 
they have greater need for medical care but receive reduced benefits. 

The plight of the elderly and the retired has been made increasingly 
more critical in recent years by the frequency of applications by Blue 
Cross for rate increases and the magnitude of the increases sought. 

Let me give you an example of how a subscriber to Philadelphia’s 
Blue Cross plan might have fared had he retired from his ‘ob just 
last year. 

In 1958 John Smith belongs to the Blue Cross group at his place 
of employment, and pays $19.80 a year for the standard contract 
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coverage. Later in the year, Smith retires and thereby ceases to be 
a member of the group. 

If Mr. Smith as a nongroup subscriber wishes to maintain his same 
Blue Cross coverage, he would find that his annual premiums would 
increase from $19.80 to $33.60. The combination of his change in 
membership status and the general rate increase approved in 1958 
would have resulted in boosting Smith’s health insurance costs by 
over 60 percent. 

Smith’s financial predicament is heightened by the further fact that 
he must live on a fixed income the value of which, unfortunately, 
will constantly shrink as the inflationary trend of our economy 
continues. 

But Smith’s financial difficulties are only beginning. Last month 
the Philadelphia Blue Cross was again permitted to raise its rates, 
this time 23 percent over and above the increased rates allowed in 
1958. 

In order to retain his Blue Cross coverage, Smith must now pay 
an annual premium of $40.80, well over 100 percent more than he 
paid before his retirement in 1958. Yet, as our local Blue Cross 
authorities have candidly acknowledge, additional rate increase will 
have to be sought in the near future. 

One final factor must be considered in asseasing the economic plight 
of elderly individuals such as our hypothetical John Smith. Blue 
Cross has obtained permission to put into effect in 1960 a so-called 
group merit-rating plan. The city fears that the application of the 
experience-rating principle to health insurance can only result in fur- 
ther increasing Blue Cross premiums for the elderly who can be 
expected to use Blue Cross benefits more extensively than the younger 
persons usually covered under group subscription contracts. Thus, 
if experience is to be the determining factor in apportioning Blue 
Cross charges, then we can expect that group subscriber rates may 
be py at the cost of driving up the rates for elderly, nongroup 
members. 

The city believes that the principle of the Forand bill offers the 
only permanent solution for John Smith and the millions of elderly 
and retired persons like him. H.R. 4700 establishes a program 
whereby our citizens may establish a reserve fund during their pro- 
ductive years adequate to provide for the cost of hospital, medical, 
and surgical care when they have retired from employment. Not 
only would this assure the elderly the hospital, medical, and surgical 
care they need, but it would also free our Nation’s hospitals and 
physicians from the financial burden of providing free services for 
elderly persons who are unable to provide themselves with hospital 
and medical insurance. 

Moreover, as we understand the Forand bill, its provisions assure 
complete freedom of choice in the selection of hospitals and medical 
personnel, so that the integrity and independence of the medical and 
allied professions will be preserved. 

We are therefore convinced that the inclusion of hospital, medical, 
and surgical insurance benefits in the social security system through 
the acepian of the proposed legislation is in the best interest of our 
country. 
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The Cuarrman. Thank you, sir, for your discussion of your views 
on H.R. 4700. 

Mr. Foranp. I do not have a question, but I do want to commen 
Mr. Berger for the fine paper he has prepared. He has compacted 
here in a very short space basic arguments as to why this bill should 
become law. 

Thank you, Mr. Berger. 

Mr. Curtis. Mr. Berger, what sort of private pension and retire. 
ment plan does the city of Philadelphia have for its employees? 

Mr. Brercer. We have a widespread pension plan for our employees, 
It covers all of our employees, and we have about 29,000 employees, 

Mr. Curtis. Does that include any hospitalization ? 

Mr. Bercer. No. As you perhaps know, we have uniformed and 
nonuniformed personnel who work for the city. A large segment of 
our group, some 8,000 or more, are directly covered by Blue Cross and 
Blue Shield coverage, and then there are two other segments which 
actually have arrangements with their own hospitals, speaking of 
various labor unions. 

Mr. Curtis. Why is that not the way to proceed in this area instead 
of ne to the Federal Government’ Why do you not propose that 
system ¢ 

Mr. Bercer. The main reason why we have to do this, as Dr. Dixon 
points out, we are confronted with these substantial local deficits 

Mr. Curtis. Do you not think there is a Federal deficit? You are 
not changing the picture by passing one deficit to another. 

Mr. Berger. It is not merely the question of deficit but something 
else is involved. When a person is in this group which is within the 
coverage of this kind of bill, he is by hypothesis no longer a member of 
the productive working group. 

Mr. Curtis. Is that not true of all your retired people on your own» 
retirement program ? 

Mr. Bercer. It could be, but here is the point I am trying to make: 
Where a person retires, if he is covered by this kind of bill, it will 
permit him and will assure the country that he will be covered % 
that he can get the kind of hospitalization he needs. 

Mr. Curtis. Why can you not do that? 

Mr. Brercer. We cannot, do so because he has to have freedom of 
movement. If he wants to leave Philadelphia, if you have national 
coverage such as by social security, then the man can move to climates 
which perhaps elderly people regard as milder than the Philadelphia 
climate. 

Mr. Curtis. Why does not your program contemplate movement! 
You are talking about the city of Philadelphia just like any other 
employer; many private employers have been able to do this for their 
employees and it would seem to me certainly before anyone comes here 
to ask the Federal Government to do something, you owe us some eX- 
planation why you cannot do it yourself. Many employers’ programs 
provide and contemplate that the retired people in their retirement 
system will go elsewhere. 

Mr. Bercrr. May I say it has been my own personal experience— 
and I base this on many, many letters that I have received—that 
under many employers’ pension retirement systems a person, once 
he retires, loses—I repeat, loses—the benefit of Blue Cross or other 
hospitalization. 
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Mr. Curtis. We are not talking about the inadequate programs, 
because 1 agree that many of them are. We are talking about the 
adequate ones and there are many that are adequate. I am ques- 
tioning why Philadelphia cannot have an adequate program. 

Mr. Bercer. We are here in two capacities, first with respect to 
municipal employees but over and above that and even more im- 
portantly we are representing here all of the people in Philadelphia 
for this reason: Our facts demonstrated—and we have public hearings 
before the insurance commissioner on this—that a very critical sit- 
uation has arisen with regard to this group of people so far as hos- 
pitalization is concerned. It arises in this way: There are group con- 
tracts and under the Blue Cross plan an individual, when he says he 
is to be an employee of a particular employer, will then be eligible 
for Blue Cross coverage as an individual. What I have done in my 

aper here is show you how that increases almost geometrically. 

ut, sir, there are private insurance companies which also maintain 
and provide health insurance but their policy—and we can demon- 
strate that—has been not to cover the people who are in this age 
group. ‘Therefore, you have the individual whether he works for the 
city or for some other employer in the position of once he reaches 
this age group and he is outside of the employment group, he is 
confronted with paying either this tremendously increased premium 
the Blue Cross charges as an individual, or, as so many people have 
written in to me have indicated, dropping the coverage completely. 

Mr. Curtis. You have pointed out some of the problems that an 
employer has. AJl I am saying is that many employers have solved 
this problem and I am curious as to why you do not feel this could 
be solved at the local level. The only reason I can see is, to which 
you alluded, the fact that Philadelphia has that deficit. 

Mr. Bercrr. You misunderstood me. I did not say we had a def- 


_ icit. I was talking about the hospitals. I said the question of the 


hospitals having a deficit. 

Mr. Curtis. My concern is as to why you think the Federal Gov- 
ermment has to do this before the private employer including the 
city of Philadelphia meets this problem or tries to meet it. You 
have not said anything that I have heard that is insurmountable, so 


_ far as the city of Philadelphia is concerned, as an employer. 


Mr. Bercer. The method of financing this is by payroll deduction. 


This would permit, under the social security system, the Government, . 


at a time when the individual is at his most productive, to build up 
this reserve fund. 
_ Mr. Curtis. When you present that, relate why it cannot be done 
Mm your own area. 

Mr. Bercer. It cannot be done at a local level. There is not enough 
coverage to begin with and, moreover, I sincerely believe this requires 
’ national approach. 

Mr. Curtis. I think what you really mean is that somebody is going 
to have to pick up the deficit and it is a lot easier as far as Phila- 
delphia is concerned to have it picked up by the Federal Government. 
You have a fiseal problem left in our laps here. 

_ Mr. Bercer. I wish I could agree with you. Our experience has not 
indicated that it is a lot easier to get any deficit picked up. I am 
sorry that I cannot agree with you. — 
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Mr. Curtis. I hope we will continue to examine these things can. 
fully so it will not be so easy. 

The Cuatrman. Are there any further questions of Mr. Berger! 
If not, we thank you very much, Mr. Berger. 

Mr. Bercer. Thank you. 

The Cuarrman. The next witness is Mr. George T. Mustin. 

Will you kindly identify yourself and the other persons who ap. 
pear with you, and the capacity in which they appear. 


STATEMENT OF GEORGE T. MUSTIN, CHAIRMAN, LEGISLATIV; 
INFORMATION COMMITTEE; MRS. GOLDIE ROGERS, REGISTER) 
NURSE, VICE CHAIRMAN, LEGISLATIVE INFORMATION Cox. 
MITTEE; AND FRANK C. BATEMAN, EXECUTIVE DIRECTOR, 
AMERICAN NURSING HOME ASSOCIATION 


Mr. Mustin. Mr. Chairman, I am George T. Mustin, Memphis 
Tenn., past president of the American Nursing Home Association, 
chairman of its legislative information committee, and administra. 
tor of a proprietary nursing home. With me are Mrs. Goldie Rogers, 
registered nurse, Bethesda, Md., past president of the Maryland 
Nursing Home Association, vice chairman of this committee, and also 
administrator of a proprietary nursing home, and Frank C. Batemay, 
executive director of the American Nursing Home Association. 

The Cuarrman. You will be recognized for 10 minutes. 

Mr. Must1n. We are here today as spokesmen for the 48 State 
associations affiliated with the American Nursing Home Association, 
representing approximately 5,000 nursing homes. We have both 
proprietary and charitable homes in our membership; however, most 
of them are proprietary. | 

We are here to speak on House Resolution 4700, the proposed amend- 
ment to the Social Security Act and the Internal Revenue Code, the 
purpose of which is to provide, among other things, insurance against 
the cost of patient care in nursing homes and related facilities for 
persons eligible for old-age and survivors insurance benefits. 

As background for our later comments and observations, we feel 
the committee should have the following information: 71 percent of 
the patients in nursing homes in this country are in proprietary 
facilities. Two-thirds of the patients in all nursing homes, both pro- 
prietary and charitable, are over 75 years of age and 25 percent are 8) 
years of age and older. The committee can see that the nursing home 
profession is vitally affected by this proposed legislation. 

Since our formation in 1949, the ursing Home Asso- 
ciation has been working diligently on this problem of care of the aged 
and chronically ill. We have worked closely with other professional 
organizations. As a result of this, there was formed the National 
Joint Council To Improve the Health Care of the Aged. This council 
is composed of the American Medical Association, the Americal 
Dental Association, the American Hospital Association, and the 
American Nursing Home Association. 

On June 12 and 13 this year this joint council held its first national 
conference to discuss this problem. We earnestly urge you, the mell- 
bers of this committee and your staff, to secure a report of this col- 
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ference and — and evaluate the recommendations and suggestions 
therein contained. 

We feel that this report may be of great assistance to you in your 
deliberations, for it brings together the thinking of many persons 
qualified to discuss this important subject. 

In addition to the above-named groups were numerous allied or- 
ganizations who are also studying and working on this problem. 

This report will be ready in approximately 30 days. 

From this background we of the American Nursing Home Associa- 
tion feel particularly qualified to comment upon House Resolution 
4700. 

First, we wish to state that we support the general principle of 
realistic financial assistance by all levels of government for the in- 
digent of the population. We feel, however, that the administration 
of this aid should be accomplished through the use of State and local 
governmental agencies. Along this line we filed a letter several weeks 
ago with the Social Security Subcommittee under the chairmanship 
of Representative Harrison. 

Of course, the Federal Government’s role in this program is as the 
provider of matching grants-in-aid to the States. All funds expended 
in medical care for the indigent of our population go directly to solv- 
ing problems of persons who need financial assistance. 

ILR. 4700 touches only a few of these needy people; that is, those 


_ with social security coverage. The broad coverage set forth in this bill, 


which provides free medical care for all OASI recipients, seems to us 
to be a wasteful effort and an unnecessary expenditure of social secu- 
rity funds since many of these persons do not need financial assistance 
and can well afford to pay their own medical expenses. 

To say this another way, this bill in our opinion would offer very 
little help to those who need it most. 

Although our nursing homes would perhaps stand to profit as much 
or more than any other group from a program such as this bill pro- 
poses, we would prefer to see a further exploration and the further 
expansion of medical benefits through privately administered pro- 

ms and through the cooperation of State and local governments. 

ence, we advise deletion of any section of the bill which provides 

free hospitalization and medical care under the Social Security Act 
unless restricted specifically to benefits for the medically indigent. 

Before going into a broad Federal program for all of the aged or 
for that matter any other broad segment of the population, we are 
hopeful that free enterprise will be given an opportunity to further 
experiment with some of the new and exciting methods of financing 
medical care, 

Recently several large national insurance companies have written 
health insurance policies covering persons over 65 years of age which 
for the first time reimburses them for their expenses incurred for 
medical care in nursing homes as well as in other medical care 
facilities, 

Mr. Chairman and members of the committee, to summarize our 
views as expressed in this statement we would like to state that our 
association supports the principle of increasing Federal participation 
in providing funds for medical care through a percentage ratio of 
participation on the part of the State governments. 
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We seriously question the feasibility of the Federal Government’ 
contracting directly for the medical, hospital, and nursing home car 
of OASI beneficiaries, but we do wish to commend the efforts being 
made in Congress by its Members to assist our aging population and 
recognize that such legislation as has been introduced is a sincere effort 
to meet the increasing needs of elderly people. 

However, we believe that the economic status of the individul 
should be the basis of determining need; that free choice of facility 
within the framework of our licensing laws and within the category 
of need should be assured ; that determination of price for care should 
be on the State or local rather than national level; that the manner 
in which such funds are dispensed should be left to the discretion of 
the States; and that some sort of participation on the part of States 
would be desirable for the proper administration of such a progran 
for the medically indigent. 

As a parting thought which has to do with reducing the burden of 
high costs of medical care for the aged, we urge each member of this 
committee to look over carefully that portion of the housing bill §, 57 
which provides for FHA insured loans to nursing homes. Passage 
of this type of legislation will assist materially in providing more 
modern and efficient nursing homes which are accepted as the logical 
care facility for our aged and chronically ill. 

As evidence of savings in medical care costs existing even today, we 
call your attention to the broad differential in cost between nursing 
home care and hospital care. Most surveys show a comparison of $ 
per day for nursing home care as against $24 per day for hospital 
care. 

A large majority of the people over 65 who need care in a medical 
facility are as well cared for in a nursing home as in a hospital, and 
more utilization of nursing homes in most cases will make the dollars 
we spend go four times as far. 

In the event the housing bill carrying the FHA loan insurance fea- 
ture for nursing home construction, which I just referred to a moment 
ago, fails to be enacted into law, our association will be asking Con- 
gress to enact this feature as a separate bill. We ask you as Congress- 
men to assist in the enactment of such legislation since it bears heavily 
on the problem before you even though it will not be referred to your 
committee. 

Mr. Chairman, we are grateful for the opportunity to appear before 
this committee and I thank you for myself, Mrs. Rogers, Mr. Bate- 
man, and the American Nursing Home Association membership. 

The Cuatrman. We thank you for bringing to us the views of the 
American Nursing Home Association. We are pleased to have Mrs. 
Rogers and Mr. Bateman accompany you to the witness stand. 

Are there any question of these witnesses ? 

Mr. Foranp. On page 2 of your statement you say that your or- 
ganization has been working very closely with other professional or- 
ganizations and as a result there was formed a national joint council 
to improve the health care of the aged. 

Mr. Mustrn. Yes, sir. 

Mr. Foranp. Are you aware of the fact that the joint council was 
instituted to try to beat down or prevent the Forand bill from be- 
coming law 
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Mr. Mustrn. I am not aware of that. 

Mr. Foranp. Iam making you aware of it right now. 

All the members of the joint council to improve the health care of 
the aged are proprietary in nature except the American Hospita] 
Association. You know that, do you not ¢ 

Mr. Mustin. Yes, sir; principally so. 

Mr. Foranp. We have heard about overcrowding and unsanitary 
conditions in nursing homes. Does your association establish stand- 
ards for membership in the association ¢ 

Mr. Musrry. We do not establish nationally one set of standards, 
at least we have not done so to date. In each State the State deter- 
mines the qualifications for which licenses are issued. In the past 
we have gone on the basis of license. However, we are now in the 
process of looking into standards and classification with the idea of 
making some difference between the levels of care afforded by the 
individual nursing homes. 

Mr. Foranp. How far do these go toward insuring good quality 
of medical care ¢ 

Mr. Mustin. I think it goes very far. I think the nursing homes 
individually and as an associate have made more progress in the few 
short years that we have been recognized as a medical facility than 
perhaps any other medical organization in past history. We have 
made wonderful progress as can be attested by doctors and health 
organizations. 

{r. Foranp. When States license nursing homes, their standards 
if any generally that relates to the safety and overcrowding and not 
the medical care, is that correct ¢ 

Mr. Mustin. No, sir. 

Mr. Foranp. I wish you would give the committee some informa- 

tion on that point. 
_Mr. Mustiy. It encompasses safety standards and sanitation, but 
italso encompasses medical care. Ina nursing home, we not only have 
the duty of taking care of that person with regard to room and board, 
but we also must furnish a total nursing care, in fact, a total steward- 
ship of that person so that actually the building itself is merely a 
means to the end. ‘The care given in nursing homes is our principal 
object in view. 

Mr. Foranp. Is that provided by practical nurses or registered 
nurses ? 

Mr. Musrin. I believe every State in the Union requires that a 
nursing home must have a licensed nurse. In some States a nursing 
home is permitted to engage licensed practical nurses, that is, a person 
who has had about 13 months of training. In some States the nursing 
homes are required to have a registered nurse. In some of the States 
inthe Union the nursing homes are required to have continuous reg- 
istered nurse supervision around the clock every minute of the year, 
a something that a good many hospitals have not been able 

meet. 

Mr. Forann. Different States have different standards ? 

Mr. Mustin. Yes, sir; different States have different standards. 

Mr. Curtis. I want to commend your association for appearing here 
and testifying on the bill and also I want to express appreciation for 
the work ‘your association has been engaged in to my knowledge in 
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improving these standards. In my own State of Missouri they noy 
regard our nursing home law as somewhat of a model, is that not true! 
r. Mustin. Yes, sir. 

Mr. Curtis. I know the work your people did in trying to help bring 
that about. 

Incidentally, in this housing bill that you refer to, if that wer 
enacted that would go a long way toward improving the standards 
would it not, inasmuch as it is geared to do these things ? 

Mr. Mustin. Yes, it would, Congressman. 

Mr. Curtis. On the economics, I notice on page 6 where you cite 
the figure of $6 a day to $24 a day, the bulk of our nursing home 
are renovated, older buildings, many times multistoried mansions 
I understand that a nursing home designed for one floor as a nursi 
home facility is considerably less costly, than one of these renee 
multistoried buildings, and if we did have modern, up-to-date nursi 
home facilities that that $6 per day average could be cut considerably. 

Am I correct in that ? 

Mr. Mustin. That is correct, because 2 years ago we built a modem 
1-floor nursing home using SPA funds. 

Mr. Curtis. Do you have any estimate of the differential in cos 
between the multistoried as compared to the more modern facility 
design for nursing homes? 

Mr. Mustrn. No, sir; I have not made any effort to get such figures 
I had no idea you would be interested in those figures. 

Mr. Curtis. I would appreciate it if you would obtain such figures. 
I have heard estimates. One gentleman told me that he could cut 
his costs to one-third. I do not know if that is so, but I can imagine 
the differential in personnel needs where you have to move the 
patients from story to story would be considerable. I think such 
figures would be valuable. 

You are familiar with the report of the Department of Health, 
Education, and Welfare of April 3, 1959, are you not? It is on hos- 
pitalization insurance for OASI benefits. 

Mr. Mustrn. No, sir, I am not familiar with it. 

Mr. Curtis. I would appreciate it if your organization and all or- 
ganizations who are going to testify before us would evaluate that 
report and supply the committee with their opinion as to how accurate 
and how well done the report is in the areas in which they are par 
ticularly familiar. I think that information would be of considerable 
value to the committee. 

Mr. Foranp (presiding). Are there any further questions? 

Mr. Knox. Mr. Mustin, I was interested in your statement which 
reveals the differential costs between the different nursing homes and 
the hospital care. 

Then, in reference to the qustion of relief that those hospitals would 
receive if nursing homes became a national project, what percentage 
of those who are now hospitalized could be housed in nursing homes 
with adequate care? 

Mr. Must1n. That is a question that would require a long answel, 
sir, because there are a number of kinds of hospitals. J : 

Let me illustrate one point. In the States where the social security 
and old-age assistance payments are the rule, we find upon examin 
tion, that a substantial number of persons in the State mental institu: 
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tions are merely senescent. The States do not pay enough and the 
counties do not pay enough and they gravitate into the homes for the 
insane. In fact, the doctor who was in charge in Tennessee told me 
one person in three at that time did not need the services of a mental 
institution. 

since that time, they have passed a law which does not permit them 
totake anyone over 65 unless they are aay psychotic. 

As to the number of persons in general hospitals who perhaps stay 
a little longer, that would be hard to determine. It would depend a 
great deal upon the facilities in a particular State, whether or not 
they had adequate nursing home facilities, and it would also depend 
agreat deal upon a a relation and liaison between the nursing 
homes, the hospitals, and the dctors so those people would be cogni- 
zant of the fact that nursing care could be made for their people who 
did not require the specialized services of a hospital. 

I would suspect that there would not be a larger percentage but a lot 
of money could be saved by transferring people from high-cost beds 
tonursing-home beds. 

Mr. Knox. Relative to the hospital building program which was 
built with Hill-Burton funds and whether or not the provisions for 
the Federal participation in the homes for the aged such as is con- 
tained in the housing bill, will it bring any actual relief to the general 
hospitals as far as additional bed space is concerned? I understand 
hospitals are expanding at rapid pace so far as bed space is concerned. 

r. Mustin. As you know, since 1954 there have been provisions 
for sums of money, passed in the millions of dollars, to build nonprofit 
and other public nursing homes under Hill-Burton auspices. 

In some instances those are built by counties and nonprofit organiza- 
tions and some by hospitals and in other instances as directly connected 
to hospitals. ‘There has been a substantial number of beds built 
through this process since the law became effective in August of 1954. 

Mr. Knox. Did I understand you to state that there have been some 
Hill-Burton funds made svniiahle for nursing homes ? 

Mr. Mustin. Yes, sir. 

Mr. Curtis. I think that about 90 percent of those in nursing homes 
are in proprietary homes. 

Mr. Mustin. Seventy-one percent. 

Mr. Curtis. Seventy-one percent are in the proprietary ? 

Mr. Foranp. Thank you for your appearance, Mr. Mustin, and those 
who accompanied you. 

The next witness is Mr. Reuben Johnson. 

For the purposes of the record, will you identify yourself by name, 
address and the capacity in which you appear? 


STATEMENT OF REUBEN JOHNSON, COORDINATOR, NATIONAL 
FARMERS UNION 


Mr. Jounson. Thank you, Mr. Chairman. 
Lam Reuben Johnson, coordinator of oo services, National 


Farmers Union. My address here in Was 
Avenue. 

The Cuairman. We are pleased to have you with us and you are 
recognized, sir, for 10 minutes. 


ington is 1404 New York 
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Mr. Jounson. Thank you very much, Congressman Mills. 

It is a pleasure to be afforded an opportunity to appear before this 
distinguished committee of the House in a of H.R. 4700, 

The rising cost of medical care, especially —— care, over the 
last several years has become a major concern of all citizens, whatever 
their age. But it is of greatest interest to those among us who hare 
reached the age of retirement and who live on fixed and declining 
monthly incomes. The average such person has been found to ug 
about 214 times as much hospital care as the average for persons under 
age 65. 

Wwhenah medical research, better trained doctors and nurses, and 
better health facilities, generally, we have increased quite substantially 
life expectancy in the United States. Both the number and proportion 
of persons over 65 in the population are increasing. 

Of the 5.84 million farm operators in 1940, 828,000, or about 1 
percent, were 65 or more years of age. By 1954 the number of fam 
operators was 4.69 million, with 779,000, or 16.6 percent, age 65 or 
more. The average age of farm operators in 1940 was 48 year 
compared with 49.6 years in 1954. 

The man on the street today would probably guess Florida and 
California to have the highest percentage of population age 65 o 
more. California, with 8.3 percent of its population 65 or over, is 
surpassed by Arkansas, Connecticut, Idaho, Illinois, Indiana, Iowa, 
Kansas, Kentucky, Maine, Massachusetts, Minnesota, Mississippi, 
Missouri, Montana, Nebraska, New Hampshire, New Jersey, New 
York, North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania, Rhode 
Island, South Dakota, Vermont, Washington, West Virginia, and 
Wisconsin. 

Florida, with 10.1 percent of its population age 65 or more is sur- 
passed by Arkansas, Lowa, Maine, Massachusetts, Missouri, Nebraska, 
New Hampshire, Oklahoma, Rhode Island, and Vermont. 

The above figures indicate why there is an increase in the interest 
of farmers in geriatrics. In this connection, it is expected that the 
1960 census will show an even greater percent of farm operators age 
65 or more, and a further increase in the average age of farm opers- 
tors. Losses from the farm in recent years have been greatest among 
the beginning and younger farmers not able to stay in business and 
pay off heavy capital debt. 

In the years ahead, it is inevitable that a larger proportion of per- 
sons age 65 or more will have to rely on public assistance for pay- 
ment of their medical bills. Private insurance is costly and premiums 
must be continued into the retirement years when income is low and 
declining. Many of the aged will not be able to pay for the kind 
of coverage they need during the period when they need it most. 
Limiting coverage under private plans and lowering the cost to the 
aged still leaves the bulk of the problem unsolved. 

In this connection, I might add that National Farmers Union op- 
erates privately a program of health insurance. In spite of this fact, 
delegates to national conventions continue to emphasize the need for 
programs of the type which H.R. 4700 provides. 


— farm operators and average age based on 1954 Census of Agriculture, vol. I, 
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We know of no sounder approach, Mr. Chairman, to solving the 
health and security problem of the aged than to use the time-tested 
program of OASI and the insurance principle on which it is based. 
Farm people had much rather pay for the health care that they will 
need after retirement or disability while they are active and work- 
ing. Such a program as proposed by H.R. 4700 will fill an urgent 
need for the young as well as the aged on farms. 

There are many cases on farms where young people have the 
burden of caring for aged parents in poor health. For that reason 
a program such as provided by H.R. 4700 would be of immediate 
benefit to young and aged alike. 

We strongly urge that the committee give its approval to the bill 
introduced by Congressman Forand. 

It is of significance that the American Hospital Association has 
recognized the need for Federal action in connection with the problem 
of geriatrics and that their position is counter to that of the American 
Medical Association. 

Wesincerely feel that the public interest should be considered in your 
deliberation on H.R. 4700. We regret that the doctors do not recog- 
nize the need for this kind of intelligent and constructive action on 
the part of our Government. 

The Cuarrman. Mr. Johnson, first of all, let me commend you for 
avery good paper. 

I would like to ask you if it is your impression that the farmers 
are well pleased that they were included under the old-age and sur- 
vivors insurance program ? 

Mr. Jounson. The farmers are indeed well pleased that they are 
covered under this program. As you know, a great number of farm 
people are already receiving OASI benefits. The field staffs of the 
Social Security Administration were enlarged to take care of the 
influx of farm applicants that were eligible, or who have become 
eligible, since that program went into effect. 

I might add here they have done an excellent job of only informing 
farmers about the provisions of the law, but in seeing that they got 
equitable and proper coverage under that law—whatever they were 
entitled to. 

Mr. Foranp. Is it not true that farmers and other groups, if they 
were to get voluntary health insurance, would benefit from the addi- 
tional benefits proposed in this bill ? 

Mr. Jounson. Very definitely. 

The Cuamman. If there are no other questions of Mr. Johnson, 
thank you very much, sir. 


STATEMENT OF MRS. NELL STEPHENS, GEORGIA, REGISTERED 
PRACTICAL NURSE 


Mrs. Srepuens. I would like to be recognized for 2 or 3 minutes. 

The Carman. We will recognize you for 2 minutes. 
_ Mrs. SrepnEens. My name is Mrs. Nell F. Stephens, Georgia, reg- 
istered licensed practical nurse. I have worked around the District 
of Columbia a little over 7 years. 

The Cuarrman. Do you live here in the District ? 
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Mrs. Sreruens. Yes. I am a registered lobbyist for 7 years, | 
have helped out much on nursing homes, nursing conditions, anj 
nursing needs in the District of Columbia on a voluntary basis, 

The epson, homes, as has been proven in the District of Colum. 
bia, are simply a haven for addicts, alcoholics, and what have yu 
It seems to me the unlicensed personnel attending these poor, sick 
afflicted, and helpless, is calling again and again for the need ¢ 
licensed practical nurses in the District of Columbia—of which legis 
lation is pending. 

I find many of these nursing homes are not operated by graduat, 
nurses. Some of them claim to be graduate nurses, but are not. We 
have had cases where I had to lock the patients in the home and ql} 
the police to take over. And that home was over in the Takom 
Park area on the Washington side. I was forced to do it to get quick 
action for the care of those people. After working all day Saturday 
and all night Saturday and Sunday, it was time this nurse had som 
rest. 

When the doctors refused to give me assistance, I called in police,] 
had to do it to protect the sick. 

Mr. Chairman, there are many, many conditions that caused me to 
make this strong statement. It is simply a disgrace to the United 
States of America for the care of sick, afflicted, and helpless are re. 
ceiving all throughout the Nation. 

I have worked in Montgomery County and because I received an 
infection from drinking tea from a soiled glass or eating from a soiled 
Ot thought to be clean, I began to lose my teeth. I now have, thank 

rod, some good dentures. | 

These homes should be taken care of, should be equipped as a small 
hospital. They could be run as such with licensed nurses. The clean- 
liness and the sanitation should be looked into just as in our own pri: 
vate commercial homes—more so because of the sick, afflicted, and 
homeless. 

Present interest is in the interest of nursing. I love it. After 4) 
years of it I think I know something about it. I would think that all 
that has come out up to now regarding the nursing conditions in the 
District of Columbia, that you men who make the laws have a whole 
lot to go on and I have a list of people that I would like to give and! 
will give to the committee to subpena them and have them brought 
here as witnesses as to conditions that have been found in the Dis 
trict of Columbia. 


First of all, I suggest you call in Miss Tresher of the U.S. Public 
Health Service. 

I was a witness in a courtroom regarding the situation out In 
Takoma Park. To improve this situation, let me give you this 
thought. Let’s make the District General Hospital a model as to 
what a State hospital in the States should be. Get rid of these rack 
eteering nursing homes. It is simply a means of getting rich quick 
If you want to get rich, open up a nursing home. 

Thank you. nis 

The Cuarrman. We thank you very much for giving us this I 
formation. 

Without objection, the committee adjourns until 10 a.m., tomorrow 

(Whereupon, at 2:30 p.m., the hearing in the above-entitled matte 
was recessed, to be reconvened at 10 a.m., Tuesday, July 14, 1959.) 
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HOSPITAL, NURSING HOME, AND SURGICAL BENEFITS 


FOR OASI BENEFICIARIES 


TUESDAY, JULY 14, 1959 


House or REPRESENTATIVES, 


CoMMITTEE ON WAys AND MEANS, 
Washington, D.C. 


The committee met at 10 a.m., pursuant to recess, in the committee 
hearing room, New House Office Building, Hon. Wilbur D. Mills, 
chairman of the committee, presiding. 

The CHarrman. The committee will please be in order. 

Our first witness this morning is Mr. Nelson H. Cruikshank. 

Mr. Cruikshank, although we know you quite well, for purposes of 
this record will you please identify yourself and also introduce to 


the committee Mrs. Ellickson. 


-STATEMENT OF NELSON H. CRUIKSHANK, DIRECTOR, DEPART- 


MENT OF SOCIAL SECURITY, AFL-CIO, ACCOMPANIED BY MRS. 
KATHERINE ELLICKSON, ASSISTANT DIRECTOR 


Mr. Crurxsuanx. Mr. Chairman and members of the committee, I 


| am very glad to appear here again on this occasion before your dis- 
tinguished committee. 


My name is Nelson H. Cruikshank and I am director of the De- 


| partment of Social en of the American Federation of Labor 


and Congress of Industrial Organizations. 

With me is my associate, the assistant director of the department, 
Mrs. Katherine Ellickson. Her office and mine are both at the AFL- 
CIO headquarters at 815 16th Street NW., Washington, D.C. 

The Cuarrman. Mr. Cruikshank, will you consume the time, or will 
youand Mrs. Ellickson divided the time ¢ 

Mr. CrurksuAnks. She and I will divide the time. I think I will 
take the major part of it probably. 

The Cuarrman. Would you like to be notified after you have con- 
sumed so many minutes ? 

Mr. CrurksHank. I would appreciate that ; yes, sir. 

The CuarrMan. How many minutes do you want? 

Mr. CrurksHanxk. Oh, give me 10 minutes’ warning. 

The Cuarrman. Ten minutes and then notify ? 

Mr. CrurksHaNnK. No, 10 minutes’ warning. I am down for 45 
minutes I believe on the schedule. 

The Cuarrman. You will consume 35 minutes before we will warn 
you then. 

Mr. Crurxsnanx. All right, sir. 
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The Cuarrman. All right. You are recognized for 45 minutes, 

Mr. CrurksHank. Mr. Chairman and members of the committee, 
I and my associates are very glad to have the opportunity to present 
our views in support of this bill, H.R. 4700, introduced by Congres. 
man Forand, because it is one of the proposals that is of the greatest 
interest to our members. 

I have here a full statement which, if I may, I would like to have 
inserted in toto in the record, but I would like to summarize it jp 
my oral statement, and possibly bring in some other points that are 
not outlined here. 

The CuarkMan. Without objection, your whole statement will ap- 
pear in the record. 
(Prepared statement of Mr. Cruikshank follows :) 


STATEMENT OF NELSON H. CRUIKSHANK, DIRECTOR, ACCOMPANIED BY Mrs. Kartz- 
ERINE ELLICKSON, ASSISTANT DIRECTOR, DEPARTMENT OF SOCIAL SeEcuriry, AFL- 
CIO, tn SupPorT OF THE FoRAND BILL, H.R. 4700 


My name is Nelson H. Cruikshank, and I am director of the Department of 
Social Security of the American Federation of Labor and Congress of Industrial 
Organizations. I am here with my associates representing the AFL-CIO in sup- 
port of the addition of health benefits for beneficiaries of the old-age, survivors 
and disability insurance program along the lines proposed by a distinguished 
member of this committee, Congressman Forand, in H.R. 4700. 

This proposal is of great interest and importance to our members. We appre 
ciate the opportunity to present our viewpoint to your committee at this time 
although we regret that in the time now available for hearings before Congress 
adjourns it will not be possible to explore fully the problems of health care for 
older people and other social security beneficiaries. 


RECENT TRENDS EMPHASIZE NEED FOR H.R. 4700 


Developments since we discussed this matter before your committee a year 
ago have further demonstrated the need for Federal legislation to assure good 
health care to the aging on a basis they can afford. 

The recession of 1958 reduced incomes and resources of many older workers 
and of younger adults supporting retired parents. In spite of the recent in- 
creases in benefits proposed last year by your committee and wisely enacted by 
Congress, most persons over 65 still have too little money to meet the rising costs 
of medical care. The proportion of Americans covered by voluntary health insur- 
ance declined slightly in 1958, and presumably the aged were similarly affected. 
Adequate alternatives to Federal action have not been developed. New types 
of insurance policies have been initiated but they have not met the need. For 
example, one highly advertised type charges $6.50 per person a month for very 
limited protection. 

The American Medical Association proposes that doctors cut their fees for the 
aged so that private insurance will cost less. But the AMA has no way of e2- 
forcing its plea for lower charges, and hospital care is a far greater expense for 
the aged than doctors’ services. 

Hospitals continue to be squeezed by rising costs. The American Hospital As- 
sociation stands by its position that some form of Federal action is needed even 
though the AHA leaders are under great pressure from the AMA to change its 
stand. 

The Forand bill is receiving ever-wider support. Our members continue to be 
very enthusiastic about it. 

We have received many comments on specific phases of the proposal from 
doctors and others. These have helped to guide our thinking and our testimony 
before your committee today. 

The report of the Secretary of Health, Education, and Welfare has provided 
us and others with much information and useful analysis. You will note there 
is nothing in the report that indicates that the Federal Government could not ad- 
minister the proposed benefits. 

Thus developments of the last year have emphasized the failure of other ap- 
proaches and the feasibility of adding health benefits to the old-age, survivors 
and disability insurance program. 
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inutes, THE IMPORTANCE OF HEALTH INSURANCE FOR THE AGED 
mimittee, Your committee has wisely participated in far-reaching improvements in the 
9 present Federal program and has thus provided a floor of security for most older persons. 
Jongress- It must be a gratification to you to know that 11 million persons age 62 and over 
greatest are now receiving benefits as a matter of right each month, and that the average 
primary benefit is now $72, or $6 more than a year ago. This is in addition to 
the protection extended to young survivors and seriously disabled workers and 
> to have their dependents, In talking of further improvements in social security, we 
‘1Ze it in should bear in mind the amazing accomplishments that have been achieved in spite 
that are of dire predictions of socialism and of obstacles too great to be surmounted. 
Private pension plans have likewise grown tremendously larger under the 
> impetus of union bargaining. However, only a little over 1 million out of the 
will ap- 11 million aged persons who are not working receive such private benefits. 
The Federal program covers a far larger number. 
The absence of protection against heavy medical costs is today the greatest 
gap in the security of older citizens. A couple who have saved some money and 
ns. Kata are now entitled to a modest income through governmental and private protec- 
TY AFL tion can plan for a reasonably comfortable and dignified old age. But if one or 
. both become sick, charges for doctors, hospitals, drugs, and appliances can mount 
in a short time to thousands of dollars. The whole underpinning of retire- 
rtment of ment is swept away. For fear of such loss, many couples postpone securing 
industrial medical attention until too late, with resultant tragedy. 
0 fn sup. Your committee can now solidify social security by adding a reasonable 
survivors degree of protection against health costs. 
inguished The role of public assistance 
: The publie assistance titles of the Social Security Act have done much to 
V @ appre- provide minimum subsistence to certain groups of the needy. 
this time But as spokesmen for organized labor we cannot state too strongly that the 
Congress public assistance approach is not a satisfactory solution to the medical needs of 
| care for our members—and they constitute a very large part of the wage earners of this 
Nation. 
Public assistance by its very nature is based on the means test. The States 
develop budgets which are considered enough to live on. These budgets often 
ea year are very low, many are out of date, and in many places available funds do not 
ure good permit maintenance of even the minimum standard. The level of living to which 
people must descend to receive public assistance is far below what most Ameri- 
workers can workers consider acceptable. 
ecetil te Our older members are proud that through decades of hard work, they have 
acted by acquired some life insurance, savings, and often a modest home. But they 
ing costs would largely have to forfeit or mortgage these fruits of a lifetime of labor 
th inewk- ig they could receive public help in most localities in paying for their medical 
ills, 
ve aan _ Even if they were not barred, they would be subjected to an intensive inquiry 
i into all their resources and sometimes into the ability of relatives to support 
for very them. Under the better programs, such inquiries are made sympathetically by 
well-trained workers. Not all agencies, however, carry out in practice the high 
8 for the standards set by leaders of the welfare professions. 
ay of en- 4 Leaders of the AMA talk glibly of the opportunities for free care open to the 
nense far medically indigent.” But people should not be forced by high medical bills to 
, use up their savings and thus become “medically indigent.” Nor should they 
pital As- be forced to undergo the means test which may be applied by public clinics or 
Jed even hospitals where care is theoretically available to them. Such care, moreover, 
ange its is not always of a high quality. 
The AFL-CIO favors extensive improvements in public assistance and in public 
me tobe medical care for persons who have no other way of obtaining it, but we do not 
consider these programs a substitute for social insurance. Our members want 
sal from to obtain social insurance for the cost of medical care as a matter of right just 
astimony as they are now receiving old-age and survivors benefits as a matter of right 
without application of the means test. 
provided We know that in many communities leaders of the medical profession have 
te there ome involved in attempting to improve medical care under public assistance 
i not ad- or for other low-income people. We hope that in every community they will 
take responsibility for assuring that every one does have access to high-quality 
ther ap- care ho matter what his financial resources. But we realize that many shocking 


urvivors situations still continue. 
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We hope the doctors will also join with us in seeking to improve public assist. 
ance. To quote a spokesman for the Social Security Administration, “The pro. 
visions for meeting medical care costs for the needy are very uneven and jp 
most States inadequate.” (Jules H. Berman, Chief, Division of Program Stanq. 
ards and Development, Bureau of Public Assistance, at the first national cop. 
ference on the health needs of the aged.) 

Some States do not even attempt to pay for all types of medical care. Many 
exclude persons who are not residents. But even with substantial improve. 
ments, public assistance will still fail to provide payments as a matter of right, 


SHORTCOMINGS OF PRIVATE INSURANCE 


Private insurance has certain characteristics which inevitably will keep it 
from being an adequate form of protection against the health costs of the aged. 
This is true of all major forms, including the nonprofit varieties, such as Blue | 
Cross and Blue Shield, and the commercial insurance policies based on individual 
or group membership. 

Such nongovernmental policies can supplement insurance provided by the 
Federal Government just as private pension plans can supplement the Govern- 
ment-operated old-age and survivors insurance. But they cannot be expected 
to reach all aged persons who are entitled to live comfortably above the public 
assistance level nor can they provide enough protection to be an adequate cushion 
even to those covered. 

The commercial insurance companies will doubtless give you a list of many 
different types of policies now available. They have yet to produce evidence 
that these policies are in fact being bought to an extent that results in wide 
spread and comprehensive protection. Forecasts of growth by the Health In- 
surance Association ignore the vital issue of whether a few days of hospital 
care will be paid for or whether something substantial will be provided. 

The percent of coverage used in the insurance industry forecasts results from 
disregarding important parts of the population. For example, it is assumed 
that the substantial proportion of the older people now receiving old-age assist- 
ance are not interested in private health insurance and therefore can be ignored. 

Not more than two out of five aged persons today have any form of health 
insurance protection, as the report of the Department of Health, Education, and 
Welfare shows. Much of that insurance is inadequate. Indeed, most of the 
aged who are counted as having health insurance have protection against only 
a fraction of the heavy medical costs they are likely to incur. 

A relevant study of the experience of old-age beneficiaries in 1957 was made 
by the Social Security Administration. Of all those who incurred medical costs 
during the year, only 14 percent of the couples and 9 percent of the nonmarried 
persons had any of their medical expenses covered by insurance. 

If a person has some income, that does not mean he has enough to live com- 
fortably. Similarly, to report that he has some insurance protection does not 
mean that he has anything like enough to pay for extensive health care. 


Inadequacy of commercial insurance 


Individual policies are inevitably expensive, partly because they must be 
handled individually. Each firm has its own sales force, its own records and 
staff, its own reserves, all of which must be paid for before profits can result. 
Total benefits paid in 1957 and in 1958 under individual accident and health 
insurance policies averaged less than one-half of premiums. 

Commercial premiums are not related to earnings but are fixed regardless 
of income. Because they use more medical care, older persons are charged 
more than younger ones although their incomes are less. The resultant rates 
very frequently prove prohibitive. In addition many older persons are denied 
individual policies on the basis of medical examinations; existing condition: 
may be excluded temporarily or permanently and cancellations are still to 
common. 

During the past year, certain new types of policies have been widely adver 
tised but they provide very restricted coverage at high cost. These plans maj 
be as good as any that the private, commercial insurance carriers can evolve 
But their best is not nearly good enough. 

Continental Casualty flooded the airwaves and newspapers with advertis 
ing of a 65-plus policy. But the benefits offered are grossly limited. Th 
vast bulk of health expenditure is not covered at all by this insurance. The 
$10 maximum allowance per hospital day is about half the average hospita 
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room and board charged. A maximum of 31 days of hospital care is covered, 
although about 3 out of 10 hospitalizations in this age group are for more than 
4 days. The maximum payment for “hospital extras” is $100, although such 
charges have become as expensive as room and board. There is no coverage 
for skilled nursing home care, home nursing or nonsurgical medical care. 

Yet the charge currently is $6.50 per person per month for this scanty cover- 
age. Each policyholder is expected to send in his monthly premium without 
benefit of a bill or any other sort of a reminder. If the monthly premium is 
not received by the end of the 10-day grace period, the policy automatically 
lapses and cannot be reinstated. Such a provision may save money for the 
company but creates much anxiety as well as actual lapses. 

Although permiums cannot be raised individually under this 65-plus con- 
tract, subscribers have no protection against an annual statewide increase of 
premiums. Nor is there any guarantee against statewide cancellation of the 
lan. 
ra bare minimum of protection is accompanied by high premiums because 
the aged must bear all costs themselves. 

Another much advertised scheme is that of Mutual of Omaha. It charges 
$8.50 a month for aged persons for slightly greater coverage, including some 
pursing benefits. But it suffers from the same inevitable defects. 

Group insurance is the form of commercial policy most likely to be available 
to wage earners. But group insurance has reached only a small part of the 
aged. Only one-third of the 40 percent of the aged with some protection have 
this particular form; the remaining two-thirds have individual policies. 

Group insurance is typically based upon place of employment, and employ- 
ment ends upon retirement. True, some better-established unions have suc- 
ceeded in extending health benefits to their retired members under group 
plans. Sometimes the employer continues to contribute toward the cost, some- 
times the retired person has to pay it all himself, but benefits may be less ex- 
tensive in either case. The insurance companies themselves reduce health pro- 
tection for their own retired employees. 

Even under the best union-bargained plans, health benefits are typically avail- 
able to the retirees only if they have a record of continuous employment up to 
retirement age with the same employer or organization of employers. The per- 
son who has not been fortunate enough to have a regular employer, or who 
becomes disabled before age 65, or who loses his job for some reason or other, 
often finds himself without earnings, without group health insurance, and with- 
out any private pension rights. 

Ina period of rapid industrial change such as the present, even apparently 
well-established protection under private plans may disappear as plants and 
departments close down or smaller companies are bought by larger ones. 

Wage earners in many unorganized establishments have no private pension 
rights or health benefits on retirement. Many such people would like to become 
union members and achieve greater security. We are eager to assist them. 
However, current antiunion propaganda and antilabor laws block their efforts 
and seriously impede the spread of group insurance. But even under the most 
favorable conditions, group insurance could not provide continuing protection 
fora large proportion of workers because it is based on place of employment. 

Anther inherent limitation is the fear of employers that they will be com- 
nitting themselves to unforeseeable cost increases if they agree to reasonably 
comprehensive care into the indefinite future. Nearly all group insurance poli- 
cies, even if they are extended to retired persons, have lifetime ceilings on total 
benefits payable. These ceilings are so low that all protection may be lost after 
one serious illness, and in the years thereafter the aged persons are left without 
any protection. 

The major medical plan of the General Electric Co. has been praised by some 
People as a model. But even though the ceiling on lifetime benefits under this 
Plan has been raised substantially, it is still $1,000 for a couple when a retired 
employee has 10 to 15 years of employment with the company. No couple can 
receive more than $1,500 in health benefits even after a lifetime of work for GE. 
In both cases, $500 worth of life insurance protection is lost if the full amount 
of health benefits is drawn. A person employed less than 10 years has no health 
protection when he retires from GP. 

Knowing that his health insurance is so limited under this or any other plan, 
aretired employee naturally tries to husband the protection. If he has a symp- 
tom he thinks is minor, he will often stay away from the doctor just as if he 


| 
| 
J 
= 


SO BENEFITS FOR OASI BENEFICIARIES 


had no protection at all. Thus the desirable goal of early diagnosis with pre. 
ventive care is frustrated. 


Blue Cross and Blue Shield 


The voluntary nonprofit prepayment plans, especially Blue Cross and Bly 
Shield, have enabled part of the population to obtain a certain amount of ingyy. 
ance for the costs of medical care. Our unions have frequently cooperated jy 
securing the services of these plans to carry out the gains obtained from collectiys 
bargaining. 

Blue Cross and Blue Shield have proved very useful to many people. Some of 
the plans offer broad protection, and some have made great efforts to cover age| 
workers. 

However, an outstanding feature of Blue Cross and Blue Shield plans is that 
they cannot, under the State laws which guide their functioning, let people pay 
during their working years for care during their old age. Premiums must le 
collected currently. They cannot be related to income. 

The Blue Cross groups have generally attempted to maintain community rates 
identical for all groups in the community regardless of their actual experience 
with medical costs. Since the aged require perhaps 2 or 2% times as much hos. 
pitalization as other people, coverage of the aged adds disproportionately to costs, 
Unless special rates or reduced benefits are arranged for the aged, the younger 
groups covered must help bear the extra expense. 

The commercial insurance companies operate on the basis of experience rating, 
offering lower premiums for groups with lower costs. This permits the profit- 
making companies to underbid Blue Cross and Blue Shield when the latter 
maintain a community rate. Some Blue Cross plans are turning to experience 
rating in self-defense, even though they do not like it. 

If present trends continue, the voluntary nonprofit plans will be left with a 
high-risk membership, including the aged, with the aged being compelled to 
bear most of the full cost of their own high-risk experience. 

A useful analysis entitled “Blue Cross Provisions for Persons Aged 65 and 
Over, Late 1958,’ was published on March 12, 1959, by the Division of Program 
Research of the Social Security Administration. This analysis shows that in 
1958 alone 29 of the 78 Blue Cross plans increased their premiums. Under group 
contracts, the median annual premium was $30 per person, with a range from 
$16.20 to $70.80. For persons who had left employment or who entered into a 
nongroup contract the median charge was $42; and the highest charge was $87 
or $88 per person. Thus even limited hospitalization protection alone is not 
easy to buy out of a low income. 

Some of the plans offered very limited protection. Only 11 of the 78 had no 
age limit for nongroup enrollment. Only 5 permitted nongroup enrollment after 
age 65. 

We have already referred to the effort of the American Medical Association 
to increase the use of Blue Shield plans by asking doctors to cut their fees. The 
AMA has also asked doctors to accept Blue Shield payments as full payment 
without billing the patients in addition. These efforts, so far as we have been 
able to ascertain, have not resulted in a great increase in coverage of the aged 
under Blue Shield. As the article in Medical Economics by an Iowa doctor 
indicates, doctors do not like to treat people at fees below cost, especially when 
these reduced fees might establish a precedent for welfare payments or Federal 
fee schedules. (“Doctors Can’t Beat the Forand Bill” by Harold J. Peggs, M.D. 
in Medical Economics, April 27, 1959, p. 199). 

The private insurance plans, whether nonprofit or commercial, have the inher- 
ent disadvantage of relying upon current payments by the aged themselves to give 
them coverage. Even where some departure from this approach is attempted, 
as through policies paid up at age 65, the resultant costs are so high that pro- 
tection is too limited and most aged persons are left under the ever-present risk 
of heavy medical bills which will sap their modest resources. 


INHERENT ADVANTAGES OF THE FEDERAL OASDI SYSTEM 


For the aged and other groups covered by old-age, survivors and disability 
insurance, the addition of health benefits to that program would have clearcut 
advantages. 

1. After retirement (or, for mothers, after the husbands’ death), there would 
be no charge whatever. Contributions during years of earnings would establish 
the right to the new benefits as well as to those already incorporated in the pro 
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gam. This is an essential difference from private insurance, a difference that 
cannot be overcome by the latter. 

9 The bill would provide lasting protection which could not be canceled or 
lost because of nonpayment of premiums or the application of lifetime ceilings. 
A woman at age 62 or a man at age 65 would receive paid-up protection for life. 
Not all medical costs would be covered, but even maximum use of the benefits 
during 1 year would not be counted against the benefit rights in later years. — 

3 The Federal OASDI program can provide almosc universal coverage, in- 
duding persons already retired as well as 9 out of 10 persons now employed. It 
van give the greatest protection for the lowest cost because of its already- 
established and efficient machinery. While some persons like to contrast what 
they call “voluntary” with alleged compulsory protection under OASDI, much 
socalled voluntary coverage is in fact what in otber circumstances they would 
term compulsory. The essential characteristic is that of group action based on 
agroup decision. Only the Federal programm embraces a broad enough group to 
provide the widespread and continuing protection that results from its auto- 
matic application to nearly all kinds of work. 

4, Unlike public assistance, the Federal program pays benefits as a matter of 


' right without a means test. The medical care that is covered would be paid 
‘for before persons have used up their savings or other resources and without 


searching questions which might damage their self-respect at a time of great 
anxiety. 

Important social effects would flow from the enactment of such a bill as 
H.R. 4700. 

1. It would ease the financial problems of hospitals by providing payment for 
much of the cure that now they must give to charity cases without charge or at 
rates far below cost. Even though public-welfare payments to hospitals have 
been increased in many areas, they often do not cover actual expanses. Insofar 
as a hospital now transfers the cost of free care or partly paid care to paying 
patients, its rates could correspondingly be reduced. 

2. Blue Cross plans would be relieved of a high-cost load and therefore could 
hold down their rates and compete more effectively with commercial insurance 
plans. Far from damaging Blue Cross and Blue Shield, enactment of the 
Forand bill might prove their lifesaver. 

8. Insofar as the proposal would make it unnecessary for individuals to turn 
to public assistance and private charity, it would relieve private welfare or- 
ganizations and Government agencies of a welfare load now financed by tax- 
payers or donations. Through substituting social insurance for public assist- 
ance, it would work in the direction preferred by the Congress. 

4. The bill would accelerate action to increase the supply of medical personnel 
and facilities required to make good care available to everybody. With an 
assured market for skilled nursing care, for example, the supply of nursing 
homes would quickly increase. 

5. The measure would force greater attention by the medical professions and 
the community to present lags in quality and kind of care. Commercial in- 
surance plans are not concerned with quality. Today many people are victims 
of inadequate care which the insurance companies will pay for but which does 
Lot restore health or independence. 


MAJOR FEATURES OF THE PROPOSAL 


H.R. 4700 as introduced by Congressman Forand this year is virtually identi- 
tal with the health benefits provisions of the bill he sponsored in 1957. The 
AFL-CIO endorsed the approach of that bill at its 1957 convention, and cur 
‘xecutive council supported H.R. 4700 in a statement adopted February 19, 
159. We would like to have the convention resolution, the executive council 
Statement, and a summary of H.R. 4700 inserted in the record at the conclu- 
ston of this statement. 

Your committee will undoubtedly wish to consider various alternatives that 
may be proposed to you, including some that are analyzed in the DHEW re- 
port. Alternative arrangements are possible for meeting important medical 
‘osts of the aged and other beneficiaries and at the same time encouraging 
pinged care directed to a speedy return to health and customary patterns 

iving. 

Hospital care is already provided under many existing Government and pri- 
Yate insurance programs. It forms a substantial portion of all medical cost 
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although drugs, diagnostic care, skilled nursing care, and home nursing ap 
also important. 

The method by which the Forand bill would cover hospital costs will illustrat. 
how the old-age and survivors insurance system might be utilized for additiong 
forms of benefits, either skilled nursing home care and surgical services, gg jy 
the Forand bill, or other benefits which the committee might want to include, 

Eligibility would depend upon earnings in employments covered under old-age, 
survivors, and disability insurance. Present records of OASDI earnings wou 
be used for this purpose. Upon entering a hospital, an aged patient would pr 
sumably show an OASDI card and would therefore not have to make any yyy. 
ments or prove his financial responsibility. 

Persons once eligible would not lose coverage rights if they moved to a differ. 
ent State or if they severed all connection with their former employers, as under 
many private plans. 

Up to 60 days of hospital care would be paid for in each 12-month period 
Such hospital care would include a semiprivate room and all the hospital gery. 
ices, medical care, drugs and appliances which the hospital customarily furnishes 
its bed patients. A person would be admitted to the hospital only on his 
physician’s referral, as under individual or group plans. The patient would be 
covered for care rendered by any qualified institution participating in the 
program. 

Each hospital would decide whether it wished to enter into the program and 
accordingly negotiate an agreement to receive payment for services rendered 
Under the bill as written, the hospital could not charge the patient additional 
amounts for the services paid for by the insurance program. The amount of 
payment per day of care would be worked out with each hospital according to 
patterns already developed under existing private and governmental programs 
or according to improved methods that might be agreed upon. All hospital 
expenses connected with the care of the OASDI patients would be met in full, 
unlike common practices under public assistance programs. 

The Government would not itself run the hospitals nor dictate the details of 
their administration. It might well require that certain standards be met, as 
suggested in the bill and outlined further below. 


Costs and financing 


The funds to meet approved costs would be provided through additional con- 
tributions to the old-age and survivors insurance trust fund. The bill provides 
for additional contributions on taxable payrolls (one-fourth percent additional 
each for employers and employees and three-eighths percent for the self. 
employed) following established patterns. For a person with earnings up to 
the taxable maximum of $4,800, one-fourth percent additional would equal $12 
a year. Persons with low earnings would pay proportionately less. The self: 
employed would pay at most $18 a year. This is not much to contribute toward 
important medical care insurance for oneself, aged relatives, or potential sur- 
vivors. 

With total taxable payrolls equaling above $200 billion a year, the proposed 
increase in contributions would yield upward of $1 billion a year. The DHEW 
report estimates that health benefits of 60 days for the aged and survivors would 
cost about $900 million in 1960. Skilled nursing benefits would partly offset the 
cost of hospital care so that their net cost is estimated as negligible at the outset. 

The DHEW report does not estimate the cost of benefits that would pay for 
other types of care. An earlier report by DHEW, which we introduced in the 
1958 hearings, estimated that surgical benefits would cost less than $100 million 
a year for the aged and survivors. Even if such benefits now might be estimated 
at double that amount, the total coverage proposed by H.R. 4700 would cost not 
much above $1 billion for each of the next few years. 

For the long run the DHEW report estimates a somewhat higher cost as re 
lated to taxable payrolls, namely about two-thirds of 1 percent. The probable 
cost of health benefits is thus well within the range of other benefits your com- 
mittee has recommended and Congress has approved. Even the estimating prob- 
lems, difficult though they are, are not immeasurably greater. A Federal 
program, with the great advantages of size and flexibility, can undertake with 
out undue risks to give with few exceptions to all the American people an as 
surance that health benefits for the aged will be paid for in the future. 


. 

Grapes? 
: 
on 
3 


lursing ar 


ll illustrate 
Additional 
vices, as ip 
include, 

ler old-age 
Ings would 
would pre. 
e any pay- 


to a differ. 
S, 48 under 


ith period, 
pital sery. 
y furnishes 
ily on his 
t would be 
ng in the 


ogram and 
rendered, 
additional 
amount of 
cording to 

programs 
hospital 
et in full, 


details of 
ye met, as 


ional con- 
1 provides 
additional 
the self: 
ngs up to 
equal $12 
The 
te toward 
ntial sur- 


proposed 
1e DHEW 
ors would 
offset the 
he outset. 
d pay for 
ed in the 
0 million 
estimated 
1 cost not 


ost as Te- 

probable 
rour com- 
‘ing prob- 

Federal 
uke with- 
le an as 


BENEFITS FOR OASI BENEFICIARIES 83 


RELATION TO IMPROVED PATTERNS AND QUALITY OF CARE 


Our members want high-quality health care both before and after retirement. 
They are becoming increasingly acquainted with the nature and value of modern 
medical services. Thanks to the growth of unions in the last 25 years, the 
majority of American wage earners are now in a position to express effectively 
a demand for first rate, adequate care which in earlier years was only faintly 
expressed and too easily ignored. 

The Forand bill is designed to help people meet costs, but whenever methods 
of paying for care are improved, problems of quality are inevitably involved. 

Today, Federal, State and local governments are engaged in certain activities 
that involve responsibility for quality of medical care. They run many hospitals; 
they license physicians, hospitals and nursing homes; they pay for medical 
grvices under various types of welfare programs and direct medical care for 
members of the Armed Forces and their families. They make grants to private 
groups for research and carry on much themselves. 

The major responsibility for improving the quality of medical care resides in the 
health professions themselves. Leading physicians, doctors, nurses, and others 
have through devoted work done much to blaze new pathways of preserving and 
restoring health. The professions as a whole have initiated the development and 
application of standards for hospitals, have encouraged the use of tissue commit- 
tees to reduce unnecessary surgery, and have established specialty boards and 
examinations to raise professional qualifications and designate qualified 
specialists. 

But the responsibilities of high-quality medical care are not translated into 
actuality for a great many Americans. Persons with insufficient training are 
permitted to practice surgery or make diagnoses for which they are not fully 
qualified. Low-standard institutions can operate even though they do not re- 
ceive the professional stamp of approval. Many persons lack personal physicians 
and continuity of care. Shortages of doctors, nurses, and facilities inevitably 
result in long waits and hurried treatment. Such wonderful discoveries as the 


| Salk vaccine are not applied universally. 


The increased ability to afford medical care, already brought about by the 
growth of private insurance and higher incomes, has not necessarily resulted in 
obtaining good quality care. Nor are all doctors above being influenced by 
monetary considerations. Since they are sure of being paid for surgery, some 
unfortunately are not careful to perform only such surgery as is really necessary. 
Some doctors certify that patients need to go into a hospital since that is the 
only place in which insurance will pay the cost of diagnostic treatment. Patients 
more readily agree to go into a hospital when it does not cost them anything, 
although most people prefer to be at home. Doctors, overloaded with patients, 
often prefer to have them hospitalized than scattered in their own homes. There 
have been increased opportunities for those doctors not imbued with high 
ethical standards to make money unscrupulously or to follow easy rather than 
constructive patterns of treatment. 

The large amount being paid for medical services today does not necessarily 
result in the best use of facilities or in high-quality care. 

Commercial insurance companies say quality of care is not their business. 
They are probably right. 

But we think the medical professions might well take more responsibility them- 
selves in eliminating substandard care and securing widespread adoption of 
constructive practices. We think the doctors especially should take responsi- 
bility for promoting a more adequate supply of well-trained medical students 
and other professional personnel in view of the vast and increasing demand for 
g00d services. 

Government programs that involve payment for medical care inevitably affect 
patterns of care. 

Your committee may well want to consider various methods of shaping a 
health benefits bill so that the resulting program will move in the direction 
of furthering high-quality care. We would look favorably on strengthening the 
power of the Secretary gradually to improve standards that would have to be 
met by hospitals and nursing homes if their services are to be paid for out of the 
trust fund. Such regulations should of course be arrived at after consultation 
with an advisory council of professional people and on the basis of standards 
developed by doctors and other members of the medical professions. Another 
Possibility would be to encourage hospital practices, such as the use of evaluation 
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committees, in order to speed return of patients to their homes or to Jog 
expensive institutions. 

You will be told that the provision of health benefits contemplated in thy 
Forand bill would lead to abuses. Now we would be the last to deny that th 
possibility of abuse exists in a health insurance program. To do so would bety 
disregard our vast experience with many types of insurance now in operatioy 
The protlem is how to direct the insurance program in a manner to encourage 
the development of constructive patterns that will prove of benefit to the peop 
covered. This is not easy, but it is definitely possible. It will take the mog 
careful social engineering. We of organized labor pledge our complete cooper 
tion to this effort. We will gladly work with representatives of other ZTOUps 
including the hospital administrators and the medical profession in the develop 
ment of standards and procecures designed to guarantee the highest quality of 
care under the program. 

Fxisting or potential deficiencies in the services for which the Governmen 
would meet the costs should not be permitted to delay providing the Feder 
health benefits the aged so urgently need. Lack of ability to pay for medic 
bills ought not be the determining factor in the amount of medical care received 
Yet today, for many of the aged, lack of financial resources results in healt) 
care that is too little and too late. 


EXPLORATION OF ADDITIONAL TYPES OF BENEFITS 


H.R. 4700 follows patterns established by most private group plans of paying 
for surgical care as well as hospitalization. It adds skilled nursing home care 
following hospitalization to encourage use of less expensive facilities. 

The key benefit of the three is the one for hospital care. Payments for such 
care are included in most existing insurance, and hospital bills loom large in 
many severe or chronic illnesses of the aged. 

Hospitalization is, however, only one element in the complex pattern of good 
health care. The latter includes at least the following elements: 

Preventive care, with early and effective diagnosis. 

Readily available, continuing care for acute and chronic diseases alike, in- 
cluding the services of doctors and nurses, necessary drugs, and therapy. 

Advice and assistance with maintaining independent self-care and with speedy 
rehabilitation after illness. 

The last few years have seen increased experimentation under private insur 
ance with the coverage of various forms of care that are good in themselves ané 
also keep down the costs of hospitalization. We have discussed with experts 
in the field various possible combinations of benefits that would achieve these 
purposes. 

Your committee last year asked the Départment of Health, Education, and 
Welfare to explore hospital and nursing home care. 

We recommend that you now consider two additional types of benefits that 
might be combined with others to provide a valuable pattern for the aged and 
other beneficiaries. While more comprehensive benefits will be recommended 
by some, the ones we are proposing have two advantages. They can be dealt 
with according to reasonably well-established procedures, and they would make 
a very real contribution to the care of the aged without leading to additional 
costs beyond those which your committee might want to consider at this time. 

Two additional types of benefits are: (1) Payment for certain types of 
diagnostic care in outpatient departments of hospitals; (2) payment for care 
by visiting nurses in the patients’ homes. 


Diagnostic benefits 


Diagnostic benefits would support early diagnosis and preventive care. 4 
patient’s physician could prescribe essential tests, such as electrocardiograms 0 
X-rays, without having to put the patient in the hospital and without being 
concerned as to whether he could pay the cost. Serious illness could thus be 
caught at an early stage. 

The bill might specify some of the types of diagnostic care for which paymeti 
would be made, leaving the addition of other types to later recommendations by 
the advisory council. You might consider permitting nonprofit clinics other 
than the outpatient departments of hospitals to be paid for providing such 
diagnostic care. 
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Home nursing benefits 

The home nursing care we have in mind would be provided by professional 
nurses and organized through a responsible agency, such as a visiting nurses’ 
S association, a hospital, or a local health department. Many communities already 
make such professional home nursing care available. Many people much prefer 
being at home and recover faster there. Costs are much lower than in institutions. 


Demonstration projects 

We likewise recommend that you consider the value of a new program of 
Federal grants for demonstration projects on methods of promoting the speedy 
return of the aged to self-care and home care. 

Very dramatic examples exist here and abroad of what can be accomplished 
toward these goals. Care consciously directed toward minimizing the amount 
of hospitalization of the aged has resulted in much shorter hospital stays, more 
effective use of hospital beds, and remarkable success in avoiding chronic 
invalidism. 

The inclusion in a committee bill of a limited authorization for grants for such 
demonstration projects would help to emphasize your committee’s concern with 
the development and application of methods that will both promote health and 
independence and minimize institutional care. 

We recommend strongly that your committee either undertake its own study 
of the desirability and feasibility of providing diagnostic and home nursing 
benefits as part of the OASDI programs, or that it ask the Department of Health, 
Edneation, and Welfare to make such a study, reporting not later than January 1, 
1960. 

No further study is required on the need for Federal health benetits under the 
old-age, survivors, and disability insurance program. But we realize that the 
committee may want further exploration of alternative administrative pro- 
cedures and of the best methods of accomplishing the goal of making good health 
care available to the aged on a reasonable financial basis. 


THE APPROPRIATE ROLE OF GOVERN MENT 


The Federal Government has long been concerned with health problems. 
The U.S. Public Health Service traces its beginning back to 1798S when the 
new National Government assumed responsibility for hospitals for seamen. 
Tremendous contributions have been made to research as well as actual care of 
sick people by the National Institutes of Health, the veterans’ hospitals, the 
nilitary hospitals, the maternal and child welfare programs, the emergency 
medical and infant care program of World War II, and the medicare program, 

When those opposed to proposals such as those in H.R. 4700 express fear that 
the Federal Government cannot properly administer health benefits for the aged, 
let us remember that the American Medical Association and the life insurance 
companies and others followed a similar line back in 1935 with respect to our 
social security program. They said it would be impossible for the Federal 
Governient to administer old-age benefits and keep wage records for so many 
people. This was “socialism’—and it would mean “dog tags” for every citizen, 
threatening everyone's independence. 

A similar cry was raised in 1956, which the Congress wisely discounted in 
enacting disability benefits. You will recall that the Eisenhower administra- 
ion opposed that measure and fought it vigorously, yet today this same ad- 
ministration boasts of the accomplishments under this part of the social security 
program, 

We believe that the evidence on the inevitable shortcomings of private insur- 
ance amply indicates the need for Federal action. The problem is not whether 
the Federal Government can constructively administer health benefits for the 
aged and other beneficiaries but, rather, what are the best methods by which it 
tan once again provide a channel for the American people to do together what 
they cannot do for themselves individually. 

The Forand bill has many wise provisions that should allay fears of Govern- 
ment controls. It provides for an advisory council to be consulted in the de- 
Yelopment of regulations under the general powers given to the Secretary of 
Health, Education, and Welfare. Such an advisory council would presumably 
be supplemented where necessary by direct consultation with spokesmen for 
such organizations as the American Medical Association, the American Hospital 
Association, and the American Nurses’ Association. 
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The bill also permits the Secretary to make use of voluntary nonprofit organi: 
zations to the extent that he determines “that such utilization will contribute jj 
the effective and economical administration of this section.” The organization 
utilized might be some of the present Blue Cross associations, for example, or 
possibly a new group established by the hospitals. This provision should ap 
peal to persons who honestly believe private groups can better run programs of 
this kind than the Government can. 

The program would not impose one pattern nor provide services directly, | 
would merely pay for the costs of care rendered by a wide variety of institutions 
owned and run by many types of groups or by private doctors. Group practice 
prepayment plans, such as cooperatives and labor health centers, could be wt. 
lized by patients, as could any providers of services who were willing to accept 
the obligations and standards of the program. 

The bill does not give the Federal Government authority to tell doctors hoy 
to carry on their medical practice. In the case of hospitals, it contains the 
following paragraph: 

“No supervision or contro] over the details of administration or operation, 
or over the selection, tenure, or compensation of personnel, shall be exercisej 
under the authority of this section over any hospital or nursing home which ha 
entered into an agreement under this section.” 

The major responsibility for developing standards should continue to res 
with the various health professions, including the hospital administrators. Bu 
insofar as they are not able to fulfill their responsibility alone, the Federal 
Government may need to backstop their efforts with specifications for the care 
it purchases just as it now draws up specifications before it buys drugs or 
hospital beds. 

It is tragic that the leaders of the American Medical Association seek to fight 
the Forand bill through a public relations campaign instead of helping us to 
explore constructive methods of meeting the need toward which the bill is 
directed. The AMA has had a way of turning to public relations people and 
expending millions on them instead of discharging fully its responsibility for 
advancing the quality of care. 

Spokesmen for the American Medical Association last year told your con- 
mittee that “any Federal supervision of medicine and hospital care is social- 
ization.” On questioning, they explained that the various veterans’ programs 
fell within the definition of socialized medicine, and also the armed services’ 
medical care program. Workmen’s compensation programs, they stated, do s0 
“to a certain extent also.” The Federal disability insurance program was con- 
sidered very definitely to be leaning toward socialized medicine. (Ways and 
Means Committee, hearings on social security legislation, June 1958, pp. 900-902.) 

If all these programs are properly designated as “socialized medicine,” then not 
only the camel’s nose but at least part of his hump is now within the tent. 
Close to half of all hospital care in this country is financed from tax sources, 
in addition to many other programs already mentioned. Rather than indulging 
in slogans, we believe it desirable to evaluate specific procedures in terms of 
clear-cut need, common experience, and prospective benefits. 

The trend for decades has been in the direction of growing community interest 
in health programs, translated into various types of Government action. The 
public interest, expressed through Government, is bound to keep on increasing 
as more and more people add good health care to their standard of living. In 
many States the insurance commissioners are directly involved because of their 
responsibility for passing upon increases in rates by groups like Blue Cross. 
The commissioners are finding that they must look into types of expenditures, 
methods of determining rates, and even representation on Blue Cross boards, 
in order to carry out their functions properly. 

The American Hospital Association has repeatedly gone on record to the effect 
that “retired aged persons face a pressing problem in financing their hospital 
eare” and that “Federal legislation will be necessary to solve the problem satis 
factorily.” Undoubtedly, spokesmen for the AHA will give you the complete 
statement adopted by its house of delegates in August 1958. These representa- 
tives will also of course explain its misgivings about the specific bill before the 
committee. 

We shall examine with open minds any alternative proposals for Federal 
action which the American Hospital Association or others may make. 

Through the years, a variety of plans have been suggested for utilizing Federal 
funds for health care of the aged. Some have been shaped in the hope of 
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avoiding any close contacts between the Federal Government and the hospitals. 
But is it not probable that any form of Federal action likely to be developed 
and adopted by the Cungress will have to carry safeguards concerned with 
honest and efficient use of funds and the maintenance of at least minimum 


standards of service? 
THE AGED DESERVE ACTION NOW 


The men and women who are in their declining years today have earned a better 
deal than they are getting. They have lived through a very difficult period, 
characterized by a series of depressions, two World Wars, and tremendous 
changes in economic and social conidtions, It is no wonder if many of them 
have not been able to provide individually for incomes in their years of retire- 
ment that are adequate to pay for steeply increased medical costs, as well as 
other higher priced necessities. 

We realize that it may be impossible to secure action this year by both the 
House of Representatives and the Senate. But surely the Congress should not 
wait beyond next year. The problems of the aged are acute. As it has long 
heen said, justice delayed is justice denied. It is even more true that health 


F delayed is health denied. 


We appreciate the many pressing problems with which your committee must 
deal. But we strongly recommend that you plan to complete your study of these 
issues, including such additional hearings as may be necessary not later than 
early 1960, so that the Senate, too, will be able to act on the measure next year. 


Mr. CrurksHank. Thank you. 

We have now had 24 years of experience with a nationwide social 
insurance system in the United States. I don’t believe that there is 
any thoughtful person who would today say that it 1s not a success 
aud not a going concern. It has from time to time been broadened 
and improved and each time, of course, those developments, those 
improvements, have been worked out in main by this committee with 
its constitutional responsibility to initiate legislation of this kind. 

It must be a matter of genuine gratification to you, as I know it is 
to those of us who have had any small part in working out these pro- 
posals, to know that now over 11 million persons who are age 62 and 
above are receiving monthly benefits each month, which they receive 
asa matter of right without any means test, without any interroga- 
tion into their private and personal affairs. 

The average monthly primary benefit is now $72, which is $6 more 
than it was a year ago, as a result of the amendments initiated in 
this committee in 1958. So, when we are talking about the social 
insurance system and the social insurance approach, we are talking 
about a going concern and one of nearly a quarter of a century suc- 
cessful operation behind it. 

It gears in with a number of other programs that we have—State and 
local and private. 

We have, as you know, a Federal-State program of unemployment 
compensation, which, while it has many inadequacies and shortcom- 
ings, does a major job to cushion the period of periodic recessions and 
tomeet the personal and social needs of the aii ip. population of our 
country. 

We have a network of State workmen’s compensation programs 
which compensate for the loss of time and the loss of earning power 
and compensate in the event of death on a job—related injury, acci- 
dent, or illness. In fact, we have a program that is made up of many 
component parts and which, taken on the whole, gives pretty broad 
protection for the working people of this country. 
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I tind myself directly criticizing the programs when I am before his 
committee and elsewhere, but oddly enough, sometimes when foreig 
delegations and workers from other countries come to my office, as they 
frequently do, I find myself saying things that might surprise soe 
of you gentlemen, because when they tell us that they have so much 
better social insurance systems abroad, I find myself defending ow 
system here, and I think it can be defended. 

I think in the main our country has undertaken a very worthy effort 
in underpinning the worker and his family against the major eo». 
tingencies that are characteristic of » modern industrial society. 

There is one major gap and that is the cost of illness, particularly 
as it affects older people, and in our view this H.R. 4700, which is noy 
before your committee, 1s a proposal to fill this major gap in the pro- 
tection against catastrophe that can come to people, and it comes ty 
them with particular severity in their older years. 

There is a role for public assistance, which of course this committe 
has also recognized. 

We in the AFL-CIO, along with our friends in the welfare field, 
have always felt that the first line of defense is social insurance, and 
I think that that is a policy which has now been pretty much accepted 
as a policy by our Government, but there always needs to be a second 
line of defense. 

There are people who for various reasons will not meet the require. 
ments. There are people who have special needs, people whose pecu- 
liar circumstances accentuate or aggravate the needs which have been 
contemplated in the social-insurance acts, and therefore will need 
supplementation or help of one kind or another, and the public assist 
ance program is a second line of defense. 

Unfortunately, in the area of medical care for older public assist 
ance, as far as governmental programs go, is still left as the first lin 
of defense, and with the result that people have to become pauperize 
and they have to be submitted to the indignities of the means tes 
before they are eligible for the medical care that is available unde 
this part of the program. 

Leaders of the American Medical Association talk glibly of th 
opportunities of free care open to the people they call the medical 
indigent, but people should not be forced by high medical bills to us 
up their savings and thus become medically indigent, nor should the 
be forced to undergo the means test which may be applied by publi 
clinics or hospitals where care is theoretically available to them. 

Then we know that when the care is available, often it is not of th 
very highest quality. We know that very much is being done by med 
ical and professional societies, and by individual doctors and by hosp! 
tal administrators to improve the quality of medical care under th 
public assistance program, but still we know, and many authoritie 
could be cited to show, that the quality of this care is not of the best. 

Those who have opposed and who will oppose the proposal containe 
in the H.R. 4700 do not do so on the grounds that there is no problem fo 
older people. They can’t deny the statistics that show the growin 
proportions of older people among our population and they can 
honestly say that these people are inde elite and self-supporting ! 
all instances or that it it possible, particularly for working people, t 
lay aside enough during the working years of their lives—while the 
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also carry the burdens of rearing and educating a family of children— 
‘o care for themselves on their own initiative and under their own re- 
sources exclusively in old age, but they tell us that there are other pro- 
nosals that are better proposals than this one. 

Well, if they were better we would be willing to accept them because 
inour view the problem is the problem of these people, but we are not 
convinced, and I believe that the evidence will show, that the alterna- 
tive proposals are not as good as the approach that is contained in 
H.R. 4700. 

Let’s look for a moment at the shortcomings of private insurance 

inthis area. Now the commercial insurance companies will doubtless 
sive you a list of many different types of policies that are now avail- 
able, but they have yet to produce evidence that these policies are in 
fact being bought to an extent that results in widespread and compre- 
thensive protection. 
It is difficult to get numbers, but from one insurance company after 
Fasaturation campaign I got a figure from them on the number that 
‘they have sold in New York, and that number in absolute numbers 
was impressive, but when you figure it out, it is 1 in 18 of the people 
aged 65 and over in New York. 

Now a program that takes care, even in its inadequate way, of 1 
out of every 18 isn’t the kind of an approach that can be offered as a 
solution. Many of their projections are really crystal-ball gazing. 

They tell us that there is a certain percentage this year that are 
covered, and that by 1965 there will be another percentage covered, 
and by 1970 practically everybody that wants social security will be 
covered, but these figures and projections result from disregarding 
important parts of the population. 

For example, they assume that the substantial proportion of the 
‘older people now receiving old-age assistance are not interested in 
private health insurance and can therefore be ignored, and that is 
the way that they arrive at these impressively high percentage figures. 

We know that today not more than two out of five aged persons 

have any form of health insurance protection and we know also that 
the rate of growth in the extension of private health insurance pro- 
tection has slowed down to a point that indicates we may have reached 
the saturation point, and in fact the figures included in the report 
submitted to your committee on hospitalization insurance for OASDI 
beneficiaries by the Secretary of Health, Education, and Welfare in 
April shows, if you will refer to the chart on page 44, that the 
percentage of people covered by private insurance has dropped in 
1958, slightly, it’s true, from about 72 to 70 percent, but in view of the 
fact that even before that the rate of increase had slowed down, this 
may very well indicate that the saturation point has been reached. 
' Whether it is or not, it is a figure that seriously challenges the 
crystal-bill gazing on the part of those people who so glibly assure 
us that by 1970, if everything is just left alone, the problem will be 
taken care of. 

These individual commercial insurance policies are expensive, partly 
because they must be handled individua ly. Each firm has its own 
sales force, its own records and staff, its own reserves, and all of these 
things which tend to make it expensive. 
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Also, the policies cannot be related to earnings, but are relate 
directly to the risk and are therefore fixed regardless of the incon, 

We know that if you look at the cost of these policies and then log 
at the income of people in the upper age groups, the cost is prohib. 
tive, even if the policies offered the protection that was real and geny. 
ine protection. ‘Three-fifths of all of the people over 65 have an jp. 
come of less than a thousand dollars annually. That was in 1957, 

Now if you take this Mutual of Omaha widely advertised scheme 
$8.50 a month, with all its limitations, for a couple that represents 
more than 10 percent of the income of the old people of the Unite 
States. 

We cannot expect people to carry insurance at the rate of 10 percent 
of their income, and particularly when it is so limited—31 days in the 
hospital at $10 a day maximum. ‘There is nothing in the policy that 
tells them where they can find a $10-a-day room. I do not knoy 
where it exists. Yet this is offered as something which is the solu. 
tion of this problem which everyone admits exists. 

Group insurance may do a little better, but group insurance has 
reached only a small part of the aged. Only one-third of the 40 per 
cent of the aged with some protection have this particular form of 
group insurance. Group insurance also is typically based on the plac 
of employment. The big groups that come in are the employed groups, 
and when one retires and ceases to be a member of an employed group, 
characteristically he ceases to have the group coverage. 

About three-fourths of those in group insurance are under nego- 
tiated plans or those unilaterally instituted by the employer. In 
other words, of the widespread group insurance that we hear so much 
about—as if it were everybody’s individual choice, which it is not- 
about three-fourths of it is employment-based insurance, and when 
the employment connection ceases in most cases the insurance relation: 
ship ceases. 

or example, in a study of 300 typical negotiated plans carried by 
the U.S. Department of Labor it was found that one-quarter of the 
plans covering one-third of the workers continue coverage after re 
tirement by the individual option of the employee, but only half o 
these, which means one employee out of six, has the protection paid fo 
and continued by contributions by his employer, so that it is 1 
wonder that these group plans, useful as they are, valuable as they 
have been, cannot be offered or brought forward seriously as a meant 
of meeting the problem of the older people, particularly after they 
reach retirement. 

Some of our unions have been able to negotiate plans that continu 
these protections after retirement on a contribution by the employer 
but when we do it is invariably at the price of some other sociallj 
valuable protection. 

For example, I think that one of the weakest points in our nego 
tiated welfare and pension plans is protection for widows today 
Very few of our pension plans provide protection for the widow afte 
the working member has died, and yet we know the life expectancy 
both because of her younger years normally and because of hel 
longer life expectancy on the mortality tables, the odds are thal 
widows will survive their working husbands for a number of year’ 
Yet many pension plans, characteristic pensions plans, leave out th 
protection of the widow. 
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. relate Our social security program leaves the widow with only three- 

incon, of the primary benefit when the working member dies. 

. onli } When we come up for improvement of these plans and ask for 


improvement and protection of health and welfare plans and pro- 


and genv. pose to employers that they extend the programs beyond retirement 
Ave an lt HF aoe, it is at some cost of some such protection like that that I have 
1 1957, cited for the widows that usually goes down the drain if we get it, 
| scheme at iso that in those places even where we have attained this, it is at the 
het Baa cost of some other highly desirable and socially useful type of 
he Unitel protection. 

Employers also naturally hesitate to commit themselves to costs 

10 percent fF} which in a sense are open-end costs. They see the rising cost of hos- 
lays inthe  pitals, the rising cost of hospital and nursing-home care, and they 
rolicy that F) don’t know just what they are committing themselves to when they 
bey knov F agree to take care of the retired persons on this. 
3 the sol: FF “One plan has been advertised and talked about a good bit. I don’t 

_B mean advertised in the sense of being published for other people, but 
h ance his F talked about a good bit. That is the major medical plan of the Gen- 
a Per’ F eral Electric Co. and it has been praised by some as a model, but 
« the pla : ae in at this plan, recognizing that it is better than many. Let’s 

ook at it. 

ed groups F Even though the ceiling on lifetime benefits under this plan has 
yed group, F recently been raised substantially, it is still $1,000 for a couple when 
q the retired employee has 10 to 15 years’ employment with the company. 
vi ° | In other words, while they have some hospital and medical pro- 
yer. 1 pp tection for the whole extent of their life, the life expectance of, 14- 
ri So much & odd years for a man and 17 for a woman at the age of 65, they 
”q — can’t expend over $1,000 in that whole period for medical care 
- Wiel §) without exhausting their benefits under this plan which has been put 
6 relation: forward as a model. 
ariel No couple can receive more than $1,500 in health benefits, even 
tan of after a lifetime of work for General Electric. In both cases five 
meet hundred dollars’ worth of life insurance protection is lost if the full 
iy half o amount of the health benefits is drawn. 
y ha P Just look for a moment to see what this does to medical care for 
n paid for & the older people. 
Sig They have some small ailment, say, at the age of 67 or 68. They 
ae fear that it may mean hospitalization, but if they use up that thou- 
- rs sand dollars, they have then exhausted all of their medical care under 
utter they F this plan for that dread time which we so easily talk about as termi- 
pene nal illness—a hard phrase, but they have to look forward to it real- 
engl istically—and if they us up this thousand dollars there will be nothing 


left for those last hard bitter days, and if they use it up then there will 

oe ting left in their life insurance protection for the survivor who 
ert, 

_ This is a hard choice to be forced upon people, and yet this plan 

is better than many. Not only that, it discourages in the most effec- 


socially 


our nego- 
ws today. 


ion tive way possible any preventive care. It means that they will try to 
cp ' 1 brush aside the smaller little ailments which should be caught early 
of h that and which should be treated early if serious illness and suffering is 


going to be prevented in the later years. They are going to hoard 


read Swaps dollars’ protection, and it is only natural that they 
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Yet this is the kind of a program that is Eater» as an alterna. 
er a social-security type 


tive to this proposal to take care of people un 
of protection. 

When we come to the Blue Cross experience and the nonprofit 
groups, there are serious shortcomings there. We have nothing 
against Blue Cross. Blue Cross has done a marvelous job in many 
ways to help our people meet these problems, but Blue Cross is up 
against the competition of commercial insurance. 

Commercial insurance is going to adjust its charges to the risks 
involved to any group experience rating and this is only natural. 

If there is a group of young employees over here, let’s say, in one 
of our newer electronic enterprises where young people have gone in 
and the average age is 30, 35, or 40, and they have a low health risk, 
a commercial insurance group is going to offer them protection at a 
low rate, and this is only natural, because they have to meet compe- 
tition. 

Now, Blue Cross is going to have to meet that same competition, 
but Blue Cross has attempted to meet the problems of the whole com- 
munity, including the older people in the high-risk groups. 

However, Blue Cross also wants to have this group of young work- 
ers, so Blue Cross is being forced into experience rate adjustments. 
The consequence is that the nonprofit das, like Blue Cross are more 
and more being forced into the position where the commercial insur- 
ance companies will take the cream of the risks and Blue Cross be left 
with the high-risk group. 

Among the highest risk group are the older people and the aged 
people, and these forces at work mean that Blue ares may be left 
with the old people, the halt, and the lame, and the others, and they 
can’t keep their rates down under those circumstances to the point 
where their policies will be purchaseable by people at the time they 
also have a reduced income. 

In other words, both in commercial insurance and nonprofit in- 
surance there are inherent built-in weaknesses which mean they can- 
not, no matter how much they want to, take this high risk group of 
the older people. Some scheme must be developed which does not 
mean the old people carry the burden of the old people. The problem 
of the older people is a community burden and whether it is carried 
by private insurance or public insurance, it must be by some device 
that enables the entire community to carry the burden. : 

As I have pointed out, with the competition of experience ratings 
existing, both in commercial carriers and in Blue Cross, forcing them 
to chip off bits and bits of people by the experience rate they have, 
you will end up by any program you have other than the social secu- 
rity iat with the old people carrying the burden of the old 
people. 

Secretary Flemming yesterday talked about the preferability of 
meeting this problem through nonprofit and through commercial 
insurance or voluntary insurance programs, and reading his testimony 
carefully, it leads one to believe that he believes that there 1s some 
particular virtue in private insurance as against public insurance. 
don’t know that there is. 

It seems to me that the real question is which can do the job better, 
and we maintain that these inherent built-in characteristics of vol: 
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unitary insurance are such that they will inevitably end with the old 
ple carrying the burden of the old people, and it is therefore 
self-defeating. 

The nonprofit insurance, the Blus Cross and others, as well as the 
commercial insurance, now bear this common characteristic and it is 
impossible for this vehicle ever to be used successfully to meet this 
problem. This I don’t believe Secretary Flemming recognizes. He 
doesn’t recognize the inherent characteristics of nongovernmental in- 
surance that puts on it this frightful limitation, and he is telling us 
then to wait a little while. 

In other words, he is saying in effect, “If you will just wait a little 
while, this hippopotamus is going to learn to fly. Just give it time.” 

But the hippopotamus is never going to learn to fly. It is just the 
nature of the beast. 

And nongovernmental insurance is never going to learn to carry 
thisburden. It is just the nature of the beast. 

There are important social effects that would flow from the enact- 
ment of such a proposal as the Forand bill. There are five of them 
that are cited in my statement here and I will review them briefly. 

First, it would ease the financial problems of hospitals by provid- 
ing payment for much of the care that now they must give to char- 
ity cases without charge, or at rates far below cost. This is an 
increasing burden to hospitals. This bill would relieve the hospitals. 

Second, Blue Cross plans would be relieved of the high cost load 
and therefore could hold down their rates and compete more effec- 
tively with commercial insurance plans. 

In other words, gentlemen, I submit that if this bill were to become 
law today, rather than putting an end to the voluntary insurance pro- 
grams like Blue Cross, it would mean their continuance. It is the 
one thing that can save them from disaster. 

Third, it would relieve private welfare organizations and Govern- 
ment agencies of a welfare load now financed by taxpayers. 

We saw how, when the amendments of 1950 were passed to the 
Social Security Act, which was the biggest forward step in the benefit 
structure, benefits were improved by an average of 77 percent, both 
for past and future beneficiaries, and from that time on the public 
assistance load has gone steadily downward, relatively speaking, while 
the OAST load has gone up. 

In short, we are asking for a payroll tax-supported plan which will 
relieve the public assistance and the public charities of this particular 
burden of the older people. 

Fifth, the measure would force greater attention by the medical 
profession and the community to the present relation in quality and 
the kind of care being given. 

Now, I want to skip over the part in my testimony that describes 
the operation of the program, because I think you are familiar with 
that, and summaries will be submitted for your committee, but I want 
to speak about this matter of costs, and I wish to address myself to it 
particularly in view of what Secretary Flemming said yesterday 
about costs. 

In the first place, I would like to present a breakdown of the costs. 

Secretary Flemming gave you figures, I believe, as to what the 
shortrun and the longrun costs would be of this program, and I 
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believe that he estimated that in the year 1960 the total cost in millions 
of dollars, would be $1,120 million. This is broken down as follows: 
$860 million would be hospital benefits ; $13 million for nursing hom 
benefits ; $193 million for surgical benefits; and the cost of administra. 
tion, $53 million. 

I don’t know whether these are correct costs or not, but I do know 
that generally speaking, over the years we have been able to rely 
pretty much on the accuracy and the integrity of figures that have 
come out of the Department of Health, Education, and Welfare, and 
I believe that is still true. 

He presented that shortrun cost as representing 0.53 percent of 
payroll. This would be just a little in the red from the provisions of 
the bill which provide for a 0.5 percent increase on the payroll tax. 

However, in the long run he presented higher costs, and he pre 
sented that in terms of a 0.79 percent of payroll on a level premium 
cost. That is broken down as follows: Hospital benefits, 0.63 per- 
cent; nursing home benefits, 0.01 percent; surgical benefits, 0.12 per- 
cent ; and cost of administration, 0.03 percent. 

Your reaction may be to this, and the question can well be raised, 
“Here is a bill which proposes a 0.5-percent increase in the payroll 
tax for all except the self-employed, which imposes a 0.375 increase.” 
Yet the overall long-term level premium figures of cost are 0.79 per- 
cent, and this appears to leave a deficit of 0.29 percent. 


However, that can very easily be balanced out. Between the $4,800 
ceiling on payroll taxes now imposed and $6,000, there is 23 percent 
of the payroll of covered workers of me under social security. 


If you just apply the present social security tax schedules plus the 
amount proposed in the Forand bill up to the $6,000 limit, tax that 
other 23 percent of payroll and make no other adjustments except 
the automatic adjustments in cash benefits that would result from 
increasing the wage base you make a gain of 0.33 percent of payroll 
on a long-term level premium basis. 

Subtract that from your 0.79 cost which the Secretary submitted 
yesterday and you have a net cost of the Forand bill of 0.46 percent, 
well under the cost estimate, so that the cost estimates submitted by 
the Secretary, which we will take at their face value, are not at all 
frightening, and by raising the wage base to $6,000 you are only 
going about halfway toward covering all of the wages which were 
covered in 1935 when the Social Security Act was passed. 

The Cuarrman. Mr. Cruikshank, I didn’t notice carefully. You 
have run over your time just a little. There are about 8 minutes 
remaining. 

Mr. CrourxsHank. Thank you, sir. I would like to use that time 
- speaking about the relation of this program to improved quality 
of care. 

We recognize that today many Federal, State, and local govern- 
ments are engaged in activities that involve responsibility for quality 
of medical care, and this is inescapable. This has been historically 
true from all the longtime interest of the Federal Government 1 
the matter of the quality of medical care since the very founding of 
the U.S. Public Health Service. 

Your committee will well want to consider. various methods of 
shaping health benefit bills so that the resulting program will move 
in the direction of furthering high quality of care. 
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We recognize that this isn’t just a matter of quantity, getting hos- 
pitalization, and surgical benetits, and nursing home care out to w 
millions of people. It is a question of the quality of medical care 
that is given. 

You will be told that the provisions of health benefits contemplated 

inthe Forand bill will lead to abuses. We would be the last to deny 
that the possibility of abuse exists in a health insurance program. 
It exists in the present programs. The possibility exists whether 
you have a private insurance program or a governmental insurance 
rogram. 
To deny this would be to fly in the face of our many years of ex- 
perience in this whole field. But the problem is to design your insur- 
ance program so that it lends itself to encouragement of quality of 
medical care rather than to the deterioration. This is not easy, but 
it is not impossible, and I don’t believe this Congress or the American 
people are ready to shy away from a problem just because it 1s not 
easy. 

If it is necessary and if it is possible, we tackle the job and get 
it done. 

We believe your committee will want to explore additional types of 
benefits. Hospitalization is important but hospitalization is only 
one element in the complex pattern of good health care, and we think 
that you may want to well contemplate, as you continue to study this 
proposal, the following elements: 

1. Preventive care built into this program, providing early and 
eflective diagnosis. 

Ls Readily available continuing care for acute and chronic diseases 
alike. 

3. Advice and assistance with maintaining individual self-care and 
with steady rehabilitation for people after their illnesses. 

Two additional types of benefits that you will want to consider 
particularly are, I believe: 

(1) Diagnostic benefits: Diagnostic benefits would support early 
diagnosis and preventive care. A patient’s physician could prescribe 
essential tests, such as electrocardiograms, X-rays, and so forth, with- 
out hospitalizing his people. 

(2) Home nursing services: In our consultations with members of 
the medical profession, we have found without exception a great deal 
of reliance placed on the high quality of the existing home nursing 
Services, aa they have advised us that much could be done by pro- 
viding home nursing services as an additional benefit, which would 
have also the effect of reducing the cost. of the home program. 

Then I believe that you could well add demonstration projects in a 
few key points that would enable the medical profession and the hos- 
pital administrators to experiment with different kinds of approaches 
to this very complex problem so that they could from time to time 
come back and report to you on additional changes that would be 
needed to be made in this new social security problem. 

No further study is needed or required to show that the older people 
have a problem. No further study is needed to show that this is 
acute, it is pressing, and it calls for action now. The Forand bill 


has many wise provisions in it that should allay the fears of Govern- 
Inent controls, 
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One, it provides for an advisory council to be consulted in the ée. 
velopment of regulations, such as are required by the act, and 
this members of the medical profession should sit, hospital adminis. 
trators should sit, and people who represent the consumers of hospital 
services should sit. 

It also permits the Secretary to make use of voluntary nonprofit 
crganizations in the administration. 

The existing machinery of Blue Cross could be very well integrated 
into the administration of this whole program and we believe that 
their vast body of experience anc their trained core of skilled workers 
should be utilized to the utmost in the administration of this program, 

If I have just a moment before I close, 1 would like to speak ofa 
letter which we received recently from a doctor friend. In fact, we 
received several copies. It is called a legislative alert and I think 
it may explain to you gentlemen some of the mail that you are nov 
getting. It was sent by Dr. Louis M. Orr, president of the Americar 
Medical Association, and I am informed that it was sent to every 
doctor in the United States. It is called the legislative alert, and i 
encourages, and in fact it encourages in the strongest way, let us say, 
every doctor to write his Congressman, write the members of this 
committee, especially the chairman, telling them of their opposition 
to this “dangerous and gravely harmful precedent.” 

They don’t say in this letter what is wrong with the Forand bill, 
and I want to comment on that for a little bit. 

I am just telling you now why you may have received some of this 
mail. They don’t say what is wrong with it, but they do say that 
if this bill is passed, then it would be the first step to the Federal 


Government running medicine, the Federal Government operating 


the hospitals, and, above all else, the danger of national health 
insurance. 

In other words, it isn’t just this bill that is wrong, but what it is 
going to lead to. A causes B, and B causes C, and on down to G, 
and when you get to X, the king’s whiskers are going to be cut of 
or some horrible calamity. And the doctors are put on the alert. 

But the interesting thing is this: This letter, dated July 7, calls 
for immediate action, and it says to be effective your letters must be 
sent in immediately. Action is vital now. 

Then they go on to say in the July 13 issue of the News of the 
American Medical Association the reasons for opposing the Forand 
bill will be provided you. 

In other words, doctors, proceed with the treatment. Go ahead 
with the operation. The diagnosis will follow later. 

(Letter referred to follows:) 

AMERICAN MEDICAL ASSOCIATION, 
Chicago, 1U., July 7, 1959. 
LEGISLATIVE ALERT 


Dear Doctor: U.S. Representative Wilbur Mills, chairman of the House Ways 
and Means Committee, has announced that the committee will conduct hearing: 
on the Forand bill, H.R. 4700, beginning July 13. These hearings are schedule! 
to continue for 5 days. 

As you know, this legislation would establish a dangerous and gravely hart 
ful precedent that would undermine the patient-physician relationship and 
would open the doors to the eventual socialization of medicine. Under this 
legislation, some 16 million persons eligible for social security payments would 
be entitled to receive hospital, surgical, and nursing home treatment under ! 
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program run by the Federal Government. Should this bill become law, its 
proponents would then undertake an allout drive to extend compulsory national 
health insurance to all segments of the population. 

Consequently, it is urgent that you contact your Congressman immediately, 
asking that he register your opposition to the Forand bill with the members of 
the House Ways and Means Committee. Please ask him to urge the committee 
to oppose this bill. 

To be effective, this must be done immediately. Action is vital in the next 
2 weeks. 

Please write, wire, or telephone your Congressman now, and urge your friends 
to write also. In any written communication—either letter or telegram— 
please send a copy to Congressman Mills. 

A description of this bill and detailed reasons why it would be harmful to 
the Nation and to the practice of good medicine will be contained in the AMA 
News dated July 18. 

It is our responsibility to speak out now, the sooner the better. This is 
essential if we are to continue the sustained and heartening progress that we 
are making toward our fundamental goal: The best possible health care for 
every American, emphatically including the older citizen. 

Sincerely, 
Louis M. Orr, M.D., 
President, American Medical Association. 


The Cuairman. Mr. Cruikshank, you have consumed your 45 
minutes. 

Mr. CrorksHank. My 45 minutes are up? 

The CuatrmMan. Yes. 

Mr. CrurksuHank. I will end on that note with just a word by 
saying that we are glad that the members of the American Medical 
Association don’t practice medicine like that. 

Thank you very much, Mr. Chairman. 

Could we also add to the record the full resolution of the AFL-CIO 
Second Constitutional Convention in support of this and a statement 
adopted by the executive council on obrcaiy 19 of this year, and a 


summary of the bill as we analyze that? 

The Cuamman. Without objection, that will be included at this 
point in the record. 

Mr. CrurKsHank. Thank you. 

(Information referred to follows :) 


RESOLUTION No. 85—OLp-AGE, SURVIVORS, AND DISABILITY INSURANCE 


Adopted December 1957 by the Second Constitutional Convention of the Ameri- 
can Federation of Labor and Congress of Industrial Organizations 


Labor’s legislative accomplishments are reflected in the monthly benefits being 
received under old-age, survivors, and disability insurance by 11 million people. 
The program continues to be soundly financed and economically administered, 
paying benefits related to earnings as a matter of right from trust funds built 
up through specified contributions. 

Increases in monthly benefit amounts are badly needed to offset higher living 
costs and permit more adequate levels of living. A new program is required to 
ineet the costs of medical services which weigh very heavily on the aged and on 
widows with young children, groups who are least able to obtain protection 
against these hazards through private insurance. After the AFL-CIO Execu- 
tive Council had urged that legislation to meet these most urgent needs be given 
priority by Congress, a bill for this purpose, H.R. 9467, was introduced by Con- 
sressman Aime J. Forand of Rhode Island. 

The Forand bill would, among other things— 

AL Increase all primary monthly benefits by 10 percent on the average, 
giving present beneficiaries $5 to $10 more. 
2. Liberalize ceilings on total family benefits. 
44432—59——__-8 
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3. Raise the maximum amount of annual earnings counted for contrib). 
tion and benefit purposes from $4,200 to $6,000, thus permitting highe 
benefits and increased collections to help finance other improvements, 

4. In calculating “average monthly earnings” let each person drop 1 
additional year of low (or no) earnings for every 7 years he has worked 
in covered employment. 

5. Pay for 60 days of hospital service for all persons eligible for old-age 
and survivors insurance benefits. 

6. Pay also for their surgical services and for skilled nursing home care 
after hospitalization. 

7. Increase contribution rates of employers and employees by one-half 
percent each and of the self-employed by three-fourths percent to cover the 
estimated additions to costs. 

Many other bills are also awaiting action by Congress, some of which ar 
in accord with established labor policy for liberalizing old-age and survivors 
insurance. Others would abolish the retirement test, thus running counter to 
the accepted principle that old-age, survivors, and disability benefits are intended 
to replace lost income. Such action would cost as much as the improvements 
in the Forand bill but would mean far less to the majority of beneficiaries who 
are unable to earn more than the present limit of $1,200 a year. 

Enactment of long-term disability benefits, in spite of opposition by the Eisen. 
hower administration, was one of our major legislative accomplishments in 1956, 
The program, which was adopted in the Senate by a two-vote margin, represents 
a compromise but has already resulted in the award of cash monthly benefits 
to more than 100,000 persons aged 50 or over who are unable to engage in any 
substantial gainful employment. Persons under 50 are not included, though we 
sought to protect them, nor are dependents’ benefits available. 

Many disabled persons have been found ineligible either for disability benefits 
or for the disability freeze, which avoids reduction of retirement benefits. 
Denials arise from the stiff employment requirements, from the act’s definition 
of disability, and from its overstrict interpretation by the administration and by 
State agencies which actually make the determinations. 

Denials of benefits under the Government program are in some cases affecting 
interpretations under private plans achieved through collective bargaining, even 
though definitions differ. 

Since the disability trust fund already had assets of half a billion dollars, 
more liberal policies can be financed without a higher contribution rate. Many 
bills have been introduced in Congress directed at broader disability provisions. 
Therefore be it 

Resolved, That in line with labor’s historical position, we support continued 
development of the old-age, survivors, and disability insurance system to provide 
more adequate benefits, to cover more people, especially those not under any 
form of social insurance, and to give protection against short-term as well as 
long-term disability. | 

We urge prompt consideration and enactment by Congress of the Forand bill, | 
H.R. 9467, to raise monthly benefits by 10 percent, increase the earnings ceiling 
to $6,000, and add benefits to pay the cost of hospital, skilled nursing home, and 
surgical services for the aged and for widows and young children. We support 
the bill’s proposals to increase contributions to pay for the new benefits, since a 
soundly financed social insurance system is a good investment for our members 
and the Nation as a whole. 

. We support other amendments previously favored by organized labor, such a8 
permitting women to receive regular benefits at age 60, increasing the primary 
benefit for each year of continued employment past 65, and providing higher 
amounts for aged widows. 

We believe that men under age 65 who cannot work or cannot find steady 
employment should be protected through more liberal provisions in regard to 
disability insurance and through extended unemployment benefits. Such meas- 
ures are sounder than the reduction of the retirement age for all men to 60, which 
would be a great expense to the trust fund. 

We urge persons who are supporting repeal of the retirement test instead to 
join us in seeking amendments that will raise benefits for the great majority of 
the aged who are unable to earn more than the $1,200 a year now permitted. 

We reaffirm labor’s position that the program of long-term disability should 
provide for workers at any age who are unable to engage in any substantial gail 
ful employment. We support the addition of dependents’ benefits for those el 
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titled to disability payments. We believe that the employment requirements 
should be relaxed, especially those resulting in the exclusion of workers whose 
disability prevents their employment in the years before its permanent nature 
can be established. If the stringent administrative rulings, which we do not 
feel are necessitated by the definition of disability, are not corrected by the Fed- 
eral and State agencies, it will be necessary to ask Congress to amend the defini- 
tion, The Federal agency should be given full authority to make determinations 
as it does for other types of benefits paid from Federal funds. 
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grareMENT ADOPTED BY THE AFL-CIO ExecuTive Counct, Frsruary 19, 1959, 
In SUPPORT OF THE FoRAND BILL, H.R. 4700, PRovipING HEALTH BENEFITS FOR 


THE AGED 


The nationwide interest in the Forand bill has further demonstrated the need 
for making hospital care and nursing home service available to social security 
beneficiaries. The high cost of medical services should no longer be permitted to 
bar older people and widows from required health care. 

We urge the Ways and Means Committee of the House of Representatives to 
proceed at once with hearings on H.R. 4700, introduced this week by Congress- 
man Aime Forand, so that legislation may be enacted this year. Experience 
under collective-bargaining plans and other forms of voluntary insurance and 
the findings of recent studies provide a sound basis for Federal action without 

further delay. 

_ Other organizations, like our own, are prepared to present the committee 
with recommendations on practical provisions for making hospital care and 
related benefits available through the mechanism of social security in ways that 
will promote good care, speed rehabilitation, and assist hospitals to meet in- 
' creased demands for service. 

Proposals advanced by organized medicine and the commercial insurance in- 
dustry as alternatives to the Forand bill are grossly inadequate and unfair to 
older people. Only prepayment during years before retirement can make exten- 
sive and lasting health insurance available to the great majority of the aged. 
Today, only two out of five have any insurance whatever, and much of it carries 
very limited benefits which can be canceled any time or run out when lifetime 
dollar ceilings are reached. 

We further urge the Congress to increase the social security benefits to more 
adequate levels, especially through lifting the earnings ceiling from $4,800 to 
$6,000 and by computing the benefits of persons with many years of coverage on 
their years of highest earnings. 

As in the past, we support adequate financing of the program. We welcome the 
mee of its current financial soundness by the Advisory Council on 
Financing. 


SuMMaRY oF HEALTH BENEFITS UNDER OLD-AGE AND Survivors INSURANCE 
PROPOSED IN THE ForAND Bit, H.R. 4700, IntRopucep Fesruary 18, 1959 


1. THE PROPOSAL 


To amend old-age and survivors insurance so as to provide insurance against 
the cost of hospital, nursing home, and surgical services to all those eligible 
for old-age survivors benefits or who would be eligible if they applied. This 
bill is virtually identical with the health benefits amendments proposed by 
Congressman Aime J. Forand in 1957 as part of H.R. 9467. 


2. ITS PURPOSE 


As people grow old, they need more medical care but usually have less money 
to meet its rising cost. Most of them cannot get adequate protection through 
Private insurance, and a severe disability may mean financial disaster. 

Individual health insurance policies are expensive; they usually exclude a 
Preexisting condition; they may be refused or canceled. Group insurance also 
'§ unavailable to most retired persons and aged widows since they have no 
employment connection such as normally is required. 

Young widows and children similarly have low incomes and little opportunity 
to obtain private insurance. 
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Many hospitals have constant and serious financial difficulties because they 
have to provide free service to these people. Private charities and public as 
pete agencies frequently pay for such hospital care or help make up hospital 

eficits. 

The proposal would transfer to the self-supporting insurance system a finap. 
cial burden which now falls on individuals and private charities, and on public 
assistance financed by taxpayers. Thus it would work in the direction preferre 
by Congress. 

Fifteen million persons would be eligible in 1960. 


3. THE BENEFITS 


A. Hospital and nursing home services 


Zach eligible person would be insured against the cost of hospital care, ip- 
cluding a semiprivate room and all the hospital services, medical care, drugs, 
and appliances which the hospital customarily furnishes its bed patients. The 
insurance system would not pay the attending doctor's bills, except for surgical 
services. 

Skilled nursing home services would be covered if the patient is transferred 
to the nursing home from the hospital and if the services are for the same 
condition or one arising from that for which he received hospital care. The care 
in the nursing home could be extended so that up to 120 days of combined care 
would be provided in a 12-month period but only 60 days could be hospital care. 
B. Surgical services 

The insurance system would pay the cost of surgical services provided in a 
hospital, or in case of an emergency or for minor surgery, in the outpatient 
department of a hospital or in a doctor’s office. Any individual may freely 
select the surgeon or his choice provided the surgeon has attained specified 
professional recognition (subsec. (c)(2)), except in cases of emergency or 
where the requirement of such certification is not practical. The cost of oral 
surgery by a dentist in a hospital would be covered. 


C. Procedures for insured persons 


The insurance procedures would be like those already developed for patients 
covered by private insurance plans that provide service benefits. 

A person eligible for hospital or nursing home insurance would, as at present, 
be admitted to such an institution on his physician’s referral. The patient 
could receive insured services from any qualified practioner or institution which 
has agreed to participate and to be paid for services insured under the plan. 
In emergency situations, referral or prior agreement could be waived. 


4. ADMINISTRATION 


The program is to be administered by the Secretary of the Department of 
Health, Education, and Welfare. The OASI system would use its existing 
recordkeeping system to certify eligibility, to issue insurance cards, and the like. 
For aged beneficiaries, this would mean paidup hospital and surgical insurance 
for life. 

Any qualified provider of services would have the right to participate. Pay- 
ments could be made at such rates as are provided in each agreement covering 
the actual costs incurred, or in some other mutually agreed basis. Widely 
used patterns for determining rates have been developed under Government 
and private programs. 

The agreements are to stipulate that the payment at the agreed rates shall 
constitute full payment for the contracted services; the patient may not be billed 
for additional sums for the contracted services. Agreements of this type are 
now in effect under the Federal program for medical care for dependents of 
members of the Armed Forces. 

The Secretary could make agreements directly with providers of services Of 
with their authorized representatives. Group practice prepayment plans would 
be included. 

The Secretary shall prescribe regulations and establish an Advisory Coun 
cil. He may utilize the services of private nonprofit organizations to the extent 
that he determines that their utilization will contribute to effective and ect 
nomical administration. 


“4 
4 
¥ 
| 
| 


they 
Iublie as. 
hospital 


1 finan. 
OD public 
preferred 


care, in- 
e, drugs, 
nts. The 
Surgical 


insferred 
the same 
The care 
ined care 
ital care, 


ded in a 
utpatient 
iy freely 
specified 
gency or 
t of oral 


patients 


> present, 
> patient 
on which 
the plan. 


tment of 
existing 


the like. 


nsurance 


te. Pay- 
covering 
Widely 


rernment 


tes shall 
be billed 


type are 


dents of 


vices Or 
is would 


ry Coun- 
extent 
and eco- 


BENEFITS FOR OASI BENEFICIARIES 101 


5. SPECIAL SAFEGUARD 


Nothing in the bill shall be construed to give the Secretary or administering 
agencies authority over the internal management of participating institutions or 
over the practice of medicine or the manner in which medical services are 
provided. 

6. EXCLUSIONS 


Persons eligible for permanent and disability benefits are not included. The 
proposal does not apply to costs incurred in Federal hospitals, or in tuberculosis 
or mental institutions, or in other countries. It does not cover all types of nurs- 
ing homes or apply to institutions that provide primarily domiciliary care. It 
does not apply to workmen’s compensation cases unless arrangements are made 
to reimburse the insurance system. It does not include elective surgery, or non- 
surgical medical services except those customarily furnished by hospitals as an 
essential part of hospital care for bed patients. 


7. FINANCING 


The bill would increase contribution rates of employers and employees by 44 
percent each and of the self-employed by % percent. 


8. RELATION TO PRIVATE INSURANCE 


The benefits would start 12 months after enactment. This would give time 
for adapting private insurance arrangements so that they supplement rather 
than duplicate the new benefits. 

The Cuarrman. We thank you, Mr. Cruikshank, for bringing to us 
the views of the AFL-CIO with respect to the problems to which H.R. 
4700 is directed, and also your discussion of the provisions of the bill. 

Mr. Forand. 

Mr. Foranp. Mr. Chairman, I ask unanimous consent that that 
alert letter be made part of the record. 


The Cuarrman. Do you want to make that a part of the record ¢ 
Mr. Crurksuak. Yes, sir; if you wish. 

The CuarMan. Without objection, that letter will be included at 
the Ss at which you referred to it. 


Mr, Foranp. I do not have any questions, Mr. Chairman. 

Ido want to commend Mr. Cruikshank and his assistants for the 
fine statement prepared for this committee. It contains a lot of in- 
formation that I am sure will prove of great interest. 

That is all. 

The CHamman. Mr. Simpson. 

Mr. Simpson. Mr. Cruikshank, does the AFL-CIO presently favor 
hational compulsory health insurance 4 

Mr. CrurksHanxk. Mr. Chairman, it does. 

Mr. Siarson. Do I understand that the AFL-CIO is complaining 
about lobbying on the part of the doctors? 

Mr. CrurksHank. No, sir; we are not. The doctors have a perfect 
right to lobby. They have a perfect right, and we would be the last 
to stop them from doing it even if we could. 

Mr. Sunprson. You just complained about the president of the AMA 
having written to other doctors and referred them to a publication 
wherein they might find the basis for objecting to this proposed legis- 
lation. Do you object to that ? 

CRUIKSHANK. NO, sir. 
Mr. Siupson. Why did you put it in the record ? 


Mr. CrurkKsHANK. N. 0; I don’t object. 
Mr. Sipson. Why did you put it in the record ? 
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Mr. CrurxsHank. I am glad you asked the question, because if my 
tone eit I objected to it, I want to make it clear that I am not, ' 

Mr. Sueson. You approved of it then? 

Mr. CrourgsHank. I approve of the American Medical Associatio 
approaching their Representatives in Congress the same as any othe 
group of citizens and I would defend their right to do so. 

Mr. Srmeson. You did not put it in in any critical sense ? 

Mr. CrurxsHank. I did put it in in this critical sense. I put itin 
for this reason, Congressman Simpson: I put it in to indicate to th 
members of this committee and to your colleagues that if they ar 
getting a flood of mail, they will properly be able to appraise it, knov. 
ing that it was inspired from headquarters in this way, and I aly 
pointed out that this was put in just as an operation of the organiz. 
tion, not asking their members to think it through. 

These doctors are all university and postgraduate people. They 
represent a level of education way above the level of our people. — 

r. Suapson. You mean they should actually know what the lay 
would do to them ? 

Mr. CrurxsHank. It would seem to me that they would haves 
better chance of doing it rather than be told what to say and then 
say we will send you the reasons for saying it later. 

That is what I was pointing out. 

Then I would like to also point this out, Congressman, when you 
are evaluating your mail. Our members don’t have secretaries so that 
we can say, “Send the Congressman a letter along this line and I wil 
sign it.” Our members have to sit and chew their pencils and write 
out letters to their Congressmen. 

Mr. Srmpson. You are critical because they are what. Too intelli- 
gent, or what? 

Mr. CrurgsHank. No; I am not critical of what they are saying 
at all. I am only pointing out as a means of evaluating the mail that 
comes in that it is inspired from headquarters and that it was given 
out in just this way. I am sure the members of the committee will 
be able to evaluate it better knowing how this letter came. 

Mr. Srwpson. Will you agree with me that your organization in- 
spires letters and postcards to the Congressman ? 

Mr. CrurksHANK. We encourage our members to write their Con- 
gressman. 

Mr. Stmpson. I am very happy you do. 

You do not object to anyone, I am sure, writing to his Congressman, 
do you, including the doctors? 

Mr. Crurxsnank. No, sir; I don’t object to that, but I don’t believe 
that we have sent out letters to our people telling them to oppose this 
bill and the reasons will follow later. 

Mr. Suarson. I am glad that you did put it in the record, because 
I am glad the doctors are warned that there is legislation which in 
their judgment threatens them in the practice of their profession and 
if the legislation is unwise and becomes law, it might cause injury 0 
disaster to the citizenry of the country. Consequently, I think they do 
perform a service when they make the wishes of the professional 
people known to Congress. 

Surely you do not disagree with that. 
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Mr. CrurksHaANK. We would be happier, Congressman, if the 
AMA, realizing that its constituency were all university and post- 
oraduate members, would send both sides of the issue to the doctors 
and let them decide. 

Mr. Suurson. Do you send both sides when you write to people? 

Mr. CrurksHANK. We don’t have to. The daily press gives them 
the other side two or three times a day. 

Mr. Seupson. Thank you very much. 

The CuarrMan. Are there any further questions? 

Mr. Foranp. Mr. Chairman, I would like to clear one point. 

Mr. Simpson seems to think that Mr. Cruikshank put that letter in 
the record. That letter was put in the record at my request. 

Mr. Stupson. Of course, Mr. Chairman, I would not ever question 
the word of my colleague. 

The Cuarrman. Mr. Machrowicz will inquire. 

Mr. Macnrowicz. Mr. Cruikshank, I also want to you 
on a very fine statement, and I want to tell you that I do not know 
how effective the AMA campaign has been, but I have here a file of 


71 letters from doctors in my area, 63 opposing the AMA stand on 


social security, and 8 favoring it, so whatever the campaign is, it is not 
very effective in my area at least, I might say. 

I wonder whether you were here yesterday, Mr. Cruikshank. 

Mr. CrurksHANK. I was not; no, sir. 

Mr. Macurowicz. Yesterday a spokesman for the American Nurs- 
ing Home Association referred to a recent national conference of the 
joint council to improve health care for the aged. 

I would like to know whether you or some member of the AFL- 


' CIO or spokesman for your organization participated in that confer- 
ence, 


saying 


Mr. CrutksHAnk. No, we didn’t, Congressman. 
When this organization was first formed there was some public de- 
nial to our charge that it was organized to oppose the Forand bill 


_ and we took that at face value and we wrote the executive secretary of 
_ the organization and said that we would be glad, as a representative 
_ of 1314 million working people who are confronted with this prob- 


lem of medical care for the older people, to sit with them as a repre- 
sentative of the recipients of medical care, noting that they were a!l 
the dispensers of medical care in one form or another, that we would 
be glad to sit with them and consult with them. 

A month or two went by and they finally wrote us and said they 
didn’t think it was appropriate to have us sit in their councils and 
they didn’t allow us to join. 

hen when they had the conference 2 or 3 weeks ago here in the 
Statler, we saw the program and they invited us to attend and par- 
ticipate, as they ‘OE | and we wrote back and said: 


What do you mean, participate? If you are studying the problems of the 
aged we would like to have a chance to present our view. 


Then they wrote back and said : 
Well, by participate we mean that you can come as an observer. 


Frankly, I thought that representing 1314 million people, it was not 
beneath my dignity but beneath the dignity of my organization to 
go as an observer and simply be told by the people who have a com- 


j 

| 


104 BENEFITS FOR OASI BENEFICIARIES 


mercial interest in this what is good for us without our having had the 
chance to really participate in deliberations. 

That is the reason, Congressman, that we are not members and 
are not participating in that council. 

Mr. Macurowicz. Then this so-called National Conference of th 
Joint Council To Improve Health Care of the Aged did not even per. 
mit your organization to express its views at that conference? 

Mr. CrurksuHank. That is correct. 

They did say, Congressman, that we could perhaps seek the floor 
and state our views from the floor, but we did not think that that 
constituted actual consultation. 

’ Mr. Macurowicz. In your paper I believe you stated that one of 
the basic shortcomings of the so-called commercial insurance on this 
subject matter is that the older people have to pay for it after retire. 
ment and no provision is made for it; whereas, under the Forand bill, 
they would not have to make any payments after retirement; is that 
correct ? 

Mr. CrurksHank. Yes. 

Mr. Macnrowrcz. As you understand it, would the proposal which 
Secretary Flemming made, except that he said the staff would study 
it, do anything for people who si already retired, or would it be 
concerned only with the people who still have sufficient years of work 
ahead within which they could make contributions? 

Mr. Crurksuanx. As I understand his proposal, Congressman, it 
couldn’t possibly do anything for the 15 million people now over age 
65. 

As a matter of fact, I don’t see how it can do very much for those 
under. It is a pretty foggy kind of proposal, as I understand it 
Maybe I haven't analyzed it sufficiently yet, but, as I understand, he 
is going about seeing how people could under some kind of volun- 
tary arrangement get a paid-up health insurance policy at age 65. 

This is just more of the same. It has the same inherent. weaknesses 
that non-Government insurance has at present, and if the present 

ms aren’t working, and they aren’t, this wouldn’t work. 

Mr. Macnrowicz. Therefore, in your opinion at least, it wouldn't 
do us much good to wait for this report because it is not going to meet 
the basic problem that we are faced with; is that correct? 

Mr. Crurksuank. It won’t do any good to wait for the report, and 
older people are in need of this program and in need of this help right 
now. 

Mr. Macnrowicz. That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions? 

Mr. Curtis will inquire. 

Mr. Curtis. Mr. Chairman, I am sorry that some of this discussion 
got off onto the question of who is lobbying for whom and lobbying 
techniques. I must confess I think it is a very healthy area to explore. 
I think lobbying techniques are very important, but the issues before 
this committee are not who says certain things; it is whether what 
they say-has merit and whether the arguments have weight, and I 
think Mr. Cruikshank will a, with that observation. f 

Mr. CrurksHank. I would also agree, Mr. Congressman, that It 
does not matter in terms of mail how many say it. } 

Mr. Curtis. I could not agree with you more... It is what is said and 
the arguments and the facts, and I would hate to try to be the judge 
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on the lobbying techniques employed by your organization in relation 
to those employed by AMA or any other group. : 

I do think that it is a subject, though, that the public would be very 
much interested in and I think that it should be examined sometime, 
hut not by this committee at this time. 

On this council of health organizations, I thought that was com- 
posed of professionals in the field. 

Isthat not true? 

Mr, CrurksHank. They represent some of the organizations. 

Mr. Curris. So there could be another reason why the ClIO-AFL 
would not be a part of that other than somebody trying to do some- 
thing arbitrary. It may be that they wanted to confine it to pro- 
fessionals. 

I do not know; I just throw that observation out for your comment. 

Mr. CrursHank. It is significant that they did not include the 
nurses. 

Mr. Curtis. I thought they did include the nurses. 

Mr. CrurksHank. No; they included nursing homes, but not nurses. 

Mr. Curtis. Do you think it is significant? Do you think that 
was deliberate ? 

Mr. CrurksHank. I say it in view of the fact that the American 
Nurses Association has endorsed the Forand bill. It is at least some- 
thing of a coincidence. 

Mr. Curtis. Was not the American Hospital Association part of 
the council ? 

Mr. CruiKsHANK. Yes; it was. 

Mr. Curtis. I just do not understand that sort of reasoning, to be 
honest with you. 

Maybe there is a motive, but I prefer to think that there are other 
reasons for these things. As far as I am concerned, I would rather 
devote my efforts to try and figure out what is the way to go ahead 
in this area. 

Mr. CruiksHank. That is exactly what we wanted to do. We 
wanted to sit with these groups. “Here we are, the consumers. You 
are the purveyors. Let’s sit down together and work something out,” 
and they said, “No, we don’t want to hear from you people.” 

Mr. Curtis. I am saying to you, sir, why not take that on the basis 
of a proper motive instead of impugning it as improper motive? 

It may be that their purpose was to get the groups of professionals 
together. I think your criticism as to why the nurses were not in- 
cluded is an apt one, but I do not mean that they were not included for 
some ulterior or mean motive. I prefer to find out what the reason is. 

These arguments get to be on the one side that it is socialism and on 
the other side that the people opposed are not interested in human 
welfare. 

Mr. Crurksnanx. I didn’t say that. 

_ Mr. Curtis. Well, I have heard the argument used many times, and 
ithas been used and it gets down to that. 

Frankly, I do not care one way or another on either argument. I 
do think it is proper to examine into such a thing as socialism. I cer- 
tainly do think that there is such a thing as callousness and I think 
tls proper to examine into it, but to try to solve an important matter 
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like this by choosing up sides in generalities, in my judgment can only 
hurt in reaching the proper solution. 

One thing I want to say is this, Mr. Cruikshank: I was sorry I dij 
not get to listen fully to your statement. I have read most of it. Id 
want to compliment you on it. It contains, as your other statements 
have contained, a lot of very good information, fairly presented, | 
have noted over a period of years your testimony here has been of that 
sort, which is commendable and is contrary to the other line of pre. 
entation that I have been raising some objection to. 

One thing I would appreciate. I presume your organization his 


+ 


evaluated the report of the Health, Education, and Welfare of April 
3, 1959, on hospital insurance for OAST beneficiaries, and I believe 
in your statement you refer to the fact that in your judgment a lot of 
good information is there. I think it would be of value if your or. 
ganization would prepare for this committee, unless you have already 
prepared it, an appraisal of this whole report that bears on this sub- 
ject that you are interested in, because there are probably areas wher 
you disagree and there may be some points that you may think ther 
is incomplete information on or there might be further information. 

In my judgment this is a good starting point, at any rate, and any 
criticism of this report, negative and constructive, I think would be 
very helpful to this committee. 

Mr. CrurksuHank. We thought it was a very useful report; a very 
good, workmanlike job of collecting the facts. 

(The information referred to follows :) 


2. STATEMENT By AFL-CIO PRESIDENT MEANY ON THE REPORT OF THE DEPARTMENT 
oF HEALTH, EDUCATION, AND WELFARE, APRIL 13, 1959 


We are delighted that the report of the Secretary of Health, Education, and 
Welfare on health benefits has been completed. The report was called for by 
the House Ways ana Means Committee last summer when the Congress passed 
the Social Security Amendments of 1958 without including Congressman Forand’s 
proposal to meet hospital and other health needs of social security beneficiaries. 

Secretary Flemming is to be congratulated on the thoroughness and objectivity 
of this report. It cuts through the fog of poisonous misinformation with which 
opponents have attempted to choke the Forand bill (H.R. 4700). Overwhelming 
statistical evidence now supports what our members have known right along— 
that retired workers have incomes too low to meet the rising costs of medical 
care. 

The careful analysis presented in chapter 5 shows that hospital and nursing 
benefits for old-age and survivors insurance beneficiaries are entirely practical. 
Not a word there suggests that the Department could not successfully administer 
such a program. 

Congress should at once move toward enactment of the Forand Dill. The 
Ways and Means Committee should hold hearings at the earliest possible date. 

Our members want high quality medical services, both before and after 
retirement, and are willing to pay for them on a budgeted, prepayment basis 
during their years of employment. 

High-powered advertising campaigns by private insurance companies are 
not going to give aged couples the $200 or more a year charged for very limited 
protection. Three-fifths of all people 65 and over had money incomes of less than 
$1,000 a year in both 1956 and 1957, as the DHEW report states. 

Our members resent being told by spokesmen for organized medicine that those 
not covered by private insurance can, in case of need, turn to welfare agencies. 
Public assistance and other forms of welfare are based on the means test and 
are commonly not available before savings are nearly exhausted. Accompanyilé 
requirements too often affront the dignity of men and women who, through hard 
work and thrift, have built a modest home in which to enjoy their later years. 

Congress should help preserve such homes through making health benefits 
available under our social security system. 
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A Federal program can be shaped to encourage desirable goals in health care: 
the preservation of good health; high quality care in hospitals and less expensive 
pursing institutions ; and a speedy return of the aged to their own homes and an 
active, constructive life. 

The great majority of Americans would be protected regardless of where 
they work or whether they are able to continue doing so. Their contributions 
would help pay the costs, and benefits would be received as a matter of right. 
Administrative expenses would be smaller and workers would thus get the 
largest return for each dollar contributed. The annual cost for some time to 
come is estimated at only half the amount the AMA has been using ($1 billion 
instead of 2). 

Mr. Curtis. If you would care to, I would myself like to see a 
further critique of the report. Just one substantive thing, because we 
do not have much time here and I just regret that these are such 
short hearings that of course we cannot really get into the subject. 

One thing that has troubled me in your presentation and in many 
presentations is the failure to separate two problems. There is the 
problem of the indigent which runs through all of these welfare 
programs. 

I do not care whether it is housing, or whether it is food, or what- 
ever. Its real basis is indigency and to me indigency should be treated 
asa complete problem. 

I find too often in various programs, including this suggestion, that 
indigency is used as a vehicle to carry on a program that goes way 
beyond trying to handle the problem of indigency. I think partic- 
ularly in this area essentially the people that your organization 
represents are not indigent. Is that not true? 

Mr. CrurksHANK. Generally that is true; yes, sir. Sometimes they 
become indigent. 

Mr. Curtis. Sometimes they become indigent. Of course, indigency 
isa concern of all of us. However, as I view this problem, there are 
two things that we are treating with. One is the fact that we have 
in our society inadequate techniques, and inadequate facilities, and 
inadequate skills to provide for the buik of our population who are 
not indigent and that is where we get into this area of trying to find 
out what kind of insurance programs and what kind of other tech- 
niques might take care of this job. I wish we could separate it from 
that angle, to see first whether or not we cannot adequately handle 
the basic problem in our society, which is not the indigent. 

When we have set up a program or see a program is operating in 
that area, we should concurrently, because is, ume is a serious 
problem, and at the same time, if you please, look at the 
problem of indigency, whether it is a matter of health, or whether 
itisa matter of housing, or whatever it is, and treat with that from 
this angle and not confuse the two, because I do not believe that the 
two can be handled in the same fashion. 

That is an observation I would make in regard to the points that 
you have developed because much of your argument strikes me as 
being based upon the problem of the indigent rather than on the 
problems of those who can afford to pay. 

One thing that is not mentioned in here, for example, is the fact 
that the bulk of our population now is building up great equity as 
they go through life, the fact that today 1 out of 3 workers own their 
homes, when formerly, 50 years ago, only 1 out of 5 did, and that is 
4 continually improving situation. 
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The increased standard of living and wage scales has been a great 
thing which has created a different situation than we formerly faced 
as to who might become indigent, and therefore I think the emphasis 
in trying to solve this problem should be to deal with it only on 4 
dual basis: One, those who are not indigent, and then those who are, 

Mr. CrurksuHank. I don’t think you can ever quite separate them, 
Congressman. 

Mr. Curtis. I think you can. 

Mr. CrurksHank. This program is a program to prevent indigency, 

Of the 11 million people who are now on social security, drawing 
social-security benefits, a great many of them would be indigent if 
you did not have the social-security benefits. 

Mr. Curtis. You do not mean preventing indigency ? 

Mr. CrurksHank. Yes. 

Mr. Curtis. No. 

Well, it may be semantics. I do not believe that is what you mean, 
because if it were to prevent, there is only one way to prevent in- 
digency really and that is to see that the people have adequate means 
to take care of them. 

Mr. CrurksuHank. Or to insure them. 

To insure them prevents indigency. You can either have a big 
pile of cash or you can be insured against contingencies. Either will 
prevent indigency. 

Mr. Curtis. We are talking about insurance to a large degree and 
we have seen tremendous advances. 

You do not regard it as tremendous, I guess. I do. 

In very recent years, in going to these techniques, again I say, 
the people are capable of paying for it, because your own organization 
proposes that this be paid for through the technique of Government 
intervention, Government capital formation, if you please, so we are 
talking about paying for it. 

I am suggesting that there are probably, when we are dealing in 
that area of people who are not indigent, better techniques than 
going to the (eee kad The indigency comes in when you saj, 
“But they are incapable of paying enough to take care of thie cost,’ 
and there is where the cost of the indigent alters the pregram of the 
people could afford to take care of their own problems. 

You say we cannot draw a line. I think we can. I think thata 
real line can be drawn and should be drawn. Otherwise, in con- 
fusing the two problems we do not do a good job in handling in- 
digency nor do we do a fair or adequate job in taking care of ot 
providing the techniques which enable those who are able to pay for 
their health problems to do so. 

One final thing and then I will close, because, as I say, I am sorry 
we just cannot discuss and go into these matters the way I think 
we must if we are going to come up with the right answer. 

One area where little has been done up to date where I think a 
great deal can be done is in catastrophic sickness insurance, health 
insurance. Actually it is the kind of insurance that costs the least, be 
cause it does not occur in too large a proportion of our population, 
and therefore it is the kind of thing that the insurance techmique 
well lends itself to. ; 

There is an area where a great deal could be done, in my judg 
ment. 
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Has your organization considered that and gone to any of the 
rivate insurance companies to ask them or encourage them to do any- 


thing in this field ¢ ; 
Mr. CrurksHank. It has been weighed in the balance and found 


wanting. 

Mr. Curtis. What do you mean, weighed and balanced; it hasn't 
existed. 

Mr. CrurksHank. We have analyzed those programs and we see 
there are many shortcomings, particularly to meet this problem. 

Mr. Curtis. There are not any; that is the trouble. ‘There are very 
few programs. It isnew. It needs new ideas and new thoughts. 

You come before the Congress and the Federal Government with 
new ideas and T aim glad you do. Why do you not come before these 
other groups in the private enterprise system with new ideas? 

You say you found them wanting. Do you not have some con- 
structive suggestions in the field of catastrophic health insurance ‘ 

Mr. CrviksHank. The whole approach is the wrong approach, par- 
ticularly to this problem. 

Mr. Curtis. It is the insurance approach. It is no different. 

The only difference is, you are asking the Federal Government to 
do the insuring and all I am saying is, Why can this job not be done, 
as far as the people who are not indigent, in the private sector ? 

Mr. Crurksuank. We can send you material that we have on this 
from our study of this catastrophic illness approach. 

(The following was received by the committee :) 


1. COMMENTS ON CATASTROPHIC ILLNESS INSURANCE 


We were asked to comment on the question “Why can this job [of providing 
health insurance to the aged] not be done, as far as the people who are not indi- 
gent, in the private sector * * * [with particular reference to] the field of catas- 
trophic health insurance.” 

“Catastrophie illness” or “major medical expense” insurance requires the in- 
sured to assume the full cost of a segment of health care and thereafter reim- 
burses him for most of the cost of a broad spectrum of health services up to 
amaximum amount. It usually provides that the insured pays an initial amount 
Which may range from $50 to $500, depending upon the policy. The insurance 
carrier then typically pays 75 to 80 percent of the remaining costs up to a fixed 
ceiling. The initial amount paid by the person insured is usually referred to 
as the “deductible” and the 20 or 25 percent of the costs above that paid by the 
Insured person is known as “coinsurance.” The deductible and coinsurance 
amounts together constitute the proportion of the cost for which the individual 
has no insurance protection. The coinsurance and deductible features are in- 
tended partly as a deterrent against the “overuse” or “abuse” of health services 
under the plan. 

_Insofar as the aged are concerned, this approach does not overcome the basic 
limitation of private insurance mentioned in our testimony, namely that the high 
cost of insurance of the aged would have to be borne by the aged alone. Pre- 
miums would be too costly for the majority of older people who have moderate 
or low incomes but are not “indigent.” Most of them would therefore not 
obtain such coverage. They would still be confrented with harmful financial 
barriers to obtaining medical care, and they would still be subject to financial 
disaster in case of serious illness. Much of the burden of their care would fall 
on public assistance, which is a far less desirable mechanism than social insur- 
ance, for reason explained in our testimony. 

of major medical expense insurance were pointed out 
rae ome ~ 10 Executive Council 8 years ago when this type of insurance was 
under collectively bargained programs and when it 
healt! oponeg as a basic feature of the adininistration’s program to provide 
ul surance for Federal employees. The executive council concluded that 
catastrophic illness coverage may be valuable, but only when it supplements 


J 
: 


110 BENEFITS FOR OASI BENEFICIARIES 


adequate basic coverage. The council made its position explicit in the folloy. 
ing statement : 

“The broader extension of ‘major medical expense’ or ‘catastrophic’ healt 
insurance coverage, as has been advocated by some in Government and industry 
is neither a constructive basis for a national health program nor an adequay 
answer to the need for comprehensive prepaid health services. Unless aceop. 
panied by measures designed to aid in the development and expansion of dire¢ 
medical service prepayment programs which emphasize preventive care and q. 
courage early diagnosis and treatment, any effort on the part of the Gover. 
ment to promote the ‘catastorphic’ insurance policies of private carriers cq 
only lead to further inflation of medical costs and detericration in the quality 
of medical care, while ignoring the most essential health needs of the public 

“The type of ‘major medical expense’ or ‘catastrophic’ insurance policy pres 
ently offered by commercial carriers cannot be regarded as a siutable alternatiye 
to, or substitute for, a sound basic program of comprehensive insurance protw. 
tion which provides for diagnosis and treatment in the home or doctor's offie 
as well as in the hospital, and which covers the common as well as the excep 
tional condition. Where a satisfactory basic program of this type already exists 
a ‘major medical’ insurance provision may be useful as a secondry supplement 
to such a program. The measure of its acceptability, however, should be the 
extent to which the basic health plan already meets the primary objective—t 
remove the dollar barrier to comprehensive health services, including preventive 
care, for the entire family.” 

Technicians in the health insurance field have studied the effects of majo 
medical coverage. Much of their work supports the conclusion that the removal 
of the dollar barrier to needed care is as important as the provision of financial 
protection against infrequent but costly major illness, and that the so-calle 
small claim which deductibles seek to eliminate may make the difference between 
health and disability, between life and death. As Jerome Pollack points out in 
the American Journal of Public Health: 

“* * * health insurance differs from other forms of insurance in which 4 
deductible involves merely a financial loss of given magnitude. The small claim 
is involved in the initial decision whether to see a doctor or neglect a condi- 
tion. It is closely linked to the earliest opportunity the physician has to dis 
cover pathology. * * * Rather than dismissing them as ‘sniffle’ or ‘piddling’ 
claims, medical insurance should err on the side of encouraging the investigation 
of possible indications of pathology. * * * At present, except for persons in 
the upper income brackets, the great bulk of the population goes to the physician 
only for diagnosis and treatment of manifest illness. Advance payment may 
prove to be one of the most potent means for bringing preventive care into every- 
day practice” (vol. 47, p. 327). . 

For the aged, the initial charges they would be required to pay by the de 
ductible features would be an even more serious barrier to obtain prompt care 
than would be true for younger age groups. If the goal is the maintenance and 
preservation of health, the medical care obtained by any individual should be 
determined by medical criteria and not by the patient’s financial resources. 

Social insurance, in contrast to private insurance, provides for payment in 
proportion to earnings during the working lifetime rather than at the time of 
sharply reduced income; virtually universal coverage; efficient and economic 
administration through an already existing system without expenses for sales 
and advertising. Social insurance is clearly the method by which the immense 
social problem of the financing of the health needs of the aged can best and most 
equitably be dealt with. 


Mr. Curtis. Have you made any affirmative suggestion to the in- 
surance companies ? 

Mr. CrourksHank. Yes, we have made affirmative suggestions and 
particularly in the collective bargaining area. 

Mr. Cortis. I am talking now about the fact that no policies really 
are written in this area, or else some limited forms. 

Mr. CrurksHank. We understand eough about insurance to know 
that due to the very nature of commercial insurance it is not an 
appropriate vehicle to undertake this problem. 


Mr. Curtis. You mean that this is an insurance program you are 
presenting to the Congress ? 
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Mr. CrurkSHANK. Yes, that is right. 

Mr. Curtis. Why ? ‘ 

Is there a difference between the Federal Government’s insurance 
and the commercial insurance 

Mr. CrurksuaNnk. Yes, because one is social insurance and the other 
igcommercial insurance. 

Mr. Curtis. What you really mean is that the Government does 
not pay for the full thing through the revenues it collects for it? 
Mr. CrurksHank. No, I don’t mean that at all. 

Mr. Curtis. What is the difference ¢ 

Mr. Crurksuank. If we want to take the time to go into a dis- 
course on the difference between social insurance and commercial in- 
surance, I am willing to do it, but there are other witnesses waiting and 
vould it not be just as well with you, Congressman, if I would come 
‘inandtalk to youabout it? I would be glad to. 

Mr. Curtis. You and I have had some very interesting conversa- 
tions and I am glad to have them. I am surprised that you do not 
have a ready answer to that, but I will leave it at this point. 

The Cuamrman. Are there any further questions of Mr. Cruik- 
shank ? 

Mr. Alger ? 

Mr. Aucer. Mr. Cruikshank, I tried to listen to your statement 
with one ear and read your statement at the same time, now, I will 
| refer to the printed statement. 

You mention on pages 2 and 3 the matter of a means test and 
you link it almost in the next paragraph with the phrase “hard work.” 
Yet you make it plain through later statements that you do not be- 
lieve in the means test, and yet the social security program has in it 
now a work test. 

You do not believe in the means test ; is that correct ? 

Mr. CrurksHank. We don’t believe that a program that bases its 
benefits on proven need should be the first line of defense against 
indigency and need. 

We believe that a social insurance program is far preferable, but 
we do believe that there will always need to be a second line of defense 
in public assistance based on need and by definition, if based on need, 
then the individual must have to prove his need. 

Mr. Atcrr. Would you eliminate the work test, too? 

Mr. Crurksuank. No, that is not a means test. That is something 
quite different. 

We believe that the work test should be retained. I think we are 
talking about the same thing. We call it the retirement test. I be- 
lieve you call it the work test. The earnings level, yes, we believe 
should be retained. 

Mr. Arerr. You mentioned several times somethings that intrigues 
me. Iam puzzled by it and I would like your definition of it. 

You mention on the top of page 3 and elsewhere a matter of right. 

ell me again what is this matter of right for people to have this care 
by the Federal Government. 

. CRUIKSHANK. You mean under the existing social security sys- 


tem ? 
Mr. Arcer. I mean whatever you want to mean. Let me quote it. 


Pa CrurksHank. The benefits under the existing social security 
ystem, 
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Mr, (reading) : 

Our members want to obtain social security insurance for the cost of medic) 
care aS a matter of right. 

What is that matter of right? 

Mr. Crurxsnanx. That matter of right we believe is that that js 
imbedded in the present social security system, which we want toer- 
tend into this area, and that by virtue of a person’s working and con- 
tributing to the system for the years of his working life, he then has 
established a right to a benefit which he then can get. Regardless of 
whether he has other sources of income or whether he needs it or 
whether he does not need it, it is his as established under law. 

Mr. Aucer. You mention that on page 6. 

You talk about contributions from years of earnings. What con- 
tribution from years of earnings will those covered by this bill have 
contributed who immediately become subject to get this insurance? 

Mr. CrurksHank. They will have contributed very little, but thai 
is one of the differences between a social insurance and a commercial 
insurance program, although that is not always a difference. 

Whenever you extend an insurance program or a welfare prograi 
of any kind at any time, Congressman, you realize that you have the 
problem of the people who have not been covered previously. 

You put up a pension program, for example, and you have the 
question of how much of the past service credits the company or the 
fund can absorb. This is always a tough problem. It is a problem 
that this committee faces whenever you extend social security coverage, 
and you have faced it several times in the past, and I think workable 
compromises have been worked out. 

The right of the individual to his benefits is not based solely on 
his lifetime of contributions. The same would be true, for example, of 
a worker who died after just a few months of coverage and left his 
widow who would also be a beneficiary. She would have this asa 
right; that is, we mean a legal guarantee of her benefit as against 
having to prove her need before the welfare agency. 

Mr. Arcrr. There is a difference. 

All these people vote. These folks are also voters. There is a big 
difference. 

Mr. CrurksHank. Most of them are voters, I would think. 

Mr. Auger. The reason I point this out is on page 6 of your state- 
ment you make the point that after retirement there is no charge. 
We know that all of these people, and millions of them will immed: 
ately be covered by this, will not have contributed to it and so we 
are offering something for nothing, and this is the most powerful 
political argument that any Congressman can offer to constituents, 
and these people believe he is a fine man if he votes for such a thing, 
and if he does not, they say he is not interested in their welfare, so we 
are interested. 

The thing that concerns me, and I want to ask you about it, is there 
any uncertainty in your own mind for fear for our future in this 
program when we do not exact any tax against this from the millions 
who will immediately be covered, that we are just passing this on to 
our children, our grandchildren, and those in the indefinite future to 
pay rather than facing up to it ourselves, now. 

Mr. CrurxsHank. I do not think that is quite the alternative. 
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The fact is that we are not going to let these old people just starve 
and die on the streets. 

Mr. Avcer. Do we do that now? 

Do we let the people of this country starve and die on the streets? 

Mr. CrurksHank. No. 

Mr. Avcer. Throughout your statement is this matter which the 
sentleman from Missouri and others have mentioned of the indigent. 
¥ Could you give usa documentation for our information here of cases 
and examples throughout the country where people needing medical 
care are not getting it ¢ 

Mr. CrurksHANK. Yes. 

Mr. Avcer. Yesterday we heard from Philadelphia where they are 
putting out $20 million a year just in free care. 

Mr. CrurksHANK. We can give you some examples of that and I 
' would be glad to document that. 

(Information referred to follows :) 


3. UNMET MEDICAL NEEDS OF THE AGED 


- We were asked by a member of the committee for documentation of cases 

and examples throughout the country where people needing medical care are 
not getting it. This request followed our statement that although we do not 
let old people just starve and die on the streets, the medical care needs of the 
aged are not now being adequately met. 

Much material was presented to the committee at the hearings by a wide variety 
- of witnesses substantiating the position that many people needing medical care 
are not getting it in the necessary quantity or quality. We do not mean to imply 
' that a person who staggers or is brought into a hospital with an emergency 

condition would not almost always receive attention. But many elderly people 
and others who would benefit from the Forand bill are not now receiving effective 
medical services and treatment sufficient to prevent the development of acute 
and chronic conditions that could be avoided or ameliorated. 

A very large number of persons with meager resources have great difficulty 
managing to stretch those resources to cover essential needs for food, housing, 
clothing, carfare, and other necessities. ‘Three dollars or five dollars spent 
for a doctor’s Visit mean cutting down somewhere else that month. Bills for 
elaborate diagnosis or hospitalization or an operation would mean financial 
disaster. Therefore, elderly people who do not feel well do not go to the 
doctor under many circumstances which medical men agree should result in 
medical attention. 

Major as well as minor symptoms are tolerated, with the hope that they are 
only aches and difficulties to be expected with advancing years. Even with acute 
symptoms, elderly people take a chance and postpone seeing a doctor. Some- 
times nothing serious develops, although they may suffer unnecessarily for lack 
of the proper care or drugs. But sometimes delay gives cancer or heart disease 
or another ailment the necessary time to become extremely serious, and the doctor 
gets the case too late to avoid complications and perhaps death. 

Psychological and economic barriers which keep many middle-income people 
from turning to public assistance for aid with medical bills were described in the 
prepared testimony presented by the AFL-CIO. 

_ Vice President Walter P. Reuther in his statement referred to specific studies 
in Minnesota, Michigan, and Boston confirming the picture of unmet needs. He 
also cited official reports on the inadequacy of nursing homes. 

Witnesses representing organizations of the aged, in Detroit and in New York, 
illustrated the existence of a real problem, citing personal experiences. The 
unmet needs of older people were discussed by outstanding physicians such as 
Dr. James P. Dixon, representing the Hospital Council of Philadelphia, Dr. 
George Baehr of the Health Insurance Plan of New York, Dr. Caldwell B. 
Esselstyn of Group Health Association of America, Dr. Leo Price, medical director 
of the Union Health Centers of the International Ladies’ Garment Workers 
Union, and Dr. Frank Furstenberg of Sinai Hospital in Baltimore. 

The need for such Federal legislation if the aged are to receive proper care 
Was emphasized by spokesmen for the welfare professions, including former 
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Commissioner of Social Security, Dr. Charles I. Schottland, and Prof. Wilby 
J. Cohen. 

Even witnesses who opposed the bill stated that many elderly people are not 
getting the care they should. 

Dr. Frederick C. Swartz, of the American Medical Association, for example, 
said of the “mentally afilicted,” that “their medical problems have not bee 
solved.” Many persons in mental institutions are above the age of 65. Many of 
them would not be there, now or in the future, if there were adequate financial 
arrangements for caring for them effectively outside mental institutions, for 
example, through prompt treatment in general hospitals, or in their homes, with 
the aid of visiting nurses. 

A spokesman for the American Dental Association argued that it would be 
a mistake to initiate the program proposed by the Forand bill for aged persons 
because “with the existing shortage of practitioners,” it “might cause serious in- 
balance in the availability of care as between age groups.” His statement and 
other evidence shows that older people are not getting enough dental care, partly 
because there are not enough dentists to give service to all who desire it. 

In his report of July 10 to the chairman of the committee, Secretary Flemming 
in effect admitted that needs are not being met. He said: “The advances of 
modern medicine, which have made possible not only more years of life but the 
prevention or amelioration of conditions previously regarded as hopeless, have 
intensified the importance of providing adequate health services to older persons. 
The principal obstacles to achieving this objective are existing shortages and 
inadequacies in the availability of medical personnel and facilities, and the 
special difficulties older persons face in meeting the cost of medical care—difi- 
culties occasioned by the combination of their greater-than-average medical care 
needs, their generally lower-than-average incomes, and, at the present time, their 
less-than-ordinary opportunity to insure themselves against the costs of medical 
care.” 

The resolution adopted by the governing council of the American Public Health 
Association last October, which was submitted for the record by Dr. Bernard 
Mattison, states categorically : 

“Whereas, health services for the aged are inadequate throughout the 
Nation * * *.” 

The resolution of the American Hospital Association states that “retired aged 
persons face a pressing problem in financing their hospital care.” 

The New Jersey Commission on Aging has submitted for the record a reso 
lution which refers to a recent survey of persons 65 and over conducted in 
Paterson, N.J. This resolution states that “28 percent had not seen a doctor in the 
last year.” Surely this is an indication that a significant proportion of older 
citizens are not receiving sufficient medical attention to assure effective preventive 
care and continuous treatment of recognized ailments. 

The shortcomings of public assistance programs were described by a number 
of witnesses. Perhaps these statements may be usefully supplemented by the 
following quotation from a paper given by Pearl Bierman, medical care consultant 
of the American Public Welfare Association, at the University of Michigan Con- 
ference on Aging, June 23, 1959: 

“If we look at the development of medical care in public welfare programs in 
this country from the long view, or even if we look back over a period of only 10 
years, we find that there has been substantial progress. At the same time, when 
we examine the gaps and deficiencies which still exist in some States with respect 
to the provision of medical care for the needy aged and other needy persons, we 
know that we cannot stop working for improvement in this area of public welfare 
administration. 

“Why are there such gaps in medical care programs? Far too often they are 
due to a deficient legislative base. In some States, for example, the categorical 
assistance agency is given neither legal authority or responsibility for meeting 
medical need. This responsibility remains with the locality, often with county 
or town goyernment. In other States, even though there is appropriate legisla- 
tive authorization, funds are quite insufficient. Agencies must decide how 
much money can be spent for medical care from limited appropriations. I can 
think of one Southern State, for example, which has legislative authority per- 
mitting it to define the content of medical care for which it will take responsibility 
in very comprehensive terms, but which has so small an appropriation for public 
assistance that not only is it impossible to finance medical care but basic 
maintenance needs cannot be fully met. Then there are administrative complexi- 
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ties which sometimes arise and make it difficult, if not impossible, for an agency 
to help certain individuals meet their medical requirements. 

“As a result, there are between 15 and 20 States in which the needy aged 
persons can receive all the medical care he requires with the assistance of public 
funds. In other States we can find all sorts of variations and patterns. There 
are a few States, particularly in the southeastern part of the country, where 
only hospital care is provided from public funds. In other States public assist- 
ance funds may be used for physicians and drug bills but hospital care is 
provided through public institutions or through subsidies to certain groups of 
hospitals. And then there may be all gradations of comprehensiveness of 
service between the two extremes indicated. We cannot condone the develop- 
ment of such fragmented programs since we must recognize the indivisibility of 
health care and that this is one time when the whole is more than the sum of 
its parts. This is especially important as the growing volume of medical problems 
in the old age assistance group becomes increasingly evident.” 

The July 13 issue of the AMA News, in addition to attacking the Forand 
pill, contains a story headed “Bill Collections Build Practice” (p. 15). It starts 
off: “The patient who owes you, goes to another doctor. This may not be true 
100 percent of the time, but it happens more frequently than not.” By way of 
illustration, it cites the experience of a Dr. Jones. One of his patients “was 
an elderly lady and her case particularly interested him. When he asked her, 
‘Mrs. Bright, why haven’t you been back to see me? she replied, ‘Dr. Jones, 
I just couldn’t keep coming back to you when I owed you all of that money.’” 

The AMA may assume that this patient and similar ones with heavy bills some- 
how get good medical care. But the testimony of others supports the idea that 
there are serious deficiencies in the medical care obtained by many older people. 


Mr. CrurksHAankK. My point is that this matter of taking care of the 
older people is a social cost which some way this enlightened Nation 
is going to take care of. We aren’t any more giving them something 
for nothing if we take care of it through the social insurance mecha- 
nism than we are if we take care of it some other way. 

Somebody says cover them all under Blue Cross. Does that mean 
that we are going to wait until they have paid contributions into Blue 
Cross for 10 years before they have a right ? 

Whatever mechanism is used, public or private, we will come up 
against this problem of new entrants into the system. 

Mr. Arcrr. You have not presented a case here to show that people 
are not getting medical care. Granted that we would like to all have 
more money and everyone would like to provide better for their older 
years, particularly when they have not accumulated savings, I am 
simply wondering how strong your case is. 

Mr. Crurksnanx. I did not present this case because most people do 
not deny it. The American Medical Association says they are not get- 
ting the kind of medical care they should get. 

Mr. Atcer. We know there isa problem. 

_ Mr. Crurksuanx. I started with the premise that we all admit there 
isa problem. 

Mr. Aucer. If I may read from the introduction of the HEW report 
which has been called to our attention, it says: 

In our society the existence of a problem does not necessarily indicate that 
action by the Federal Government is desirable. 

In my mind it does not follow that this problem must be solved 
by the Federal Government, unless you present the kind of case 
showing that medical care is not being provided. 

On this matter of right which you spoke of, I want to ask you one 
other thing relative to it, and it troubles me. It gets into this matter 
of compulsion. 
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Supposing the doctors do not get into this. Supposing they do not 
want to. How are we going to get them into it? 

Mr. Crurksnank. I don’t think in this particular program the 
matter of the doctors getting into it is the problem. 

Mr. Arcer. Is it recognized it might be a problem if the doctors 
chose not to get into it? 

Mr. CrourksHann. If the program was in existence and all the 
doctors said, “We are not going to participate in it because we just 
don’t believe in this method of payment,” we would have a problem 
that is true, but frankly I am not concerned about that because with 
all I say about the American Medical Association, I think the doctors 
of the country will go along with any payment that is devised. If 
social insurance payment of hospital bills is set up, I do not believe 
that doctors will let their patients suffer by going on strike against 
them. I just don’t believe it. 

We have seen it in other things. The doctors came in here and 
told this committee that if disability insurance were passed in 1956 
this would socialize medicine; it was the beginning of the end and 
the temple was about to fall around their ears. 

Well, it was passed, and the temple has not fallen and the doctors are 
participating. 

Mr. Aucer. If there is a Federal law in any given field we have to 
abide by it: there is compulsion behind Federal law; is that not 
correct ¢ 

Mr. CrurksHank. The only compulsion here is on the collection of 
atax. There isn’t any compulsion to participate in the program. 

Mr. Auger. Yes; that is the compulsion all right. 

What is the right that you speak of, this inherent right of the 
American people who force others to pay the tax of those people who 
may not want to pay the tax? 

Is that not the worst kind of compulsion in free society ? 

Mr. CrurksHank. It is the same kind of compulsion on which our 
public school system rests and our highway system rests. A group 
of people acting in a democracy make a decision and the minority 
decides to go along. 

I don’t see how we can get away from that. | 

Mr. Aucer. Can you tell me why this should be limited to people 
65 and over? ; 

Mr. CrurksHank. It isn’t, as a matter of fact, Congressman. It 
limited to those people who are the beneficiaries of the social security 
system or potential beneficiaries. 

We believe that this is the group which, by their nature, the other 
programs are most prevented from helping. 

Mr. Arcrr. Are you saying it is not limited to those 65 and over! 

Mr. CrurksHank. No; it would also be, for instance, the young 
widows. 

Mr. Arcer. I know what isin the bill. 

My question is, Why do we limit it there? 

Mr. CrurksHank. Because this is the social security mechanism and 
this isa big chunk of the problem that we think it is practical to under- 
take in this way. 

Mr. Acer. The greatest amount of free care is given to those under 
65, we were told yesterday. It is a cutoff point. I am just trying t 
follow your logic. 
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How would it affect the fees? 
How do you think the Government is going to be able to do that? 

Do you see any problem there ? 

Mr. CrurksHank. I think there would be a problem just as they 
areproblems now. 

Blue Cross is having fees trouble, fees with hospitals; but it would 
be done by mutual arrangement in which all parties concerned would 
participate. 

Mr. Arcrr. I am asking you the same question, and we will keep 
the record open in case you want to add to it, that I have asked of 
the HEW—Mr. Flemming—so you know I am trying to get some 
information on this. 

For example, have you studied by any chance the other experiments, 
such as the British experiment, where we might get lessons, where the 
Government has moved into this field ? 

Mr. CrurksHank. We have been very interested in the British 
experiment because of our close ties with the British trade union 
movement. 

Incidentally, the national health scheme in Britain was put in by the 
Tory government, not the Labor government. We followed it very 
closely and we think there are quite a number of lessons that we could 
learn from that. 

Mr. Acer. Would you provide such for the record ? 

Mr. CrurksHANK. We will be glad to make a comment; yes, sir. 

(The information referred to follows :) 


4. MATERIAL ON THE BRITISH NATIONAL HEALTH SERVICE 
RETROSPECT AND PROSPECT * 


Conceived by a Liberal, nurtured by a coalition government under a Conserva- 
tive Prime Minister, and brought to life by a labour government, the National 
Health Service can justly claim to be a national institution. Inevitably—and 
rightly—it has been criticized in detail, but the concept as such has not been 
seriously challenged. Mistakes have been made, but an impartial review of the 
past 10 years indicates that the Nation has good reason to be proud of its health 
service. Much of the credit for this must go to the rank and file of the medical 
profession. At the same time due praise must be given to the promulgators of 
the service for the degree of freedom granted to doctors within it. By traditional 
civil service standards this was generous, and the civil servants concerned are 
to be congratulated for the way in which—on the whole—they have adapted 
themselves to this new approach to the management of a government service. 

As judged by the health of the nation since its introduction, the service has 
been an unqualified success. The material mortality fate and the infant mor- 
tality rate—two of the most sensitive indexes of public health—have reached 
record low levels. Tuberculosis—once the major scourge of the nation—is 
rapidly coming under control. Pneumonia has lost many of its dread attributes, 
and surgeons now successfully perform operations which a decade ago were still 
looked on as well nigh impossible. The credit for these advances, however, 
can be attributed only partly to the National Health Service. They would have 
come about in any case. What the health service has done is to insure that 
the discoveries of the research laboratories and institutes of the world are made 
freely available to every citizen of these islands to an extent that was not 
possible under the pre-1948 system based on the tripod of the panel scheme, the 
Voluntary hospitals and local authority services. To get further than this—as 


Some have done—and suggest that there is any direct cause and effect is to show 


a from the London Times Supplement on the National Health Service, July 7, 


fae 
re 
rey 
i 
‘ED 


118 BENEFITS FOR OASI BENEFICIARIES 


the political partisanship that has at times unnecessarily embittered the gooj 
relationships so essential to the working of a service such as this. 
One of the most reassuring features of this review of the first 10 years, writte 
by representatives of all branches of the service, is the unanimous concept of 
a National Health Service. The criticism advanced is all constructive and jp. 
dicates the lines along which reform should be directed. Verhaps the mos 
important of these is the restoration of the general practitioner to his rightfy 
place as the family doctor. Too often there has been a tendency for him to become 
what, in their memorandum to the Guillebaud committee, the Royal College of 
Physicians described as a disposal agent. Compelled for economic reasons to 
assume responsibility for more patients than he could cope with, and harassed by 
unnecessary calls on his time, he has often found it difficult to resist the tempta- 
tion to refer many of his patients to hospital instead of dealing with them hin. 
self. The Danckwerts Award did much to alleviate this state of affairs—hut 
clearly not enough. What is now required is a scheme that will reward a gen- 
eral practitioner in accordance with the quality rather than the quantity of 
his work. Whether this should be based on a radical modification of the present 
capitation fee with a much heavier loading for the first 1,500 or 2,000 patients 
on a doctor’s list, or some form of fee per service rendered is a matter requiring 
urgent discussion. It is to be hoped that the royal commission now in session 
will produce an answer to this crucial problem. Counting heads—a process that 
has tended to dominate the discussions between the official representatives of the 
Ministry and the profession—is not enough. The laborer is worthy of his hire, 
but no mere slide rule will provide the answer to the reward of a doctor in relation 
to the quality of his work. In many ways the inability to get away from the slide 
rule mentality has been the major tragedy of these past 10 years. 
If the family doctor were able to fulfill his true function there would bea 
commensurate financial gain in a reduction in the number of patients referred 
to hospital. Not only would this reduce the cost of the hospital service—the 
most expensive item in the whole service; it would also reduce the need for capi- 
tal expenditure on new hospitals. Were the family doctor to be provided witha 
reasonable income from a manageable rather than a maximum number of pa- 
tients, this would go far toward helping him in what the recently published in- 
terim report of the Hinchcliffe committee on the cost of prescribing has described 
as his difficult task of insuring the careful spending of public funds on pre 
scriptions which he issues at nominal cost tothe patient. It is scarcely going too 
far to say that an efficient general practice service is the crux of the whole prob- 
lem of evoiving a National Health Service that will redound to the benefit and 
credit of the country. It is significant that the consultant who contributes the 
review of the consultant service to this supplement emphasizes this as one of the 
criteria of an efficient consultant and hospital service. 
In the opinion of those best qualified to judge, this involves the continuance 
of private practice. This applies both to consultant and to general practice. It 
provides a stimulus and flexibility that can do nothing but good, and it is clear 
from the marked increase in subscribers to hospital insurance schemes since 
the inception of the service that there is widespread demand for it. 
A final advantage of the raising of standards and status of general practice, 
particularly when it is linked with the development of group practice, would be 
that it would make it easier for senior registrars for whom no consultant ap- 
pointment can be found to transfer to general practice. Such a development 
would do much to help in solving the difficult problem of these registrars. 
What is the price of health, and what proportion of its income can the nation 
afford to spend on its health service? These are fundamental questions oN 
which any consideration of the cost of the service must be based. As Mr. Guille 
baud points out in his review of the subject, in 1956-57 the aggregate gross ex- 
penditure represented approximately 3.8 percent of the gross national product. 
It is for the country to decide whether, in relation to other essential items, such 
as education, housing, defense, and the like, this represents a reasonable amount 
to spend on the health service. Whatever the answer, however, it is incumbent 
on all concerned to insure that the money available is spent as economically as 
possible. In discussing such matters it is too often forgotten that the hospital 
service accounts for about 60 percent of the gross cost of the service, and drugs 
for some 10 percent. Much has been heard of the need for bigger and better 
hospitals; but are these really necessary on the scale sometimes suggested? If 
general practitioners were enabled to pull their full weight, the need for refer 
ring patients to hospitals could well be reduced. Before embarking on an elab- 
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orate program of hospital development, priority should be given to the prob- 
lem of insuring that as much treatment as possible should be given by the 
family doctor. At the same time it is incumbent on the ministry to take more 
active steps to persuade patients and potential patients not to abuse the service by 
unnecessary calls on their doctors—particularly when these are accompanied by 
demands for drugs in the category of household remedies which the individual 
should be expected to buy for himself. 


LooKING AFTER THE OLD AND Sick’? 


(By Lord Amulree, M.D., F.R.C.P., president, Medical Society for the Care of 
the Elderly) 


During the late war a start was made to improve the conditions in the large 
number of ill-equipped hospitals in the country. The majority of these had been 
operated under the Poor law and were then the responsibility of the major local 
authorities. Little blame, however, should be attached to the local authorities 
for the state of their hospitals; between 1929 and 1949 major reforms were not, 
for obvious reasons, practicable. This improvement continued after the war; and 
when, by the National Health Service Act, the difference between voluntary and 
municipal hospitals was abolished and all hospitals passed into the possession 
of the Minister of Health, upgrading of these hospitals continued. 

The elderly sick and the chronic sick have benefited and the distinction between 
first-class medicine in most of the voluntary hospitals and second-class medicine 
in many of the ill-equipped and understaffed municipal hospitals is passing away. 
Pioneer work in the rehabilitation of the elderly sick has led to a general apprecia- 
tion of the fact that age in itself is no bar to efficient and adequate treatment, 
and that the elderly respond to appropriate treatment in a way similar to that 
of younger people. This had, for many diseases from which the aged in common 
with their junior contemporaries suffer, long been known; but the degenerative, 
long-term diseases of old age, particularly among the poorer, less privileged, class 
of the community, were thought, all too often, to be resistant to effective treat- 
ments, and none therefore was instituted. 


GERIATRIC UNITS 


It is becoming generally realized that if elderly persons are sick they need ad- 
mission to as good a hospital as if they were young or middle aged. The elderly 
sick, no matter from what disease they may suffer, are more and more fre- 
quently admitted to fully equipped and staffed general hospitals and are sub- 
jected to full facilities for diagnosis and for treatment by up-to-date methods. 
Geriatric units have been started in about 80 areas and, although there is a cer- 
tain unevenness in the quality of their work, their presence has been of great 
benefit to the elderly sick. Most of these units are situated in the former munici- 
pal hospitals, and the general unsuitability of many of these—absence of lifts, 
unsuitable sanitary annexes, and a general lack of amenities—has prevented the 
work from expanding to the extent it might have done if more money had been 
available. 

The modern conception that it is wrong to keep an elderly person either in bed 
or in hospital unless there are sound medical grounds for doing so has trans- 
formed many of these rather dreary wards into cheerful, active, happy places in 
which the elderly sick are encouraged to resume a normal life. In addition to 
adequate medical and nursing care, these patients require the services of an 
almoner and of occupational and physiotherapy departments. Many return to 
their own homes, often assisted by the domiciliary service, both statutory and 
Voluntary ; but many, whose restoration to health is not so complete, need admis- 
re to welfare homes administered under part III of the National Assistance 

ct. 

The number of beds in these homes is still inadequate for the demand, and 
many hospital beds are filled by elderly folk who no longer need to remain there. 
Nevertheless, long waiting lists are becoming things of the past, and the system 
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of visiting all patients in their homes before admission has helped to establish 
a priority of admission for those who are acutely and seriously ill. This helps 
to prevent them drifting into a state of permanent invalidism when long, and 
even permanent, hospital care becomes necessary. Under the National Health 
Service Act all persons are entitled to the services of a general practitioner, 
Many elderly persons benefit from such services, and the link between practi- 
tioner and geriatric service has proved its worth. 
The local authority, with its welfare services, contributes the third branch of 
the National Health Service, and when there is full cooperation between all 
three branches the lot of the elderly is greatly improved. 
The care of the younger disabled, or “chronic” sick, has not shown such in- 
provement, partly because their numbers are relatively small and partly because 
little progress has been made in the admittedly difficult task of deciding to 
what type of accommodation they are best suited. Full medical and nursing 
eare ig not necessary, but many of the resources of the general hospital are 
needed—almoners, occupational therapists, and physiotherapists. That some 
annexe, sheltering under the general hospital umbrella, is necessary for these 
people is agreed, but its exact nature has not yet been determined. Perhaps the 
course of the next 10 years will show. 
Mr. Aucer. One last question. 
Does it not also follow that this program, like so many other of the 
compulsory tax programs, is hitting the people of modest income? 
We are going to increase the tax burden of the very people you 
represent again; are we not? 
Mr. CrurKsHank. We increase their tax burden, but we do not in- 
crease their total economic burden. 
Mr. Acer. That is all, Mr. Chairman. 
The Cuarrman. Are there any further questions of Mr. Cruik- 
shank? 
If not, Mr. Cruikshank, again we thank you, sir, for your discussion 
of this matter. 
Mr. Crurksuank. I thank you, Mr. Chairman and members of the 
committee, 
The CuarrMan. Our next witness is Mr. Marshall. 
Mr. Marshall, please identify yourself for the record by giving us 
your name, address, and capacity in which you appear. 


STATEMENT OF ALLEN D. MARSHALL, IN BEHALF OF THE CHAMBER 
OF COMMERCE OF THE UNITED STATES, ACCOMPANIED BY KARL 
T. SCHLOTTERBECK 


Mr. Marsnatu. Mr. Chairman and gentlemen of the committee, my 
name is A. D. Marshall, and I am vice president of the General 
Dynamics Corp. I appear before you today representing the Cham- 
ber of Commerce of the United States. 

For the past 7 years I have been a member of its board of directors 
and also chairman of its committee on economic security. 

Mr. Schlotterbeck at my left here is the staff member who is secre- 
tary of that committee. : 
The Cuarrman. Mr. Marshall, you are recognized, sir, for 20 min- 
utes. If you omit any part of your statement it will all be placed in 
the 

Mr. MarsHatu. You have my statement on file. I hope I will be 
permitted to omit parts of it in my oral presentation. 

The Cuairman. Your entire statement will appear in the record. 
Mr. Marsuaty. The national chamber, gentlemen, has long been 
interested in proper health care and facilities for all Americans. We 
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have encouraged the insurance industry to experiment with new forms 
of health protection. We have also encouraged employers to sponsor 
health insurance programs for their workers. 

The U.S. Chamber of Commerce recognizes that with advancing 
years the likelihood of illness often increases. Chronic or acute illness 
may involve substantial, even abnormally large, expenses for medical 
care at any age. This is likely to be a financial problem for anyone, 
more so for those who have retired. 

Private enterprise in recent years has developed insurance protec- 
tion for the vast majority of working people and their families. The 
insurance industry is now devising various types of policies to protect 
those of retirement age. 

We have encouraged this activity and believe that such protection 
can be extended to a large part of our retired people. 

The national chamber truly welcomes this opportunity to express 
its views on this proposal, H.R. 4700, to provide certain hospital, 
nursing home, ut surgical benefits within the framework of social 
security. 

HR 4700 would initiate a completely new feature in social security, 
aservice benefit. It would authorize payments from the social secu- 
rity trust fund for the first 60 days of hospital care in a 12-month 
period, or 120 days in a nursing home including any stay in a hospital, 
and also for standard surgical procedures. 

This new beuvefit weal be provided, as was just pointed out, to all 


beneficiaries, young as well as aged, on the social security rolls, as 
well as to those who could draw benefits were it not for the fact that 
7 are earning too much. 


iere are certain vital features of this bill and the national cham- 
ber’s views on H.R. 4700 are based on the longstanding purpose of 
social security, on certain unique aspects and on its fundamental prin- 
ciples which for the past two decades have withstood the tests of critical 
examination and reappraisal, 

Social security is designed to deal with the potential social problem 
of vast size which might occur if large numbers of older people, be- 
cause of age, could no longer support themselves by working and might 
become destitute and in want. Hence this program has provided for 
monthly benefits, paid without a “needs test,” chiefly to those aged 
persons who can no longer earn a living. 

For good reason, Congress decided that the benefits should not be 
sufficient to cover the most extreme needs of a relatively small portion 
of the older population, but should be adequate to provide a floor of 
protection against want and destitution for the vast majority. 

For the relatively few whose needs are unusually large because of 
chronic illness or other reasons, reliance has been placed on old-age 
issistance to supplement social security benefits. Congress has always 
‘xpected each person to build more old-age income protection through 
his own efforts, according to his own desires and ability. 

One condition of eligibility for social security benefits has been 
known as the work test. It is indispensable to this social program 
vhich pays benefits to those whose age has taken its toll and, hence, 
presumably are no longer able to support themselves by working. 
Over the years, Congress has liberalized this condition of eligibility. 
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At the present time, a person who has met all other conditions of 
eligibility but is earning more than $1,200 in a year has no right 
to monthly benefits throughout the year. 

A fundamental principle in social security has been the wage rek. 
tionship of benefits. This principle has been enunciated several tim 
in the reports of the Committee on Ways and Means and the Senate 
Committee on Finance. It is typically American to have rewards x. 
lated to the economic effort evolved, 

Moreover, it is reasonable that those who had higher earnings in 
prior years should have a somewhat higher floor of protection agains 
want and destitution. 

Another feature, typically American, is that the benefits are paid in 
cash. It is axiomatic that freedom of choice can be preserved only 
through cash benefits. Each beneficiary is the judge of what best 
meets his needs and is free to exercise that decision. 


IMPLICATIONS AND POTENTIAL CONSEQUENCES OF H.R. 4700 


Perhaps no other proposal for amending social security ever con- 
sidered by this committee would so drastically alter certain uniquely 
American features and fundamental principles of this time-tested 
program. 

We do not question the good intentions and motives which give ris 
to H.R. 4700. As a matter of fact, we share the concern of the people 
who are concerned with the health problems not only of the aged but 
of all of the indigent in our population. 

However, it seems to us that the implications and seemingly almost 
inevitable consequences are such that we urge the committee to reject 
the entire proposal. 

First let me point out that by ignoring the work test, H.R. 4700 
could make the social tax costs so burdensome as to jeopardize the 
existing old-age and survivor benefits program. 

H.R. 4700 would authorize payments from the social security trust 
fund for specified hospital and nursing home care and for standard 
surgery, not only for those actually drawing benefits, aged and young 
alike, but also those who, otherwise eligible, are working and support 
ing themselves. 

ince this program was designed primarily to pay benefits to those 
who, because of age, could no longer support themselves by van 
Congress has concluded that the objectives of this program would 
not be served by paying benefits to those who could continue to work 
beyond retirement age. 

Congress has believed there is no social or economic justification for 
taxing workers and employers to pay cash benefits to those who could 
continue to work. 

Intermittently Congress has liberalized this work test, in conse 
quence of rising pay levels and of some public demand. ; 

Through a misunderstanding of the character of social security, 
there has also been some demand that the work test be eliminated. 
Apparently some believe that social security benefits are insurance; 
that they have bought and paid for these benefits, and that they 
should receive them at age 65 and not be penalized for exercising 
initiative by continuing to work. 
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However, it would certainly be anomalous to pay social benefits to 
persons ony a living and thus having no social need. Further- 
more, the social tax costs would become quite burdensome. 

Nevertheless, H.R. 4700 proposes to ignore the work test. It would 
have the social security trust fund pay for the specified hospital and 
nursing home care | surgery for some 1.6 million persons who are 
still working, and for their spouses. These are persons who are 
| deemed, by another provision in the law, to be earning enough to sup- 
port themselves and to buy the health-care protection they wish. 

In view of the persistent demands for further liberalization of the 
work test, and even for its elimination, we fail to see how Congress 
could long retain the work test for the cash benefit part of this pro- 
gram, while requiring no such condition of eligibility for the hospital 
care and surgical benefits. 

Termination of this test for cash benefits would so increase the 
social tax costs especially on workers and on employers as to jeopard- 
ize public —— of social security. All of us should always 
keep in mind that benefit payments in the future depend wholly on 
| the continued willingness of workers and employers to pay the 
necessary social taxes. 

Secondly, H.R. 4700 violates a long-accepted basic principle in so- 
cial security, the wage relationship of benefits. 

There would seem to be no question that wage-related benefits is a 
fundamental principle contributing to the acceptance and support of 

the pons by the American public at large. 

' The Ways and Means Committee has several times enunciated this 
as a basic principle. 

For example, the 1939 report of this committee stated that since 
the objective is: 

To compensate for wage loss, it is imperative that benefits be reasonably 
related to the wages of the individual. This insures that the cost of the bene- 
fits will stay within reasonable limits and that the system will be flexible 
enough to meet the wide variations in earnings which exist. (See p. 10.) 

Congressman Robert W. Kean, a former member of this committee, 
emphasized in December 1953 the great importance of this principle 
to the continued soundness of social security. Spokesmen for organ- 
a labor have taken a similar stand before this committee and else- 
where, 

_For example, Mr. Nelson Cruikshank, director of the Social Secu- 
rity Department, AFL-CIO, who just testified before you, stated 
before this committee last year : 


Social security was conceived as a wage-related system, with benefits related 
to wages. In this respect we were meshing it in with our whole free enterprise 
concept. * * * 

So Congress has also meshed our social security system with the concept of 
4 wage-related benefit, in contrast to the European systems that have a flat 
benefit, the same for everybody. * * * 

We think that it is highly important that this wage-related approach be 
maintained in our whole social security system. (See hearings on social secu- 
tity legislation, Ways and Means Committee, 85th Cong., 2d sess., pp. 770-771.) 


H.R. 4700, however, would establish this new type of benefit having 
Fe relation whatsoever to the prior earnings record of the bene- 
clary. 
Despite any arguments that might be made for the necessity of this, 
we believe that, if adopted, there would be growing irresistible pres- 
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sures for a flat cash benefit instead of a wage-related benefit. Doubt. 
less such a flat cash benefit would have to be fixed at a rather high 
level, within the prevailing benefit scale. 

The consequent social tax cost would unquestionably threaten th 
continuance of the program. 

Third, H.R. 4700 would deny freedom of choice to each and ever 
beneficiary. | 

Thus far, social security has provided benefits in one form only; 
namely, benefits in cash. This has enabled each beneficiary to use the 
benefits and any other cash income and other liquid assets to buy thos 
goods and services necessary to meet his wants and desires and in quan- 
tities he chooses to afford. Each person can budget whatever he 
chooses for food, clothing, housing, and so forth. Only in this manner 
can each individual exercise his freedom. Liberty in fact is rooted 
in freedom of choice. 

However, in providing this service benefit, H.R. 4700 would have 
the Federal Government decide for each beneficiary how part of his 
benefit money must be spent. 

The advocates of this bill contend that these provisions would pay 
for a very large part of the costs of hospital and surgical care for mos 
aged beneficiaries. However, many social security beneficiaries might 
prefer to buy health insurance policies providing other types of pro- 
tection, if they were allowed freedom of choice. 

Some might conclude their health expenses would be less likely 
to involve hospital care or surgery than some other kind of medical 
care. Others might find their need for medical care might be reduced 
or even eliminated by a different, more costly diet, or by a change 
in living accommodations, or by a move to a different climate. For 
them this bill would do nothing. 

The national chamber’s fundamental objection to this aspect of the 
bill is that it would establish in title II of the Social Security Act the 
first restriction on freedom of choice. 

This proposal, H.R. 4700, is truly. a curious one. Many of thos 
working today, under 65 years of age, who will become beneficiarie 
in ensuing years, now freely choose whether they want health insur 
ance, and, if they do, what kind of health insurance protection the} 
wish. There is no question that each of these individuals is deemec 
competent to best decide for himself. 

If H.R. 4700 is adopted, the implication is clear that, on reachin 
age 65, a person would be regarded under the law as no longer best abl 
to make such decisions; the Government must do it for him. 

Wouldn’t this denial of freedom of choice at age 65 create a nev 
class of citizens, because they are deemed incompetent to best decid 
for themselves ? 

If Congress should deprive women at 62 and men at 65 of this free 
dom to choose, would it be logical to expect further decisions b; 
Congress of a similar character ? bin 

For example, it might decide that some of our older people are livin; 
in accommodations that the Government says are not suitable or ade 
quate, and then tell the beneficiaries that another part of their benefi 
money will be used to provide shelter in specially designed publi 
housing. They can move in if they wish, although many might prefe 
to live in their own homes. But part of their benefit money woul 
nevertheless be used in this manner, 
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There are other aspects of the way of living of our older people 
that would be epened to Federal control. ‘ 

A “proper” or “suitable” diet would also seem to be a logical next 
step if the Federal Government should house aged beneficiaries. | It 
would be relatively easy to build Government dining halls adjoining 
this public housing. Still another part of their benefit money would 

have to be used to pay for the dietetic meals, although some benefi- 
ciaries might not like this food. 

“Adequate” clothing and “appropriate” education and recreation 
could then be fitted into this program of regimentation. 

In brief, the national chamber believes that if the health care situ- 
ation of social security beneficiaries, particularly the aged, merits 
action, the method proposed in H.R. 4700 is open to serious question. 
This proposed amendment to social security would : 

1. Violate a fundamental principle of the program with possibly 
very costly consequences ; : 

Be iaet to the elimination of the work test and thus seriously 
| damage the social character and objective of the program; and 
3. Introduce a completely new feature, denial of individual free- 
dom of choice, that is foreign to our American way of life. 

In recommending the rejection of this proposal, we are not unmind- 
ful that the situation of aged beneficiaries may justify a special effort, 
private or public, but I think we should carefully examine the need for 
this effort. This situation relates to the financial ability of most 
| aged beneficiaries to pay for costly types of medical care. 
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THE FINANCIAL STATUS OF BENEFICIARIES 


Attention has been focused periodically on the needs of our aged 
people, and understandably so. By poe large, they are no longer 
_ working and hence are receiving smaller incomes than formerly. As 

a group, they need more health care of one kind or another. For these 
reasons, this and other bills have been developed with the view that 
Special action is required. 
| Well over half of aged social security beneficiaries and eligibles 
can afford health insurance. 

Some advocates of H.R. 4700 contend that the money income status 
of many aged beneficiaries is quite inadequate for them to buy health 
Imsurance protection. They point to the median money income of 
roughly $2,000 for married couple beneficiaries, and $1,000 for single 
beneficiaries, and conclude they could not afford 7 percent of that 
income for health insurance premiums. 

However, let me point out that the total income status of social 
security beneficiaries is important in determining the extent to which 
these people may be saaihe to afford health protection. 

The latest national survey of OASI beneficiaries shows the median 
money income of married couple beneficiaries in 1957 was $2,249; 
of single retired workers, $1,140; and of aged widows, $882. These 
median” data mean that half of the beneficiaries in each category 
= money incomes above the median and half had money incomes of 
Since these are money income figures, they exclude a very substan- 
lal element in the total income of many beneficiaries, name y;, Shelter 
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provided by owned homes. This same OASI survey shows that two. 
thirds or more of the married beneficiaries owned their homes, and 
that a smaller proportion of the single persons and aged widows wer 
homeowners. 

The value of the shelter provided by homeownership usually x. 
counts for 20 to 25 percent of an aged couple’s total budget. If the 
money-income data could be adjusted for this imputed income fron 
homeownership, somewhat more than half the married beneficiaries 
would have total incomes of more than $2,200. Similarly, more than 
half of the single beneficiaries, both retired workers and aged widovs, 
would have total incomes above the median figures cited earlier, — 

A Bureau of Labor Statistics minimum budget for elderly couples 
contained an allowance for medical care to cover private health in. 
surance premiums. This minimum budget updated to 1956 for 
couple in New York City amounts to $2,050. (See “Financing Health 
Costs for the Aged,” New York State Conference, 1956, p. 37.) 

Thus it may be seen that more than half of the aged beneficiary 
couples have total incomes which would enable them to buy health 
insurance protection, if they wish to do so. If account were taken 
of other resources of beneficiaries, that is, other assets, the picture is 
further improved. 

Despite this fact, it is undoubtedly true that a considerable number 
of aged beneficiaries, both married and single, have total incomes in 
sufficient to buy such insurance. They are distinctly in the low. 
income category and may need some kind of protection against costh 
kinds of medical care. 

Moreover, there are others in our population, not aged, who als 
are in the low-income category and presumably need this kind o 
protection, too. The common feature of these groups is not that ther 
are social security beneficiaries, nor that they are aged, but that the 
have relatively small incomes and need health protection. 

We find no justification for setting up a vast national program pay 
ing for specified kinds of health care to fill a possible need for only: 

art of our low-income people, only some of whom are age 

neficiaries. 

It may be observed that H.R. 4700 ignores those aged most in nee( 
the 2 millions who are receiving old-age assistance a. If there! 
a substantial need among the low-income portion of our population fo 

rotection against large costs of health care, that pc be dealt wit 

orthrightly. 

Since need of the individual is here the criterion, a needs test woul 
be involved, and this solution would have no place in social security 
which pays benefits without any needs test whatsoever. 

Also, gentlemen, social security has been doing a progressivel 
better job of providing a floor of protection to prevent want an 
destitution for most aged beneficiaries. 

Congress has always recognized that social security benefits coul 
not be large enough to meet the needs of all aged beneficiaries, inclu¢ 
ing those with extreme needs arising from, say, chronic illness. 
age assistance has been expected to provide additional income for 
relatively small portion of the aged beneficiaries. 

Over the years there have been a number of social security bent 
ficiaries who have had to see OAA to meet their total needs. 
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In September 1950 there were 276,000 aged beneficiaries also receiv- 
ing old-age assistance and, by February 1958, there were 597,000 
receiving benefits under both 98 r Owing to the improved 
total income status of aged beneficiaries in recent years, however, only 
7.1 percent had to turn to old-age assistance in 1958, as compared with 
12.2 percent in 1950. (See “Concurrent Receipt of Public Assistance 
and Old-Age and Survivors Insurance,” Sue Ossman, in Social Se- 
curity Bulletin, Sept. 1958, p. 6.) 

This improvement in income status reflects not only the social- 
scurity-benefit increases by the amendments of 1950, 1952, and 
1954, but also the entry of many new persons to the aged category. 

In the years immediateley prior to becoming beneficiaries, they had 
ben working at the highest levels of pay in their experience, enabling 
them to be in a more favorable total income position in retirement 
than their elders already on the benefit rolls. 

We believe these data indicate that the aged beneficiaries of 1957, 
through their money incomes and other resources, such as home 
ownership, were better able to meet their total needs without turning 
to old-age assistance, than was true of the aged beneficiaries in 1950. 

Tomorrow’s beneficiaries will probably be better off than those of 
today. 

hain the next two decades, the number of aged in our popula- 
tion will increase from 16 million to 26 million. Meanwhile, the 
number who are aged beneficiaries, or who could draw benefits if they 
weren't earning too much, will increase from roughly 12 million to 
about 24 million. 

Of these 24 million beneficiaries or potential beneficiaries in 1980, 
90 percent of them today are less than 65 years of age. Most of the 
men and a large portion of the women in this group, now aged 45 
to 64, are today working at the highest levels of pay they have ever 
received. If experience is any guide for the future, aged beneficiaries 
of 1980 will be in an even better position to meet their important 
needs than are those of today. They will have more money income 
from sources other than social security. Probably a larger propor- 
tion will be homeowners. 

I would submit, gentlemen, we must look ahead in any program of 
this kind and see where the indigent will be in 1980. It is possible 
they may not be in the aged group at all if we continue the tax 
burdens on the employed group. 

Despite the promising prospects for the future, this committee is 
understandably concerned about the situation today. 

The information supplied by the recent, 1957, national survey of 
OASI beneficiaries is inconclusive. This survey of aged beneficiary 
couples and unmarried persons totaling 5,978 out of roughly 9 million 
shows that 95 percent had some kind of medical expense during the 
year. 

; The aie showed that no more than 13 percent were hospitalized 

uring 1957. 

The figures also show that 83 percent of those having some medical 
expense were able to take care of their health and medical care costs 
out of their own income and other resources. Unfortunately, the 
survey did not indicate what percent of those having hospital and 


oa expenses as well as other medical costs were able to pay for 
em. 
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I would like to point out that in my home city I can personally 
testify that for the last quarter of a century no individual in the city, 
young or aged, has been refused hospital care when ordered by, 
doctor because he was unable to pay for it. I can testify to that 
because I ran the hospital myself for most of that period. 

Although these data do not conclusively show that the present scale 
of benefits is not providing a floor of protection, the committee might 
conclude this to be true. 

However, this will not be the first time the Ways and Means Con- 
mittee has regarded the prevailing scale of benefits to be less than 
floor of protection. In 1950 and in 1958 this committee held extensin. 
hearings, and in consequence decided that the benefits should ke 
increased in order to continue having social security provide a floor of 
protection income. 

In 1952, without any hearings whatsoever, Congress took similar 
action. 

In each case, this action by Congress reflected its view that social 
security benefits by and large were not enough to enable the bene- 
ficiaries to buy the necessary food, clothing, shelter, and so forth to 
prevent them from being in want. 

If this committee should conclude that today’s social seurity bene- 
fits are not providing a floor of protection sufficient to buy the neces- 
sary food, shelter, clothing, and health insurance protection, we 
believe that the solution is obvious, to raise the total benefit. 

However, we wish to refer again to the small and continually 
declining percentage of aged social security beneficiaries who have 
had to seek old-age assistance and we therefore believe that by and 
large the scale of benefits today is providing a floor of protection. 

Thank you very much. 

The Cuarrman. Thank you, Mr. Marshall, for bringing to us the 
views of the Chamber of Commerce of the United States on this legis- 
lation. We appreciate your statement and your presentation of it. 

Are there any questions of Mr. Marshall? 

Mr. Forand. 

Mr. Foranp. Mr. Marshall, on page 12 of your statement you refer 
to a minimum budget for an elderly couple which was once dovelepe 
by the U.S. Bureau of Labor Statistics. Did not the Bureau of Labor 
Statistics stop pricing that budget years ago because it was so badly 
out of date? 

Mr. MarsHaty. Can you answer that question, Mr. Schlotterbeck! 

Mr. Scuuorrerseck. No; but I would like to find out. It was 
oe in connection with a conference held by the State of Nev 

ork. 

Mr. Foranp. By the State of New York, but not by the U.S. Bureau 
of Labor Statistics? 

Mr. Scuuorrerseck. No; that is correct. I don’t know why they 
haven’t repriced it. 

Mr. Foranp. Because it was so badly out of date. That is why 
they have not. 

ne pointy advertised policy for people over 65 costs $13 for 4 
couple a month, or $156 a year. Another costs $17 a month at $2048 
year. Yet, either one would pay for only a small part of the total 
medical services that may be needed. 
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How much more than $204 a year do you think an aged couple would 
have to pay for voluntary insurance that would protect them against 
the cost of comprehensive care, including home, office care, and drugs, 
and so forth ¢ 

Mr. Marsan. I would suggest, Congressman, that that question 
be asked of the representatives of the insurance industry because I 
think there are many lower cost policies than that in effect for older 
people at the present time. 

Mr. Foranp. Lower cost and less coverage ? 

Mr. MarsHai. Some of them have less coverage, and I am not too 
sure that I am competent to cover all the different policies that are 
offered by all the insurance companies of this country. 

You must remember there are literally hundreds of them that are 
now in this business of offering this type of insurance protection of 
many different kinds and qualities. 

My own opinion, Congressman, is that the medical care of the aged 
isnot a national problem. I think that the medical care of the aged 
is pretty much a function of the community in which the aged live. 

aot like to respectfully make a suggestion that we don’t test 
this problem by taking a sample of 6,000 out of 9 million scattered in 
various communities, but that we test the problem by looking at 
several sample communities; that we look at everybody over age 65 in 
different typical communities throughout the United States and try 
to determine if those individuals in that community are receiving 
better, worse, or the same medical care as the other segments of the 
in that given community. 

would suspect—and I am pretty sure it is true in my own com- 
munity—that the aged are receiving just as good medical care in my 
community as the young are. 

Mr. Foranp. I want to commend you for that if your community 
has that type of service. 

Mr. Marsnauy. There are many others. 

Mr. Foranp. However, just recently you perhaps have read the 
same item in the newspaper that I did about an aged couple down 
south that committed suicide because they could not get any medical 
care from anybody, could not get help of any kind. ‘The newspapers 
fetaured that two or three times. If that is occurring in that particu- 
lar area, I am sure that other areas in this country are also lagging in 
the type of care that should be given these aged people. 

Mr. Marsuaty. I am quite sure that is true, Congressman, but I 
would like to respectfully suggest that perhaps there are others in 
that same community who are not receiving medical care. It is not 
only the aged, but it may be the young. 

Mr. Foranp. I have to agree with you on that. 

How do you figure that an aged couple with an income of $2,000, 
or a little more or less, can afford either to buy comprehensive health 
insurance or, lacking it, meet the cost of long-continued illness? 

Mr. Marswatu. The premiums on this insurance are roughly about 
T percent, I would guess. That was the figure, I think you will find, 
inthe report of HEW. 

Mr. Schlotterbeck reminds me it is on page 93 of the HEW report. 

Mr. Foranp. However, you will admit, especially in view of your 
experience with hospitals, that a $2,000-a-year income is not sufficient 
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to meet many of those hospital bills that are coming through, x. 
cording to a number of hospital bills that have been submitted t) 
me by people all over the Nation. 

Mr. MarsHatu. I submit, Congressman, that there are times whe 
I am worried about whether my income is sufficient to meet hospita| 
bills that might be submitted to me in the case of a catastrophic jl. 
ness, but I submit also that these insurance premiums are nothin 
more or less than a mechanism for saving up over the years for payi 
for those bills in the years when I do not have any to meet, and 
think you even out the load over a period of years by buying insw. 
ance so that when that catastrophic illness does occur the insurane 
takes care of a substantial part of it. 

Mr. Foranp. I wish I could agree with you on the “substantial” 
oe of it. That is not along the lines of the experience that I hay 

ad. 

Mr. Marsuatu. It depends on the form of policy. 

Mr. Foranp. In fact, at this point, Mr. Chairman, I would as 
permission, after Mr. Marshall oo concluded here, that I may k 
permitted to include in the record a letter from Congressman Rabat, 
along with two or three other letters with reference to a hospital 
case that he has asked be inserted in the record. 

The CuarrmMan. Without objection, it will be included at that point 

Mr. Foranp. Mr. Marshall, as the voice of business, has the chamber 
met with the insurance industry in any attempt to provide insurane 
adequate for the aged ? 

Mr. Marsuatu. We have an insurance department in the Chamber 
of Commerce of the United States and they have a committee which 
deals with these problems of health insurance as well as other in- 
surance matters. 

We also have had for many years a joint subcommittee of my 
economic security committee and of the insurance committee, com- 
posed of representatives of the insurance industry and representatives 
of the employers, doctors, and other people from my committee which 
have met together to devise means and try to spread the work with 
respect to these kinds of insurance programs. 

That activity has been going on, I think, to my personal knowledge 
for at least 15 or 20 years. I think I was chairman of that joint sub- 
committee some 10 or 12 years ago. They have tried to take a very 
active part. We have held meetings. 

One of the first meetings in the » I ever attended was on this 
subject in the city of Cincinnati, some 15 years ago. We have had. 
meetings in New Orleans, Albany, and throughout the country to try 
to stimulate this sort of activity. | 

Mr. Foranp. I am asking that question because, as you perhaps 
well know by now, as I have repeated it so many times, I am looking for 
alternatives, if alternatives can be found, to solve the problem that we 
all agree is a very serious problem and must be solved. i | 

I have to assume that your paper here is the best recommendation 
that your committee can make on this subject because so far as I know 
the chamber has not presented us with any particular alternative. 

If the chamber should have some alternative program that they can 
set out for us and would furnish it to the committee, I for one would be 
most appreciative. 
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Mr. Marsuauu. I would like to suggest the first determination that 
should be made, it seems to me, is whether this is a national problem 
particularly for the aged, and I think a oop 4 in depth of given 
communities would be the first step in making such a determination. 

Then I would like to urge, and I have a personal interest in this, 
because 1 devised the first such program, that we examine very care- 
fully this catastrophic health aspect, because to my mind even though 
Mr. Cruikshank and I disagree on this, it seems to me that that is the 
only real insurance protection that “kg ean afford in this thing. You 
don't hire a bank to pay your monthly grocery bills or you don’t hire 
an agent to pay your meat bill or your electric bill. 

By the same token, I think it is a mistake to hire an insurance com- 
pany to pay for doctors to come and take care of the children’s colds 
and things like that. 

That in effect is what you are doing when you have first dollar 


‘coverage. The real catastrophe, though, is the long illness, the can- 


cer, and other things, and that can be insured against and very 


' cheaply, because it is a comparatively rare occurrence. 


Roughly I think, and I have checked these figures, 1 out of every 
10 people go to the hospital every year. Many of those hospital trips 
are for the normal things that occur that you ought to save up for; 
births, tonsillectomies, and so on, but the minute you get first dollar 
coverage, then people tend to take advantage of that. 

I well ae one insurance program we put in with first dollar 
coverage and a man with 11 children had the tonsils taken out of all 
of his 11 children the first year it was in. I am sure that the doctor 
who looked down the throats of those 11 children didn’t see 11 cases 
of diseased tonsils. I think he saw something else there, but that is 


_ the kind of thing you get in first dollar coverage. 
e of my 


» the fact that we hear everywhere that this problem is being studied. 


Mr. Foranp. Mr. Marshall, the thing that disturbs me the most is 


It has been studied for years and yet no one seems to have come up 


with a solution to this problem. 


I am sincerely hopeful that all interested parties will collaborate 


ollie ' and come up with something in the very near future. 


I thank you very much. 

Mr. Marsnaty. Thank you, sir. 

The Cuatrman. Mr. Mason will inquire, Mr. Marshall. 

Mr. Mason. Mr. Marshall, I judge from your testimony that you 
are not in favor of the provisions of this bill and I judge from Mr. 
Cruikshank’s testimony that he was in favor of this bill. Evidently, 
you two people are looking at it from two different directions. 

_ There are at least two differences, as I see it, between commercial 
Insurance and Government social insurance, and this is to show the 
different points of view that you and Mr. Cruikshank have. 

First, in commercial insurance the basic motive is profit and the 
second thing is, it is voluntary on the part of the people who go into 
it. The motive behind Federal or Government social insurance is 
ne to be the welfare of the public, and it is compulsory. 
ai rom everyone there is a collected tax. Those are the two basic 

ings. 

. Now I am saying this: that if I believe in the profit motive in all 
dustry, which has made this country great, I should, therefore, 


oe 
| | 
| 
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think that the profit motive might solve this problem as well, if not 
better, than Government ownership of all industry or Governmen 
operation of this matter. And those are the two points of view that 
you typify and Mr. Cruikshank typifies. 

And the members of this committee can take either point of viey 
they think is the one thing best for this Government. Is that right! 

Mr. Marsuat. Substantially that is correct, Mr. Congressman. 

I would like to point out, though, Mr. Mason, that not all insur. 
ance programs by private insurance companies are profitmaking 
enterprises. 

Of course, you have these stock and mutual companies and you 
have other forms of so-called private insurance as distinguished 
from Government insurance. 

Mr. Mason. There are all grades, but the motive behind even the 
mutual insurance companies is profit for somebody, even if it is only 
profit for the officers of that company. 

That is all, Mr. Chairman. 

The Cuatrrman. Mr. Curtis will inquire. 

Mr. Curtis. First I would like to ask, you are familiar, of course, 
with the report submitted to the Committee on Ways and Means by 
the Department of Health, Education, and Welfare of April 3 o 
“Hospitalization Insurance for OASDI Beneficiaries” ? 

Mr. Marswary. I have glanced through it, but I wouldn’t say that 
Iam thoroughly familiar with it. 

Mr. Curtis. You may have heard, if you have been in the room, 
that I have requested witnesses representing other organizations, if 
they would care to, to give us the benefit of their criticism of this 
document as to accuracy and where it might fall short or where it 
might be in the future improved. 

That would be, I think, very helpful to us as a starting off point. 

(The following letter was received by the committee :) 


CHAMBER OF COMMERCE OF THE UNITED STATES, 
Washington, D.C., August 3, 1959. 


Hon. Witsur D. MILs, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.C. 


Dear Mr. Mitts: On July 14, Mr. A. D. Marshall testified for the Chamber 
of Commerce of the United States before the Ways and Means Committee o 
H.R. 4700. At that time, the committee requested the national chamber to 
submit an appraisal of “Hospitalization Insurance for OASDI Beneficiaries,” 4 
report by the Secretary of Health, Education, and Welfare to the Committee o 
Ways and Means. We will confine our observations to chapter I of this report. 
Others are more qualified to comment on chapters II-VI. 

Part of chapter I is devoted to the financial status of aged social security 
beneficiaries in 1957, and in the future. On page 10 of this report, there is @ 
chart showing the distribution of these beneficiaries by “total money income 
groups” in 1957. The underlying data are from a sample survey of such aged 
persons. Since considerable significance may be attached to the findings of this 
survey, it should be noted that no technical statement has been released as yet 
by the Bureau of OASDI on the representativeness of the sample employed. 

We have-.two comments to make about this survey conducted in 1957. First, 
the sample appears not to be a representative one and, second, the interview 
process doubtless resulted in a substantial bias. 

Available data indicate that this sample may have been unduly weiglited with 
persons in the older age brackets. This is shown by a comparison of the per 
centage of aged beneficiaries in the sample receiving old-age assistance,’ with 
like data for all aged beneficiaries. ; 


1See National Survey of Old-Age Survivors Insurance Beneficiaries, 1957, No. 1, table 207. 
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Data show that 7.8 percent of all aged beneficiaries were also receiving old-age 
assistance in February 1957, and 7.1 percent in February 1958.7, At the time this 
sample survey was conducted (fall 1957), perhaps no more than 7.5 percent of 
aged beneficiaries were also receiving OAA. But the survey shows that 10.5 
percent of the sample were also receiving OAA—or 40 percent more than was 
true of all aged beneficiaries. 

Those receiving social security benefits as well as OAA are more likely to be in 
the upper age groups, in the lower benefit brackets, and probably less likely to 
have other forms of income. Thus, it would appear that not only was the 
sample not representative of all aged beneficiaries, but it may have resulted in 
some bias in the income status of the aged beneficiaries as a group. 

The interview process of the survey probably yielded a strong downward bias 
in “total money income” status of the aged. Employees of Social Security 
Administration conducted this survey through personal interviews, using a 28- 
page questionnaire. The instructions* show that the social security employee 
interviewing an aged beneficiary was reminded that— 

“The beneficiary [interviewed] is not required to give the information called 
for [in the questionnaire] ; often he must be convinced of the need for giving the 
information * * * and the beneficiary may consider the questions to be outside 
of the legitimate interests of the Social Security Administration. 

“The interviewer should explain that he has called because the Bureau of 
Qld-Age and Survivors Insurance wishes to find out to what ertent the benefits 
meet the needs of the beneficiary. 

‘The beneficiary can be told that Congress did not intend the insurance pro- 
gram to provide all the income retired persons need to live on. It has always 
been assumed that most beneficiaries will have some other resources * * * 

“The beneficiary should not be promised any specific advantage to himself as 
a result of the study, but he may be told that earlier surveys provided facts and 
figures which helped Congress to understand the needs of beneficiaries when it 
was considering the increase in benefits provided by the 1950, 1952, and 1954 
amendments to the act.” * 

Of course, these remarks were intended to enlist cooperation. Nevertheless, 
we believe that such statements undoubtedly resulted in underreporting or even 
nonreporting of money income other than social security benefits. The element 
of self-interest is obvious. 

In view of the indicated overweighting of the sample with beneficiaries in the 
upper age groups, and of the strong conditioning of responses to understate other 
forms of money income, we question the valdity of conclusions based on the 
survey results Showing the “total money income” status of aged beneficiaries. 

Finally, the last section of this chapter fails to portray the very encouraging 
prospects for aged groups in the years to come. In considering the income 
status of the aged beneficiary group, one must bear in mind that this age group 
isconstantly undergoing change. Those in the higher age brackets, and thus by 
and large in the lower benefit levels, are passing on. At the same time, people 
in their middle and late sixties are coming on the benefit rolls at substantially 
higher benefit levels. 

This changing composition of the aged group can be strikingly illustrated by 
comparing its likely composition in 1980 with that in 1960. In this 20-year 
interval the number of aged in our population will rise from roughly 16.4 million 
to 26.4 million.’ Of the 26.4 million who will be 65 and over in 1980, 24.3 million 
are now aged 45-64. In other words, less than 10 percent of those 65 and over 
in 1980 are a part of the 1960 aged population. Of the 24.3 million entering the 
aged group during the next 20 years, more than 90 percent will be eligible for 
social security benefits. And their benefits will be based on the highest levels 
of pay in the entire working lifetimes of these people. Thus, they will be draw- 
re to substantially higher on the average than those already getting 

nefits, 

The continuing advance of millions of people to progressively higher levels 
of money income while working is a dramatic example of the fruits of our 


+See Social Security Bulletin, September 1958, p. 6. 

B ee Department of Health, Education, and Welfare, Social Security Administration, 
gureau of Old-Age Survivors Insurance, ‘Interviewers’ Instruction Book, 1057, Cross- 
Section Sample Survey of Resources of OASI Beneficiaries.” 

the same, p. 5. [Italics 

P See U.S. Department of Health, Education, and Welfare, Social Security Administra- 
es Actuarial Study No. 46, “Illustrative U.S. Population Projections,” table 8, projection 
Dp. 24. The projected aged population for 1980 is based on most recent mortality rates. 
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dynamic American economy and is of profound significance for our future aged, 
Attention should have been given in the last section of this chapter to the vita) 


consequence of these underlying forces in the American private enterprig 
society. 


Sincerely yours, 
Kart SCHLOTTERBECK, 
Director, Economic Security Program, 

Mr. Curtis. One comment I might make on this subject of the 
difference between social and private insurance is that to me one of 
the basic problems, the very element, is, we are talking about capital 
formation, either Government capital formation or private. 

If the Government provides the capital formula, we can only do it 
through taxes. At least we have not gotten to the point where we 
have the Government investing in anything other than its own ». 
curities. 

The only real way we gain from investment is investment in private 
enterprise, and it has always bothered me when we start accumulating 
these vast Federal funds as to how economically sound that is. 

This is one reason why, if we possibly can, we need to put it into 
private channels where the investment principles will permit it to 
go into the private enterprise. I have Setbend that there have been 
these big Federal Government trust funds we have accumulated. The 
get of this country ought to begin thinking about it, because there 

ave been groups suggesting that maybe the Government ought to 
invest these funds in public works bonds. We can just begin to see the 
implications of the Federal Government getting into the investment 
field. So there is the third element and factor that must be weighed, 
and part of that is this: That when we take any activity outside the 
private enterprise sector and turn it over to the Government, we are 
narrowing the tax base and imposing a further burden on that which 
still remains within the tax base. I think that we would do well to 
start si gasatrat our tax base. The Government entirely too much 
- — years has been going into things that private enterprise can 

andle. 

In my judgment, at any rate, there is no reason why Government 
must do it when it actually can be done in the private sector and 
broaden rather than narrow the tax base. 

One specific question. I was very happy to hear your comments 
in regard to catastrophic health insurance. I have made a little 
bit of a survey in this field and I find that it is a new field and what 
policies there are seem to be contributing policies and therefore, inas- 
much as the beneficiary has to contribute a certain amount, it actually 
still puts him in a serious financial situation over a period of time. | 
honestly don’t understand the reasons for the contributing feature. 
It does not encourage a man not to remain sick and the only thing It 
does contribute is to keep the cost to the insurance company down. 

It just makes no sense to me. 

I wonder if you had any comment on that. 

Mr. MarsHayu. May I just give you a word on this? 

I can use a personal example. Suppose I am in the hospital I have 
passed my $500 or something exemption that I have to pay myself. 
The insurance company is now paying 75 percent or 80 percent of 
my bills. Some policies are 75 or 80 percent. © ; 

The question comes up: Should I keep three nurses on? If my 10- 
surance is paying the whole job, the answer is very easy. I n 
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three nurses day and night. But if I have to pay 20 percent of those 
three nurses, a little different answer comes. 

Mr. Curtis. I can see the reason. 

Mr. MarsHau. It comes in these cases. 4 

That is one of the very difficult features of this health insurance 

rogram. 

This possible to malinger and chisel, and not meaning to doit. You 
doit honestly. You need three if you don’t have to pay for them. It 
isthe old profit motive in reverse. 

Mr. Curtis. We can put it the other way around and make your 
statement affirmative when we look at rehabilitation which in my 
judgment is one of the greatest programs that has been really bloom- 
ing in recent years. ‘The psychological factor in rehabilitation, they 
tell me, is so darn important that we can hurt that if we do not provide 
the proper incentive to want to be rehabilitated and get well. 

Mr. Marsuauy. That is right. 

Mr. Curtis. I thank your for contributing to my thinking on this 
subject. 

ust one final remark to my good friend, Congressman Forand, 
whom I admire and enjoy discussing this problem with. 

I think that we need to be a little bit patient. Human beings have 
been on this earth for many, many centuries and we are coming as 
close as any society in history that I ever heard of or any present 
society to even be able to talk about solving these problems, and as 
long as we can show a good rate of progress, I think that is the key 


thing. 

I do believe that the rate of progress in the past few years has been 
encouraging and I want to say this: That I think part of that rate of 
progress comes from the stimulation that Mr. Forand provides in 
these kinds of suggestions, so I think this is all for the good, although 
Tam against your bill. 

The Cuarrman. Are there any further questions ? 

Mr. Foranp. Will Mr. Curtis yield ¢ 

Mr. Curtis. Certainly. 

Mr. Foranp. You may be interested to know, if you do not already 
know it, that people getting over the age of 65 are increasing at the 
rate of 1,000 a day. 

Mr. Curtis. Just because our doctors and hospitals are doing such 
a swell job, so let’s not criticize them that they are not interested in 
the people’s welfare. 

r. MarsHALL. People are spending their money for vitamins per- 
instead of doctors. 
he Cuarrman. Mr. Alger will inquire. 

Mr. Acer. Mr. Marshall, I will not ask further questions. 

I thought your statement was rather complete. You heard the 
earlier testimony. I have felt that the previous witness, Mr. Cruik- 
shank, did not present the case clearly. The problem is obvious to 
us all. He did not present the case clearly, as I see it, where these 
medical needs occur, other than isolated cases. 

Whether it would be the suicide that was mentioned, human beings 

0 strange things. A few isolated cases do not think mean we im- 
mediately need a vast national program, but I may be wrong. 
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Mr. Cruikshank agreed that he would give me a documentation for 
oe here of places where people are not getting medical care, 
period. 

You have just made the statement that in your area the people are 
4 turned away from hospital care because they could not pay the 

ill. 

What area is that? 

Mr. Marswauu. That was the city of Schenectady, N.Y., wher 
for 25 years we have had a very definite policy of never asking when 
a doctor sent a patient to a hospital how much money the patient had 
or whether or not he would pay the bill. He was admitted in. 
mediately. We inquired later about his means. 

Mr. Arcer. I just wanted you to know that Mr. Cruikshank is going 
to offer this committee, I judge, a list of areas, or situations, or cases, 
however he chooses to do it, where people have been turned away 
because they could not pay. I think you should be apprised of that 
because I believe that we need to further develop that and possibly, 
Mr. Chairman, leave the record open so that if a witness wants to give 
us additional information on that score, he may, should it become a 
matter of contention here where we are seeking information. 

Thank you. 

(Letters of Mr. Rabaut follow :) 


HOUSE OF REPRESENTATIVES, 
Washington, D.C., July 10, 1959. 
Hon. AIME J. FORAND, 
Chairman, Subcommittee on Administration of the Social Security Law, 
1107 New House Office Building. 

Dear AIME: Earlier this year I discussed the case of Mr. Raymond G. Jenkins, 
5767 Iroquois, Detroit 13, Mich. with you because I thought the bill presented 
to him by Harper Hospital was exorbitant. 

I have made copies of some of the pertinent letters in the case and they are 
herewith attached. This is a pitiful case and the suffering of the parents is 
tremendous without the added burden of a hospital bill they cannot afford 
Yesterday I wrote the director of Harper Hospital and asked him to consider 
eancellation of the bill as Mr. Jenkins is an average working man, completely 
dependent upon his wages for the support of his family. The enclosures are 
being presented in support of your bill, H.R. 4700, which I understand will be 
called up for hearing next week. 

With best regards, I am, 

Sincerely yours, 
Louis C. RABAUT, 
Member of Congress. 


Detroit, MicuH., June 9, 1959. 
Mr. GeorGe BE. CARTMILL, 
Director, Harper Hospital, 
Detroit, Mich. 

Dear Sir: I am writing in regard to my hospital bill No. 683616. At the 
present time I am totally unable to pay this bill. 

Since my baby has been sick, I have already spent more than $800 for doctor 
bills, wheelchair, medical prescription, ete. My little girl is still not well. Con 
sequently, my expenses are still accumulating. Naturally other financial obliga 
tions have arisen due to her illness. 

I have always paid my bills promptly in the past when requiring the services 
of your hospital. If you check your records you can see that August 8, 1952, and 
October 1, 1954, my bills were paid promptly and in full by me. 

Due to the fact that Harper Hospital is supposedly a nonprofit hospital and 
also the fact that I have lost a completely healthy and normal child to the 
ravages of malpractice, why not cancel this bill completely? 
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I don’t think that I am asking an unfair request. After all my loss is far 
eater than yours. 

The extent of damage this tragedy has done to me and my family is incompre- 
hensible. My wife is teetering on the verge of a nervous breakdown and I 
have lost the will to go on. My son, who is only 4 years old, has been greatly 
affected by this episode. He cannot understand why his sister who left home 
on that January day, laughing, running, playing, enjoying television, and re- 
lating enthusiastically all of her experiences at school can no longer see or walk. 
My confidence in mankind is completely annihilated. 

My child often asks me to take her to Belle Isle, which was her favorite park 
before she lost her health. As soon as she gets to this park she begins to cry 
hecause She cannot see the swings, slide, horses, or the beauty of the merry-go- 
round. 

[ask you, is it fair for a completely innocent child to be deprived of the joy 
of walking, the excitement of seeing the comics on television, the beauty of colors, 
and the many wonders of everyday life? The pathetic part of this case is the 
fact that she has experienced these things. 

It is indubitably most piteous to see this child groping in the darkness to 
which she can never adjust. 

Yours sincerely, 
RayMonp C. JENKINS. 


HARPER HospPITAL, 
Detroit, Mich., June 23, 1959. 

Mr. RayMonpD C, JENKINS, 
Detroit, Mich. 

Deak Mr. JENKINS: This is in reply to your letter of June 9 regarding your 

Harper Hospital bill. 
' Ido not agree with you that there exists any evidence of malpractice or negli- 
gence in your daughter’s care. All aspects of her care preceding, during and fol- 
lowing surgery have been thoroughly investigated. I am satisfied that not only 
was there no negligence whatsoever on the part of those attending your daughter, 
but that truly heroic emergency treatment was undertaken in her behalf. 
It is true that Harper Hospital is a nonprofit institution. As such our charges 
‘to patients are set at our costs. The days when civic minded individuals gave 
| large donations to hospitals for free care of the less fortunate are over. There- 
‘fore, it is imperative that we make every effort to collect the amount of our costs 
from patients, their families, or their insurance companies. Inasmuch as the 
agencies to which you have applied for financial assistance have rejected your 
application because of certain assets, I cannot honor your request that your 
_ indebtedness to us be forgiven. 
| Our credit office will be glad to accept your application for long-term credit 
/urangements should it be necessary for you to handle your account in this way. 
Please feel free to contact our credit office at your convenience. 

Sincerely yours, 


GeorGeE E. Director. 


Harper HOospItAt, 
Detroit, Mich., March 24, 1959. 

Hon. Lovis C. RABAUT, 

House of Representatives, Washington, D.C. 


Dear Sir: This is in reply to your letter of March 5 in which you enclosed a 
letter from Mr. Raymond C. Jenkins, 5767 Iroquois, Detroit, Mich. 

laJuana Jenkins, 6 years old, was admitted on January 2, 1959, for a tonsil- 
plectomy and adenoidectomy. The surgeon who operated was selected by the 
; family, He is a member of the Harper Hospital attending staff and a specialist 
certified by the American Academy of Otolaryngology. The surgery was per- 
pformed on January 2. There were no complications during the surgery, but im- 
iediately postoperative the child nearly expired due to cardiac arrest. It isa 
ribute to the medical staff who attended the patient during this crisis that the 
ena was restored to life. Most regrettably, the child sustained severe brain 
are during the cardiac arrest. I have investigated the incident thoroughly 
“nd Tam satisfied that not only was there no negligence whatsoever on the part 


ot those attending the pati ' 
undertaken. g the patient, but truly heroic emergency treatment was 
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LaJuana Jenkins was discharged to the family home on February 28, 19 
Every test and treatment known to our specialists were tried to restore the 
child to good health but all failed. It is the unanimous opinion of all that thp 
brain damage is too severe for full recovery. Institutionalization was recy. 
mended and the parents made application for the child’s commitment to a State 
institution. 

The Jenkins’ family was accorded every consideration throughout the perioj 
of the child’s hospitalization. At no time did they indicate full realization » 
acceptance of their child’s condition and prognosis. The family was allowe 
free medical supervision following surgery to relieve the financial strain, 

Of the total hospital bill of $1,988, the Jenkins have paid $368 to date, Th 
several official and voluntary agencies to which Mr. Jenkins applied for financig) 
assistance rejected his application because of the family’s financial resources, Mr, 
Jenkins has not applied directly to Harper Hospital for assistance. Certainly 
we will consider his request for long-term credit arrangements if he shou 
make such a request. 

Should you have additional questions which I may answer, please let me knoy, 


Sincerely yours, 
GeorcE B. CArrMi11, Director, 


Derroirt, Micu., February 28, 1959. 


Representative Lours C. RABAUT, 
1232 House Office, Washington, D.C. 

Dear Str: I think the proposed bill of socialized medicine is good for this cou 
try. I do hope that you will support Representative Dingell in getting this bil 
passed. 

Doctors and hospitals in this country are just plain robbers. The prices they 
charge people are definitely getting out of hand. Not only do they rob people, bit 
they wreck their health also. 


Following is a typical example: 
On January 2, 1959, I took my little 6-year-old daughter to Harper Hospital for 
a simple tonsillectomy. They told me she would be able to go home the same day. 
I was informed that the charges would be approximately $135, which would cover 
the complete charges. How wrong they were. At the present time my daughter 
is still in the hospital. I am being charged approximately $400 a week. (I don't 
have Blue Cross. I was priced out of it by their high rate several months ago.) 
Not only is all of my money gone, but her health is gone as well. 
Since I am unable to pay these exorbitant rates they are making every effort ti 
discharge my daughter from the hospital. 
The doctors at Harper Hospital, after extensive examination, have informed m 
that my baby will never be normal again, and also stated that she should bk 
institutionalized. 
Sir, how in the name of God can something like this happen in a State whic 
is supposed to be up to date and civilized? I am being charged for something fa 
which they were the cause. 
When I brought my child to this hospital, she was a picture of health—smiling 
happy, and joyful. You should see her now. What a difference. How cruel cal 
this world be? 
I have been to various agencies around the city. No one will give me any typ 
of assistance—medically, spiritually, or financially. The crippled children’s coll 
mission refused me aid because I am a property owner. I applied at the veterals 
trust fund which has $50,000 to aid veterans who need financial assistance. They 
refused to give me any assistance because they feel that my case is not a 
emergency. 
In view of the above-mentioned facts, you can readily see why we need somt 
type of socialized medicine in order that this vicious thing will not happen 
some other unfortunate person. 
Democratically yours, 
RayMonp C. JENKINS, 
Democratic Delegate, Ward 17, Precinct 2. 
The Cuamrman. Are there any further questions of Mr. Marshall! 
If not, again, Mr. Marshall, we thank you, sir, for coming to the 
committee and giving us the thinking of the Chamber of Commer 
of the United States. 
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Without objection, the committee will now recess until 1:30 this 
afternoon. 

(Thereupon, at 12:15 p.m., the committee recessed, to reconvene at 
1:30 p.m., same day.) 
AFTERNOON SESSION 


The Cuatrman. The committee will please be in order. 
Our next witnesses are Mr. Lourie and Dr. Schottland. 
Mr. Lourie, are you to make the presentation ? 


STATEMENTS OF NORMAN V. LOURIE, VICE PRESIDENT, NATIONAL 
ASSOCIATION OF SOCIAL WORKERS, AND CHAIRMAN, COMMIS- 
SION ON SOCIAL POLICY AND ACTION; AND DR. CHARLES I. 
SCHOTTLAND, DEAN, FLORENCE HELLER SCHOOL FOR ADVANCED 
STUDIES IN SOCIAL WELFARE, BRANDEIS UNIVERSITY, REPRE- 
SENTING NATIONAL ASSOCIATION OF SOCIAL WORKERS 


_ Mr. Louvre. I will make a presentation and Mr. Schottland will 
also make a presentation. We will divide the time, sir. 

The Cuairman. Do you want to be notified at a certain point? 

Mr. Lourte. I think between us we will take about 30 minutes. We 
will take 30 minutes, totally. 

The Cuarrman. Do you want 20 minutes, and then 10 minutes for 
Mr. Schottland ¢ 

Mr. Lourtr. We will each take about 10. 

The Cuarmman. Do you want me to notify you at any point? 

Mr. Lourie. At the end of the 30 minutes, sir. 

The Cuarrman. You will watch your division. 

Mr. Urr. Mr. Chairman, I would like to weleome Mr. Schottland 
_to the witness table. He has a long and enviable record of servin 
California for many, many years before he came to HEW. He ha 
} retired and now is back at work again. 

Mr. Thank you, sir. 

The Cuarrman. Will you identify yourself for the record. 

Mr. Lourie. I am Norman V. Lourie, vice president of the Na- 
tional Association of Social Workers, and chairman of the commis- 
sion on social policy and action. I am accompanied today by Dr. 
Charles I. Schottland, dean, Florence Heller School for Advanced 
Studies in Social Welfare, Brandeis University, who will also make 
astatement for the association immediately Salling the completion 
of my remarks. 

The Cuatrman. You are recognized for 30 minutes. 

Mr. Lourte. I would like to identify myself further by indicatin 
‘that I'am deputy secretary of the Department of Public Welfare o 
the Commonwealth of Pennsylvania. 

The National Association of Social Workers is the professional as- 
sociation representing 23,000 social workers in the United States. 
Our members work in public and private social welfare and health 
organizations. We work for every State government, the Federal 
overnment, in most counties in the country, and for practically every 
sectarian and nonsectarian philanthropy. 

he concern and leadership of the Committee on Ways and Means 
or improving the health and welfare of all Americans is well known 
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to all of us and much appreciated. We welcome the opportunity ty 
submit our point of view with respect to the necessity for initiating 
a program of health-care benefits. 

We feel close to you in this matter because our work, too, repre 
sents unselfish, humanitarian concerns for people. Historically, yu 
find our profession among the social security pioneers in Ameria 
Many of the organizations which testify have our members in thei 
midst. We are proud that several of the Commissioners of Social 
Security have been and are members of our profession, as are many 
of the personnel in the Department of Health, Education, and We. 
fare. 

Our association has long had among its goals of public social policy 
statements on social insurance and health. I would like to ask thst 
these two policy statements, which were approved at our delegate 
assembly in May 1958, be included as part of my statement. 

With respect to our policy statement on social insurance, included 
among the recommendations is the following: 


Included in this system should be provision for medical services to coverel 
persons and their dependents. 


In our statement on health, we indicate as follows: 


A comprehensive national health program, which will assure full health car 
to all individuals by applying the principles of group payment and tax support 
or the principles of compulsory national health insurance to a total range of 
health measures, is endorsed and the development of such a program recou: 
mended. 

From this last excerpt from the health statement, it is obvious that 
we do not believe that the bill (H.R. 4700) being considered by this 
committee goes far enough, and we hold that a national health insur- 
ance system is not only desirable but is possible to achieve. _ 

Alternatives to hospital and nursing home care are available. We 
will not suggest them here. The American Public Welfare Associa- 
tion which —_— before you tomorrow will propose amendments to 
H.R. 4700. many of our members are in APWA and on the commt- 
tee that drafted the proposals, 


On the broad question of health insurance these are the facts a 
we understand them. 

Voluntary health insurance, according to December 1958 prelim: 
inary estimates, covered 121 million people, 70 percent of our popt- 
lation. 

However, less than half of our older citizens have any kind of health 
insurance. As you know from the study made for your committe 
by the Department of Health, Education, and Welfare, older peop 
use 214 times as much general hospital care as those under 69. 
come for this group is lower than for the rest of the population. Pro- 
portionally more people over 65 rely on public assistance or free cal 
than any other age groups. Many of these are self-sustaining for al! 
necessities of life except medical care. They have profound an 
rightful objection to a means test for medical care, particularly whet 
it can be provided through insurance. ‘ 

This report also revealed to you that persons with health insurane 
enter hospitals more frequently but have more short-duration stays 
than those who are uninsured. , 
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Persons with insurance go in early for treatment or diagnosis; per- 
«ons without insurance include many uninsurables and those who post- 
one care until need is overwhelming. 

In Pennsylvania, where naturally I am most familiar with facts 
with respect to medical care needs of the aged, almost 10 percent of 
the total population, or about 1 million persons, are over 65 years of 
ag, As a group, these people not only have the highest costs for 
medica] care but are least able to pay for it. 

A major factor in the high costs of medical care for aged people is 
hospitalization. Older people have more illnesses and disabilities 
than those in the prime of life. Injuries due to accidents are often 
more serious ; older bones break more easily and heal more slowly. The 
result is that people over 65 years of age need to go into hospitals 
more often and stay longer when admitted. 

A number of efforts have been made in Pennsylvania to cope with 
the problem of medical care needs of the aged. Yesterday you heard 
from some of our Philadelphia people. The solutions, however, have 
been less than satisfactory. The General Assembly of Pennsylvania, 
for example, provides $28.5 million in subsidies to hospitals for “free 
care.” This amount may possibly be increased. However, the sub- 
sidies at best pay about one-half of the cost of this so-called free care. 
|The hospitals make up the other half as best they can. This presents, 
we know, a very serious problem to hospitals in Pennsylvania; so 
bserious, in fact, that some Chests and United Funds are considering 
‘discontinuing their support of hospitals because of the unrealistic 
‘financial burden placed upon them. 

An arrangement, therefore, that would permit the costs of hospitali- 
zation of older persons to be pooled over all wage earners through 
»the social security system might insure first, that such care would be 
‘made available, and secondly, would relieve the State of Pennsylvania 
and its municipalities and voluntary groups of increasingly difficult 
sand almost impossible probléms of financing such medical care. 

We have studied the arguments against extension of OASDI to 
health care. We cannot agree with them. The patient’s free choice 
of hospital or physician is not curtailed. It is not a free service. It 
does not have to reduce the quality of care. It will not discourage 
medical education, research, or advancement. It is not socialized 
medicine. It is not a system of regimenting doctors or bringing them 
under bureaucratic control, 

We are opposed to extension of public assistance grants and govern- 
inental subsidies as a method of meeting health needs. Purchases of 
medical care by OASDI beneficiaries are regarded as consumer ex- 
penditures, not governmental expenditures. It seems so logical to 
meet the expanding need in this way rather than to extend tax sup- 
port surrounded by all the uncertainties of local government and its 
inancing. 

Tax support is highly developed for mental and tuberculosis 
care. Why? Because a long time ago citizens decided that their 

Government had to take over this responsibility. No one objected 
: cause no one else could bear the burden. Care was too expensive 
or the average man. Government, in fact, entered what was a profit- 
less area for the medical practitioner. 
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Should our approach to general medical care be direct Government 
intervention ? Fee the medically indigent, including the OASDI 
beneficiary, this is becoming an increasing reality. 

We forget that the first compulsory insurance system in the worl 
was American. The Congress in 1798 set up and operated health jp. 
surance for seamen—the Marine Hospital Service. Stopped in 188 
it began with deducting from wages until in 1905 the system became 
tax-supported. Health insurance was replaced by wholly tax-sup. 
ported medical care. When we examine the ever-increasing number 
of OASDI beneficiaries who get public assistance grants and a major 
number get their medical care paid for by tax funds, even though Mr, 
Marshall said the percentage was down, the actual number of OASDI 
beneficiaries who get their medical care paid for is larger and we must 
recognize as spurious the “socialized medicine bogey.’ 

Certainly, payment of medical care out of governmental tax fund 
is less desirable within our “way of life” than the purchase of medical 
care by beneficiaries with OASDI insurance funds. 

We would like your committee to consider seriously the following 
suggestions before reaching its final decision. 

1. Do not think of hospital and nursing home care as the sok 
methods for meeting the health needs of aged persons. 

2. In listing the institutions and agencies to receive Federal assist 
ance, do not exclude facilities operated by State and local governments 

3. Provide for the setting and maintaining of proper standards in 
the facilities your committee decides should receive payment. 

4. Establish safeguards around your determinations of reasonable 
costs for hospital and nursing care to be paid out of insurance funds 

Again, I appreciate very much this opportunity to present the point 
of view of the National Association of Social Workers to this commtt- 
tee. As I indicated earlier, Dr. Charles I. Schottland will now present 
his statement to the committee. 

The Cuamman. Before you proceed, Mr. Schottland, I notice that 
there is some additional material here. Do you want to make that 
part of your statement ? 

Mr. Lovrte. That is the policy statement that I referred to earlier 
We would like to make it part of the record. 

The Cuaman. Without objection, that will be part of the record 

Mr. Lourie. Thank you, sir. 


(Mr. Lourie’s prepared statement and the policy statement follow:) 


STATEMENT ON H.R. 4700 ror THE NATIONAL ASSOCIATION OF SOCIAL WORKERS BI 
Mr. NorMAN V. Lourtig, VICE PRESIDENT OF THE ASSOCIATION AND CHAIRMAN OF 
COMMISSION ON SocraL Poricy ACTION, JuLy 14, 1959 


Mr. Chairman and members of the committee, I am Norman V. Lourie, 
vice president of the National Association of Social Workers and chairman o 
the Commission on Social Policy and Action. I am accompanied today by Dt. 
Charles. I. Schottland—dean, Florence Heller School for Advanced Studies 1 
Social Welfare, Brandeis University, who will also make a statement for the 
association immediately following the completion of my remarks. I would like 
to identify myself further by indicating that I am deputy secretary of the 
Department of Public Welfare of the Commonwealth of Pennsylvania. 

The National Association of Social Workers is the professional association 
representing 23,000 social workers in the United States. Our members work it 
public and private social welfare and health organizations. We work for evel 
State government, the Federal Government, in most counties in the country, 
and for practically every sectarian and nonsectarian philanthropy. 
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The concern and leadership of the Committee on Ways and Means for improv- 
‘ng the health and welfare of all Americans is well known to all of us and 
ots appreciated. We welcome the opportunity to submit our point of view 
- eee to the necessity for initiating a program of health care benefits. 
"We feel close to you in this matter because our work, too, represents un- 
selfish, humanitarian concerns for people. Historically you find our profession 
among the social security pioneers in America, Many of the organizations which 
testify have our members in their midst. We are proud that several of the 
commissioners of security security have been and are members of our profession 
4s are many of the personnel in the Department of Health, Education, and 
= has long had among its goals of public social policy statements 
on social insurance and health. I would like to ask that these two policy state- 
ments, which were approved at our delegate assembly in May 1958, be included 
as part of my statement. 

With respect to our policy statement on social insurance, included among the 
recommendations is the following: “Included in this system should be provision 
for medical services to covered persons and their dependents.” 

In our statement on health, we indicate as follows: “A comprehensive national 
health program, which will assure full health care to all individuals by apply- 
ing the principles of group payment and tax support or the principles of com- 
pulsory national health insurance to a total range of health measures, is endorsed 
and the development of such a program recommended.” 

From this oe excerpt from the health statement, it is obvious that we do 
not believe that the bill (H.R. 4700) being considered by this committee goes 
far enough, and we hold that a national health insurance system is not only 
desirable but is possible to achieve. 

Alternatives te hospital and nursing home care are available. We will not 
uggest them here. The American Public Welfare Association which appears 
before you tomorrow will propose amendments to H.R. 4700. Many of our 
members are in APWA and on the committee that drafted the proposals. 

On the broad question of health insurance these are the facts as we under- 
stand them. 

Voluntary hospital insurance, according to December 1958 preliminary esti- 
mates, covered 121 million people, 70 percent of our population. 

However, less than half of our older citizens have any kind of health in- 
surance. As you know from the study made for your committee by the Depart- 
ment of Health, Education, and Welfare, older people use two and a half times 
as much general hospital care as those under 65. Income for this group is lower 
than for the rest of the population. Proportionally more people over 65 rely on 
public assistance or free care than any other age groups. Many of these are 
self-sustaining for all necessities of life except medical care. They have pro- 
found and rightful objection to a means test for medical care, particularly 
when it can be provided through insurance. 

This report also revealed that persons with health insurance enter hospitals 
more paenentiy but have more short duration stays than those who are 
uninsured. 

Persons with insurance go in early for treatment or diagnosis; persons with- 
many “uninsurables” and those who postpone care until 
heed 1s Overwhelming. 

In Pennsylvania, where naturally I am most familiar with facts with respect 
to medical care needs of the aged, almost 10 percent of the total population 
or about 1 million persons are over 65 years of age. Asa group, these people 
lot only have the highest costs for medical care but are least able to pay for it. 

A major factor in the high costs of medical care for aged people is hospitali- 
tation, Older people have more illnesses and disabilities than those in the 
we of life. Injuries due to accidents are often more serious; older bones 
— more easily and heal more slowly. The result is that people over 65 
+ Des age need to go into hospitals more often and stay longer when 
Py humber of efforts have been made in Pennsylvania to cope with the problem 
ical care needs of the aged, but the solutions have been less than satis- 
cae The General Assembly of Pennsylvania, for example, provides $28.5 
Slioes " subsidies to hospitals for “free care.” This amount may possibly be 
bis used. However, the subsidies at best pay about one-half of the cost of 
> So-called free care. The hospitals make up the other half as best they 
i. This presents, we know, a very serious problem to hospitals in Pennsyl- 
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yania; so serious, in fact, that some chests and united funds are considerigg 
discontinuing their support of hospitals because of the unrealistic financig) 
burden placed upon them. 

An arrangement, therefore, that would permit the costs of hospitalizatin 
of older persons to be pooled over all wage earners through the social security 
system might insure, first, that such care would be made available, and ge. 
ondly, would relieve the State of Pennsylvania and its municipalities an 
voluntary groups of increasingly difficult and almost impossible problems of 
financing such medical care. 

We have studied the arguments against extension of OASDI to health care, 
We cannot agree with them. The patient’s free choice of hospital or physiciap 
is not curtailed. It is not a free service. It does not have to reduce th 
quality of care. It will not discourage medical education, research or advange. 
ment. It is not socialized medicine. It is not a system of regimenting doctors 
or bringing them under bureaucratic control. 

We are opposed to extension of public assistance grants and government) 
subsidies as a method of meeting health needs. Purchases of medical care by 
OASDI beneficiaries are regarded as consumer expenditures, not governmental 
expenditures. It seems so logical to meet the expanding need in this way 
rather than to extend tax support surrounded by all the uncertainties of loc 
government. 

Tax support is highly developed for mental and tuberculosis care. Why! 
Because a long time ago citizens decided that their Government had to take 
over the responsibility. No one objected because no one else could bear the 
burden. Care was too expensive for the average man. Government, in fact, 
entered what was a profitless area for the medical practitioner. 

Should our approach to general medical care be direct Government interven 
tion? For the medically indigent, including the OASDI beneficiary, this is a 
increasing reality. 

We forget that the first compulsory insurance system in the world was 
American. The Congress in 1798 set up and operated health insurance for 
seamen—The Marine Hospital Service. Stopped in 1884, it began with de 
ducting from wages until in 1905 the system became tax-supported. Healt) 
insurance was replaced by wholly tax-supported medical care. When we examine 
the ever increasing number of OANSDI beneficiaries who get public assistance 
grants and a major number get their medical care paid for by tax funds, we 
must recognize as spurious the “socialized medicine bogey.” Certainly, pay: 
ment of medical care out of governmental tax funds is less desirable within 
our “way of life” than the purchase of medical care by beneficiaries with OASD! 
insurance funds. 

We would like your committee to consider seriously the following sugges 
tions before reaching its final decision : 

1. Do not think of hospital and nursing home care as the sole methods fa 
meeting the health needs of aged persons. 

2. In listing the institutions and agencies to receive Federal assistance, dW 
not exclude facilities operated by State and local governments. 

3. Provide for the setting and maintaining of proper standards in the facilities 
your committee decides should receive payment. 

4. Establish safeguards around your determinations of reasonable costs fu 
hospital and nursing care to be paid out of insurance funds. 

Again, I appreciate very much this opportunity to present the point of view 
of the National Association of Social Workers to this committee. As I int 
cated earlier, Dr. Charles I. Schottland will now present his statement to the 
committee. 


NATIONAL ASSOCIATION OF SocrtaAL WORKERS, 
New York, N.Y. 


EXcerpT From “Goats oF Pusiic Poticy” (ApopTep BY DELEGATE 
ASSEMBLY, May 1958) 


I. SOCIAL INSURANCE 
The problem 

Modern industrial organization, with its dependence on a money economy, 
creates special economic hazards for those individuals who are either unable 
to work or for whom work is not available. The best way to prevent economit 
need due to loss of earning power is to supplement a full-employment economy 


ag 
ok 


onsidering 
financia| 


italization 
al security 
alities and 
roblems of 


ealth care, 
r physician 
reduce the 
or advance. 
ing doctors 


vernments| 
pal care by 
vernmental 
1 this way 
ies of local 


are. Why’! 
iad to take 
id bear the 
nt, in fact, 


at interven: 
, this is a 


world was 
surance for 
n with de 
od. Health 
we examine 
assistance 
funds, we 
tainly, pay: 
able within 
vith OASDI 


ing sugges 
nethods fo 
sistance, di 
he facilities 
le costs for 
of view 

As I indi 
ment to the 


-KERS, 
york, N.Y. 


DELEGATE 


ey economy, 
ither unable 
mt economle 
ent economy 


BENEFITS FOR OASI BENEFICIARIES 145 


ith an adequate system of social insurance. Social insurance is a form of 
je saving under Government auspices which assures money payments on 
scale or other stipulated benefits to insured 
in some instances, income from employment is 
beyond their personal control. 

system, social insurance coverage 1s related 
vidual employment ; contributions are made by and/or on behalf 
vidual worker ; his benefit rights are based on such contributions ; and e a 
of his benefits is related to his previous earnings. Such a system safeguar - 
the clear-cut entitlement of beneficiaries and provides an objective method 0 
relating benefits both to individual wage scales and to national productivity. 
Even though a governmental contribution to the system as a W hole, or in behalf 
of individuals, such as exists In many other countries might someday prove 
economically desirable, the safeguarding principle of individual entitlement 
remains the essential value of social insurance. 


The objective 

The total system of social insurance, in order to fulfill its social purpose in 
American life, should protect all workers and their dependents against the 
major economic hazards of modern life and should provide benefits adequate 
to maintain a reasonable standard of living commensurate with the Nation’s 
productive capacity and sense of social justice. 

To this end the following are recommended : 


Recommendations 


1. A comprehensive program.—All workers, including civilian and military 
personnel, governmental and railroad employees, and self-employed persons, 
should be protected by a single system against loss of income due to retirement, 
premature death, and permanent disability. Included in this system should be 
provision for medical services to covered persons and their dependents. Sup- 
plemental systems to provide more adequate protection should be encouraged, 
} and benefits of those now protected under separate systems should be main- 
) tained at least at present levels through supplementary payments such as Low 
) exist in many private industry plans. Wage earners and salaried persons 
» should also be protected against loss of income due to unemployment and 
» temporary disability. 

) 2. Contributions and benefits.—The level and scope of contributions and bene- 
fits provided by this system should reflect rising wage levels, national produc- 
_ Uvity, and an increasing standard of living. 

’ 3. Protection against disability.—A major need in the present system of social 
insurance is more adequate protection against loss of income due to disability. 
4 All steps should continue to be taken moving toward an adequate comprehensive 

Federal system of insurance protection against loss of earnings due to disability, 
both temporary and long term. Protection should be provided against all dis- 
ability and illness, whether work connected or due to other causes Present 
} Federal protection against permanent and total disability should be extended 

to all insured workers without age limitation; should include dependents’ bene- 
) its and provide for the payment from the insurance system of rehabilitation 
costs of insured disabled persons. Pending development of a broader Federal 
program which includes temporary disability insurance, those States which 
choose to extend such protection to their citizens as an interim measure should 
provide for administration by a public agency to assure accountability for tax 
funds, and benefit payments should be adequate in amount and duration to 
maintain reasonable income levels. 

4. Dependents’ benefits.—In all situations covered by social insurance, de- 
pendents’ benefits should include persons who are actually dependent upon the 
; usured worker. In addition to those now eligible this would broaden the cov- 

frage of surviving widows, the younger wives of retired workers, and the de- 
» Pendents of persons receiving disability insurance. 


, 5. Deferred retirement.—Measures should be taken to encourage the employ- 
ment of worke | 


rin rorkers who are able and eager to work beyond the age at which they 
ome eligible for retirement benefits, including the payment of higher bene- 

fits following deferred retirement. 

Ph And df unemployment insurance program.—A single Federal system of 

Renan oyment insurance covering all workers is a desirable ultimate objective. 

es ng the achievement of such a Federal system the State programs should 
mproved in the following ways: (a) all who work for wages should be pro- 
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tected; (b) benefit levels should be increased to reflect increases in the Wage 
level; (c) benefit periods should be extended to meet realistic unemployment 
situations as they exist in many localities; (d) restrictive disqualification pro 
visions should be eliminated; and (e) “experience rating” provisions should 
abolished and provisions made for appropriate contribution adjustments on 4 
flat-rate basis. 

In addition to changes in State laws to accomplish these ends, changes shoul 
be made in the standards contained in the Federal law to raise the benefit ley), 
extend the duration of benefits, extend coverage to all employed workers, anj 
stipulate that supplementation of unemployment compensation payments 
through employer-employee wage guarantee agreements be permitted. 

7. A stronger workmen's compensation program.—A single Federal systen 
of workmen’s compensation covering all workers and operated on a social insur. 
ance basis is a desirable ultimate objective. Pending the achievement of such 
a Federal system, existing programs should be improved in the following ways: 
(a) all who work for wages should be protected; (6) benefit levels should be 
increased to reflect increases in the wage level; (c) the duration of benefits 
should be extended to cover the entire duration of disability or dependency; 
(d) all occupational accidents and diseases should be covered; (e) adequate 
authority should be given for the issuance of safety and health regulations; and 
(f) the administration and financing of the program should be handled bya 
public agency to assure accountability for tax funds, economy and efficiency of 
administration, and payment of adequate benefits promptly when due. 


Ill. HEALTH 
The problem 


Advancing medical science brings mankind constantly closer to the possi- 
bility of achieving the goal set forth in the World Health Organization charter: 
“Enjoyment of the highest attainable standard of health is one of the funda- 
mental rights of every human being without distinction of race, religion, politi- 
cal belief, or economic and social condition.” Good health is defined in this 
same document as a “state of complete physical, mental, and social well-being 
and not merely the absence of disease or infirmity.” 

At the same time these very advances in medical knowledge and practice 
create new problems both for individuals and for society. For many individuals 
the problems involved in securing and paying for needed medical care present an 
insurmountable obstacle to the achievement of optimum health, while the or- 
ganization, administration, and distribution of health services present chal: 
lenging problems for a society as a whole. Moreover, the complexity of modern 
life itself tends to create or aggravate certain health problems, including those 
which involve mental or other psychogenic illness or distress. No unresolved 
problems are more costly to society than those in the field of health, whether 
the cost is measured in personal suffering or incapacity, economic loss, family 
burdens, or continuing world tension. 


The objective 


Governmental health policy and programs should assure to every individual, 
whatever his age or circumstance, full access to the benefits of existing medical 
knowledge and the most rapid possible advance in the scope of that knowledge. 
Operating and research programs alike should be directed toward (a) the pro- 
motion of positive health for all; (bv) the prevention, treatment, and control of 
illness and disability; (c) the restoration of those affected by illness or dis 
ability to a maximum of normal living; and (d) the more effective organization, 
staffing, financing, and administration of health services. All governmental and 
community health programs must be such as to promote and protect the qualita- 
tive and quantitative adequacy of personal and community health service, with 
provision for continuity of care and attention to the social aspects of medical 
need. In the years immediately ahead these objectives must be pursued through 
a variety of interrelated measures, both governmental and voluntary, looking 
toward the achievement of a comprehensive health program which will assure 
full health care to all. 

To achieve these ends the following recommendations are made: 


Recommendations 


1. National health program.—A comprehensive national health program, 
which will assure full health care to all individuals by applying the principles 
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of group payment and tax support or the principles of compulsory national 
health insurance to a total range of health measures, is endorsed and the de- 
velopment of such a program recommended. 

2, Organization of health services—There is need at the present time for wide 
and varied experimentation in new or better adapted methods of organizing 
and paying for personal health services. These should receive governmental 
support and encouragement to the extent that public accountability for tax 
funds permits. Among such developments are the following: (a@) extension of 
the benefits of various sickness insurance plans; (b) the promotion of group 
practice prepayment plans covering a broad range of health services; (c) new 
developments in the role of the hospital, including broadened outpatient serv- 
ices, home care, affiliated nursing homes, foster care, regional clinic services, 
and rehabilitation services; (d) other community programs for providing 
health services on a specialized or coordinated basis; (e) extension of prin- 
ciple of Government purchase of health services from community resources 
meeting acceptable standards; and (f) coordination of services and planning 
to permit optimum use of health facilities. 

8. Public health structure.—All levels of government and all areas of the 
country should be served by a network of public health agencies with adequate 
authority, staff, and financing to administer basic health programs. Provision 
should be made also for health planning on a regional and interdepartmental 
basis. 

4, Special groups.—A special measure of responsibility has been assumed by 
Government for meeting the health needs of certain groups in the population. 
These include members of the Armed Forces and their dependents, veterans, 
Government employees, merchant seamen, Indians, children, and expectant 
mothers, persons with communicable diseases, the mentally ill and persons 
recovering from or threatened by mental illness, children and adults with physi- 
cal handicaps, and persons dependent for their livelihood on public assistance. 
Full financial support should be extended to programs for these groups and the 
principle extended, where appropriate, to other groups of special vulnerability. 
In addition the following specific recommendations are made: 

A. Mothers and children: Health services for mothers and children should 
include: prenatal, obstetrical, and postnatal care; well-child clinics; immuniza- 
| tion; remedial and other services for the physically and mentally handicapped ; 
school health services; child and family guidance centers; nursing service, 
social services, and preventive programs. 

B. Older persons: Provisions should be made to assure that the medical needs 
of older people will be met through their inclusion in voluntary insurance plans, 
extension of the social insurance principle, or special governmental programs to 
meet particular needs. 

C. The Armed Forces: The program of medical care for dependents of mem- 
bers of the Armed Forces should be broadened to provide a full range of health 
services, 

D. Noninstitutional care for the chronically ill: Supervised noninstitutional 

care in their own or foster homes should be provided for persons recovering 
from mental or physical illness or suffering from long-term illness not requiring 
full hospital care. 
_ E. Persons financially dependent on public resources: Public welfare agencies, 
m cooperation where appropriate with public health agencies, should have 
sufficient authority and financing to purchase or, in some instances, to provide 
medical care on an adequate basis for all needy persons to whom it is not 
otherwise currently available, including those otherwise self-supporting persons 
who are unable to meet the cost of necessary medical care. 

F. Preventive mental health services: In addition to improved State services 
for mentally ill and mentally retarded, emphasis should be placed on State 
and local support of and planning for preventive mental health services. 

5. Standards.—The standards of medical and related health care under both 
Private and governmental auspices should be developed and maintained at the 
highest level through all appropriate measures, including licensing, standard- 
Setting, and consultation. There is particular need at this time for improvement 
In the standards of facilities for long-term care, especially nursing homes and 
facilities for convalescent care. 

6. Coordination—All possible measures should be undertaken to effect co- 
ordination of health programs in order to assure complete health care to indi- 
Viduals and a well-rounded community program. Coordinating mechanisms to 
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assure close working relationships among the various community agencies, ani 
especially between health and welfare programs, are also vital to meeting health 
needs. 

7. Research.—Expanding the frontier of knowledge is basic to all Progress 
in the field of health. Financial aid from all levels of government should, thera 
fore, be available to expand and advance health research by both public ani 
voluntary agencies, including the construction of needed facilities and Support 
for research workers. Such research should be directed toward still unresolved 
problems and methods of prevention of physical and mental illness, but ther 
is particular need for intensified research in the following areas: (a) the nature, 
prevention, and treatment of mental illness, including such specific aspects as 
mental retardation, alcoholism, and drug addiction; (0) chronic illness and ql 
its ramifications; (c) the health aspects of aging; (d) the application and 
improvement of public-health measures; (¢) the relationship of social factors tp 
illness; (f) the economics of medical care, and methods of measurement of ade 
quacy of health program. 

8. Personnel.—Serious personnel shortages among physicians, psychiatrists, 
nurses, technicians, medical and psychiatric social workers, health aids, ani 
other health personnel, together with the increasing cost of training such spe 
cialists, make governmental financial assistance for such education essential, 
All levels of government should therefore combine their resources to provide 
increased financial aid for the following: (a) recruitment, (0) the expansion 
of educational facilities for preparation of needed health workers, (c) increas 
ing scholarship aid, including educational leave for qualified persons in gov- 
ernmental service, (d) in-service training, and (e) increasing compensation for 
governmental health workers. These measures will serve to facilitate recruit: 
ment and to hold qualified personnel. Barriers to the preparation of otherwise 
qualified persons which are based on race, religion, sex, or economic status 
should be eliminated. 

9. Facilities—Modern health care and research require extensive physical 
plant and equipment. Such facilities are at present inadequate numerically, 
poorly distributed geographically, not always suited to meeting the major need, 
often below desirable standards. Adequate support, including Federal financial 
aid for construction, should be provided for public and nonprofit facilities in 
the following categories: (a) general hospitals and related facilities, with spe 
cial emphasis on the regional plan envisioned in the Hill-Burton Act; ()) hos. 
pital and clinic facilities for treating metnal illness, including special facilities 
for children with severe emotional disturbances; (c) faclities for long-term care 
of the chronically ill and infirm aged; (d) resources for convalescent care: 
(e) health centers and mobile clinics; and (f) facilities for service to members 
of nonprofit group practice-prepayment plans. 

Mr. Scuorrianp. Mr. Chairman and members of the committee, 
my name is Charles I. Schottland, and I am here as the representative 
of the National Association of Social Workers. By way of further 
identification, I was Commissioner of Social Security from July 194, 
having been appointed to that position by President Eisenhower, to 
December 1958, when I resigned to become dean of the Florence Heller 
Graduate School for Advanced Studies in Social Welfare at Brandeis 
University. Prior to that time I was director of the California De 
partment of Social Welfare, to which position I was appointed by the 
then Governor Earl Warren. 

Since 1927, when I entered the social-welfare field, I have fre 
quently been engaged in programs involving medical care for the 
aged, and it is out of this experience and study that I have come to 
some of the conclusions which I am setting forth today. 

My testimony today will be brief because I think both the prob- 
lem and the solution can be briefly stated. 

The problem: The problem is an easily stated one although one 0 
gigantic proportions. The aged in the United States are increasing 
rapidly. Today we have 15.5 million persons over 65. ‘Tomorrow # 
this time there will be 1,000 more such persons since that 1s approx 
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mately the daily net increase, But it is not only a question of large 
numbers of persons over 65. Because of the improvements in medical 
care and in our standards of living, more persens are living to a ripe 
oldage. Of all persons 65 and over, more than one-third have passed 
their 75th birthday. One in seven is in the eighties, and most of them 
are women; the women exceeding the men by nearly 120 to 100. There 
are, I understand, more than 5,000 persons in the United States over 
100 years of age and some of them are actually working and paying 
their social security taxes. 

With old age have come the usual diseases of age and senility—dis- 
eases Which are long in duration and chronic illnesses which frequently 
require expensive care in hospitals. 

Income of the aged: Any casual analysis of the income position of 
the aged in the United States reveals the very simple truth that by and 
large the aged in this country cannot afford to pay for medical care. 
Sixteen percent of the aged receive old-age assistance which means 
that they meet very strict standards of need. Another million aged 
persons are receiving pensions because of the death or retirement of 
a Government employee or railroad worker and almost a million are 
receiving veterans’ pensions because of previous military service. In 
1956 and 1957, three-fifths of all people 65 and over had less than 
$1,000 in money income. Only one-fifth had more than $2,000. Of 
all couples with a husband aged 65 and over, almost half had cash 
incomes of less than $2,000 in 1956. Half of the aged persons living 
alone or with nonrelatives had incomes of less than $900. Even this 
small income is not reasonably certain since much of what goes into 
these averages comes from employment and other sources which de- 
crease as age increases. Almost half—45 percent—of the total income 


| of the aged comes in the United States from income-maintenance 
| programs, primarily social security and other public programs. 


The problem is simply stated. When the aged have expensive 


hospitalization or nursing home care frequently amounting to as 


much as $20 to $30 a day or more, they simply are unable to meet this 
wusual and expensive medical care bill. While I was Commissioner 
of Social Security, the Social Security Administration conducted a 
survey of the OASI beneficiaries in 1957. This revealed that among 
the aged couples 52 percent had medical bills of more than $200 a year; 
of the single persons, one-third had medical bills of more than $200. 
Relate these figures of medical expenditures to the limited income of 
the aged and the problem is clear—the aged in the United States simply 
do not have sufficient income to meet the mounting costs of hospitali- 
zation or other long-term care. 

The solution: What is the solution to the problem! In the United 
States we have developed one of the highest standards of medical care 
in the world. Our physicians, our dentists, and other members of 
the healing arts professions have combined to give us a system of 
medicine equal to any. We have learned much about the prevention, 
diagnosis, and treatment of disease, and I think that the medical pro- 
fessions and allied medical groups can take just pride in what they 
have accomplished, and the contributions they have made to our 
American society. But the prevention, diagnosis, and treatment of 

lsease is one thing, and the economic arrangements under which 
persons are able to purchase medical care is another. The former is 
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the province of the physician and the allied medical professions. The 
latter is the problem of all of us. 

Medical care today in the United States is just like any other com- 
modity. It is available to those who have the purchase price. If they 
do not have the purchase price, some may obtain such commodity by 
going on relief. 

Now there are only a few alternative methods of obtaining the 
funds necessary to purchase medical care. Let me explore with you 
these several methods. 

(1) The individual: The traditional method of paying for medical 
care is that of payment through the individual’s resources. For many 
aged, this can result in an excellent medical care program. But, as 
already indicated in the few figures I have presented’on the income 
status of the aged, very few can afford extensive hospitalization or 
nursing-home care. For the average aged person, an occasional doc- 
tor’s bill or dentist’s bill or an occasional pair of glasses or drugs may 
be met from his income or other resources. But for the vast majority 
the payment of hospital bills or extensive nursing-home care is out of 
the question. We, therefore, must become reconciled to the fact that 
payment of medical bills by the individual will not take of the rank 
and file of aged people. 

(2) Voluntary organizations: A second method of handling the 
problem would be through philanthropic medical and social welfare 
agencies. Private hospitals have provided yeoman service in giving 
medical care to the indigent of our country, but they have reached the 
point where they are no longer able to serve the increasing aged popu- 
lation. Many of our hospitals face tremendous deficits because of 
free service to the aged, and Blue Cross and other programs have 
found it increasingly difficult to finance medical care for this seg- 
ment of the population. I hope that voluntary effort through hospi- 
tals, social welfare agencies, and other such groups will continue, that 
the sources of funds for such voluntary effort will increase, and that 
they will continue to make their contribution as voluntary agencies 
to the solution of this difficult problem. But I think that the repre- 
sentatives of these voluntary agencies engaged in medical care would 
be the first to admit that they are in no position to make substantial 
increased contributions to the medical care costs of the 15.5-million 
aged in the United States. 

(3) Public assistance: A third method of taking care of the prob- 
lem would be to provide a very extensive system of public relief or 
public assistance for persons who cannot pay the medical care bill. 
This year, almost a half-billion dollars will be spent by Federal, 
State, and local communities to care for the medically indigent through 
public assistance alone. Many persons receiving old-age assistance 
are receiving old-age assistance almost entirely because of their med- 
ical-care needs. In other words, were it not for medical-care bills, 
these aged would be self-supporting or living on their old-age and 
survivor’s insurance benefits. I wonder how many Americans feel 
that it is sound practice to force a person to go on public relief in 
order to receive medical care. 

If I might interject here, Mr. Chairman, yesterday I ran across a 
case in Massachusetts of a 68-year-old woman receiving a $72 old-age 
insurance grant. Her husband died 6 or 7 years ago. She was get- 
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ting along not very well on this $72, but she was making ends meet. 
However, she suddenly became ill with a stomach ailment and in a few 
days had accumulated a $600 hospital and doctor’s bill. How could 
she pay a $600 hospital bill out of a $72-a-month OASI income? A 
voluntary agency advised her to go on public assistance in order that 
she could have the bill paid for. That is what she is going to do. 

It seems to me that this is unsound in theory and 1s not in accord- 
ance with American tradition. Furthermore, public assistance is a 
State program. In many States persons without income will not 
qualify because of other assets such as real property. In some States 
the aged do not qualify until they have been in residence for 5 years; 
and a variety of other restrictions makes it impractical to think of pub- 
lic assistance as an answer to the problem. 

(4) Voluntary insurance: A fourth approach to the problem would 
be through voluntary insurance. There is no question that voluntary 
insurance for the aged has made tremendous progress in the United 
States. The voluntary prepayment of hospital and medical costs 
has won wide acceptance and today some 72 percent of the total popu- 
lation are covered by some form of hospitalization insurance. hie 
lieve that the insurance industry has made a yeoman effort to make a 
contribution to the solution of the problem of costs of medical care 
among the aged. In the past few years the percentage of aged with 
some form of medical insurance has risen. In the 1957 survey pre- 
viously mentioned 43 percent had some insurance protection. 

There is no question in my mind that voluntary insurance can make 
an even bigger contribution to this problem and that it will continue 
todo so. There is also no question in my mind that it cannot be the 
answer to the total problem of medical care for theaged. The reasons 
will be given to you by many witnesses so it is not necessary to labor 
them here. The high cost of medical care for the aged; the fact that 
many aged will not be able to afford the premiums; the fact that many 
aged are such poor risks that the premiums would be very high; the 
numerous exclusions; the inability of many voluntary insurance pro- 
yrams to carry persons into their 80’s and 90’s—these and many other 
factors have already been reported to this committee. Furthermore, 
voluntary insurance cannot finance, without extremely higher pre- 
miums, the many millions already aged and receiving medical care. 

The various modifications proposed to these four methods like- 
wise will not solve the problem—public subsidy to voluntary insur- 
ance plans; public aid to low-income groups needing medical care but 
not cligible to public assistance—these and many other proposals are 
stopgap measures which do not offer satisfactory solutions. 

(5) Social insurance: It seems to me that the solution to this prob- 
lem is clear. We have developed in the United States a method of 
insuring against widespread social risks. We have insured against 
industrial accident through workmen’s compensation; we have in- 
sured against old age through old-age, survivor’s, and disability in- 
surance; we have insured against total and permanent disability 
through this system; and we have insured against the contingency of 
death of the wage earner. We have also insured against the contin- 

ency of unemployment through unemployment insurance. In four 
tates in the Union we have insured against temporary disability or 
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sickness. All of these have been done through the mechanism of social 
insurance, 

The social security program has become thoroughly accepted by 
the rank and file of the people of this country as it has by the ran 
and file of the people of practically every Western industrialized 
country in the world. It is a sound method of insuring against certain 
risks, and it is in the tradition of American values in that it provides 
for saving during a person’s working and productive years so that 
when the contingency insured against arises the person will be able 
to take care of his problems. 

The Forand bill (H.R. 4700) sets forth a program based upon this 
principle of social insurance. I would be happy to make available 
to the committee additional comments of some of the specifics, but I 
believe the principle embodied within this bill is sound. Here is an 
opportunity through a relatively small payroll tax (a tax which I 
believe the American people are willing to pay) to finance the pro- 
gram contemplated. 

I am not impressed with many of the arguments against this pro- 
posal. The charge of socialized medicine is not a valid one. The use 
of the social insurance principle to provide economic arrangements 
under which medical care bills will be paid has nothing to do with 
socialized medicine. There is no proposal here for the establishment 
of Government hospitals or doctors employed by the Government to 
treat patients. There is nothing here to disturb the traditional pa- 
tient-physician relationship. When workmen’s compensation was first 
introduced into the United States the same arguments were used 
against it as are now used against the proposal in the Forand bill. It 
was said at that time that it would destroy the plysician-patient re- 
lationship and introduce socialized medicine into this country. Cer- 
tainly, this has not occurred because of workmen’s compensation. 
What has occurred is that workmen’s compensation has made it pos- 
sible for the injured workmen to obtain medical care and for the em- 
ployer to be safeguarded from suits for injuries on the job. In the 
four States that provide against temporary disabiltiy, namely, New 
York, Rhode Island, New Jersey, and California, such program has 
not constituted any threat to the traditional American system of med- 
ical practice. 

There is nothing in this bill which would prevent the Secretary of 
Health, Education, and Welfare from development arrangements 
with existing organizations such as Blue Cross or with existing hos- 
pitals to pay for the cost of medical care to such hospitals in exactly 
the same way that Blue Cross now reimburses such hospitals. 

Conclusion: In my experience I have run across numerous tragedies 
among the aged because of the high cost of medical care. I have seen 
persons who saved for their old age, who-owned their homes and had 
substantial assets, reduced to destitution because of prolonged illness; 
I have seen persons go on relief who had always been self-supporting 
until they reached their 70’s and 80’s and medical costs forced them 
to seek public assistance. I do not believe that a society such as ours, 
conscious of its medical needs, cannot afford good medical care with- 
out such hardship and humiliation. In the distant past men fre 
quently resigned themselves to such a situation, but vt os our people 
have made the discovery that there is a way to insure against various 
social risks; namely, through the device of social insurance—a device 
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that is now keeping millions of Americans from the hardships and 
poverty which otherwise would have come because of unemployment, 
old age, death of the wage earner, disability, or industrial accidents. 
The problems of medical care for the aged are national problems in 
which all citizens have an interest. 

The Congress has it in its power to make a contribution to the 
solution of the financial aspects of these problems through H.R. 
4700. This bill utilizes the machinery of social insurance which 
has proved successful and which has been administered soundly, 
efliciently, and economically in connection with old-age, survivors, 
and disability insurance. In other democratic and free countries the 
extension of this principle to medical care has been found successful. 
It does not involve any fundamental change in the physician-patient 
relationship. It would be the beginning of a solution to this very 
vexing problem, and I respectfully express the hope that the mem- 
bers of this committee, after due deliberation and the weighing of all 
of the testimony and evidence, will give to this approach to the solu- 
tion of the medical care problems of the aged the same favorable 
consideration which they have given to other social insurance pro- 
grams which have originated in this committee of the Congress. 

The Cuarman. Gentlemen, we thank you for your statements of 
your views on this legislation and we appreciate you coming as repre- 
sentatives of the National Association of Social Workers to advise the 
committee on the position of that organization. 

Mr. Schottland, we particularly welcome you back, along with Mr. 
Lourie. We remember our associations with you over the years when 
you were in an important position in HEW. The fact that a man is 
sometimes free is important. 1 know you look much better in the 
ce you now occupy than with some of the problems that you 

ad before when you came before the committee. 

Mr. ScnorriaNnp. [ am just a little fatter, Mr. Chairman. 

P The Cuarrman. We are glad you are doing so well and looking so 
ne. 

Are there any questions ? 

Mr. Machrowicz? 

Mr. Macnrowicz. I am happy to join with the chairman in saying 
how happy we are to have the testimony of both of you gentlemen 
and particularly you, Dr. Schottland, because of the high respect the 
— had for you in your position of Commissioner of Social 

curity. 

I am sure that when you served in that position you had the oppor- 
tunity to study proposals for old age and survivors disability insur- 
ance. 

Do I gather that you think it is perfectly feasible to add such bene- 
fits and that they can be administered very effectively ? 

Mr. Scnorrianp. Yes, it is definitely my opinion. Administra- 
tively, I think the problem is not as difficult as some of those faced 
in the early days of the social security program when we had to start 
from scratch. 

There is a mechanism to administer it and I am firmly convinced, 
as I think are practically all of the persons engaged in the adminis- 


tration, that administratively this problem can be very readil 
handled 
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I think financially the program can be financed, and I think that, 
just as with other social insurance programs involving medical care, 
such as workmen’s compensation, that it in no way raises any of the 
bogies that have been presented to this committee. 

fr. Macurowicz. As I said before, because of your past experi- 
ence, your testimony is rigour ny | valuable to this committee. I 
am sure that you know that, when the addition of the infirm and to- 
tally disabled provision was proposed | piery the doctors and 
insurance companies at the time opposed it and said it could not be 
administered effectively. 

You have had considerable experience in that line as Commissioner 
of Social Security. Would you say that the doctors and insurance 
companies were, may I say, unnecessarily skeptical in that respect ? 

Mr. Scnorr.anp. I think they have used the argument to opposing 
something with which they disagreed but I think experience has 
shown that the program to date have been administered efficiently at 
a very low cost, either an absolute cost of a percentage cost or per 
unit cost or any other way as compared with any comparable pro- 
gram of Government or private industry. 

Mr. Macurowicz. Do you think personally, Doctor, that the medi- 
cal profession will refuse to participate in this program if enacted? 

Mr. Scuorr.anp. No, I think is a slur on the medical profession to 
say that they will refuse to give medical care merely because the in- 
dividual patient does not pay the bill. Practically every doctor in 
the United States is now engaged in a social insurance program of one 
kind or another. Thousands of doctors are now engaged in getting 
payment through workmen’s compensation. Thousands of doctors are 
now engaged in getting payment through public assistance and public 
welfare agencies. Thousands of them are receiving funds from State 
and local governments and the Federal Government in connection 
with medical treatment of retired employees and persons on the job, 
so that already the medical profesion is engaged in all kinds of pro- 
grams using the social insurance principle and I do not see how they 
would suddenly say they will not treat people if there is one more 
social insurance program added. 

Mr. Macurowicz. I am in perfect agreement with you, Doctor, but 
I must say that some of the testimony given so far would seem to in- 
dicate that there was some belief on the part of some people represent- 
ing the profession that they would not participate. 

o you know what the cost was of administering the OASI program 
in terms of benefits paid? Can you give us some views on that ? 

Mr. Scuorritanp. Roughly speaking, the costs have run around 2 

ercent. 
‘ Mr. Macurowtcz. Can you tell me how that would compare with the 
administrative costs of private insurance? . 

Mr. ScHorr.anp. It is very difficult, as you know, to have an out- 
right comparison for the simple reason that there are many things 
that go into the private insurance bill which do not come into the 
social-security bill, problems of taxes, insurance salesmen’s commis- 
sions, et cetera, but private insurance will vary depending on the kind 
of insurance anywhere from maybe 8 or 10 percent to 80 percent, de- 
pending on the type of insurance program. 

Mr. Macnrowicz. Private insurance costs would be considerably 
greater, would they not ? 
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Mr. Scuorrnanp. They would have to be because of the nature of 
the program. 

Mr. Macurowicz. Thank you very much, Doctor, 

The CuAirman. Are there any further questions ? 

Mr. Forand 

Mr. Foranp. Mr. Schottland, I want to join with my colleagues in 
saying welcome back to the committee although in a different capacity 
and with more freedom. 

Some opponents of this bill are concerned about the effect of the 
physician-patient relationship. 

Would you expand a little bit on the reason for not being concerned 
about this relationship under the proposed bill ? 

Mr. Scuorriann. ‘There is nothing in this bill which would provide 
for the Government to establish hospitals, say, such as Government- 
operated hospitals of the Veterans’ Administration or some of the 
other Government hospitals that we have. 

There is nothing in this bill which would provide that the Govern- 
ment would hire doctors. 

This bill provides a financial arrangement under which hospital 
and nursing home bills will be paid, and I do not see how this can 
affect the physician-patient relationship any more than workmen’s 
compensation has or any more than the temporary disability insurance 
in my State of California has, or any of these other social insurance 
programs. 

It isa financial arrangement. 

If this bill provided, as some countries have done, that the Govern- 
ment would make available these services as a Government charge like 
public schools or other public services, I think then it would be clear 
that there would be some change in the relationship, but under this 
bill which provides merely a financial arrangement for paying the 
bills, 1 do not see how there can possibly be a change in the physician- 
patient relationship. 

Mr. Foranp. Now, Mr. Schottland, I do not believe you were here 
yesterday, but we had a witness who charged that this bill was com- 
munistic. I understand you headed a Government mission to Russia 
some time back to study their social security. Do they use social 
insurance to provide medical costs in Russia ? 

Mr. Scnorrtanp. Well, as a matter of fact, Mr. Forand, the Soviet 
Union has specifically rejected the social insurance principle as a way 
of providing medical care. They have Government medicine. They 
have Government hospitals. 

The doctors are all paid by the Government. They have deliberately 
determined that social insurance under their Communist system is not 
appropriate to provide medical care. 

On the other hand, since you asked the question, I would point out 
that practically every western, free, democratic industrialized country 
of Europe does use the principle of social insurance to pay for medical 
care. Italy, France, Germany, Great Britain, Belgium, Holland, 
Norway, Denmark, Finland; all of these countries have such programs. 

Mr. Foranp. On the basis of your response, I feel convinced that 
the charge that this bill is communistic is a very baseless one. 

Thank you very much. 

The Cuarrman. Are there any questions? 
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Again we thank you, gentlemen, for bringing your views to the 
committee. 

Mr. Scuorrianp. Thank you. 

Mr. Lourie. Thank you, sir. 

The CuarrMan. Our next witnessis Dr.Kernodle. 

Doctor, please identify yourself for the record by giving us your 
full name, address, and the capacity in which you appear. 


STATEMENT OF JOHN ROBERT KERNODLE, M.D., CHAIRMAN, MEDI- 
CAL SOCIETY’S CHRONIC ILLNESS COMMITTEE, MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


Dr. Kernopir. My Chairman and members of the commitee, I 
am Dr. John R. Kernodle, of Burlington, N.C., where I am engaged 
in the specialty medical practice of obstetrics and gynecology. I am 
chairman of the Medical Society’s chronic illness committee. 

The committe is concerned with the study of data, information, 
and systems of advanced care of the aged and chronically ill as medi- 
cal and health care problems and in stimulating thought and plans 
of action related to the development of the proper concern for and 
services to the chronically ill and aged to which I shall make primary 
reference hereafter in this presentation. 

You are referred to the longer statement prepared and deposited 
with you prior to this hearing which I propose to be included as part 
of this verbal statement and constituting the statement of the Medical 
Society of the State of North Carolina. 

This society, representing the profession, must forever maintain 
concern for contributing only to that which purveys the highest stand- 
ards of medical care and which promotes the sound growth of a pro- 
fession which is dedicated to serving the best health of humankind. 
Our concern with and effort on the problems of the aged rightfully 
joins us to you in the legislative considerations upon which you 
seek enlightenment today as best approaches to the problem as repre- 
sentatives of the people of this Nation. 

Organized medicine was among the first to recognize the new and 
increasing numbers of older-age people who, because of improved 
medical care, treatment, and supervision, modern medical research, 
discovery and perfection of therapeutic agents, and other important 
protections, enjoy an extended life expectancy. Likewise, medicine 
is among the first to recognize and to begin stimulating individual 
and public interest as to ways and means of practical concern at Na- 
tional, State, and local levels. Physicians know what the health 
needs of their patients are and because of the close physician-patient 
relationship can best guide and direct the regime of health mainte- 
nance for each patient. 

The State medical society’s committee in 1954 had five original pur- 
poses. Three of these were: 

1. Education of the doctors and community as to the number, the 
needs, services, and facilities for health care of the chronically ill 
and aging. 

2. Provision for more hospital beds with improved nursing and 
medical attention for these patients. 

3. Overall management of the patient, including the financing of 
such care. 
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Some of the accomplishments to date based on these objectives are: 

1. We have made surveys to determine numbers, existing services 
and facilities, and the type care now available for these patients. 
Two out of three known patients have needs that can be adequately 
met through a home care program whereas Forand legislation pro- 
poses invited use and certainly abuse of hospitalization for 100 
percent of all possible eligibles. 

2. We are increasing and improving patient care in our hospitals, 
nursing and convalescent homes, and in our domiciliary home 
facilities. 

3. We now have a mandatory licensing law for protection of all 
facilities. 

4. We have financial assistance for the medical indigent through 
official, private, and voluntary funds, and the patient-physician re- 
lated services without the proposition of fee. 

5. Pooled hospital funds has been increased to $10 per diem state- 
wide for category public welfare recipients. Intrastate residence re- 
quirement changed from 1 year to 3 months. 

6. All of our 100 counties have general assistance funds to assist 
with health and medical care of those in need, and we have and do 
favor legislation providing matching State assistance to be admin- 
istered locally. 

7. The house of delegates of the medical society, at their annual 
meeting in 1958, went on record as opposed to the Forand bill and 
any like bill. Again in 1959 they reaflirmed their position on Forand- 
type legislation and voted in favor of general assistance funds from 
State to match local general assistance funds now amounting to $214 
million. 

8. We have, through the Blues and commercial insurances, extended 
prepayment coverage to older people through senior certificates, with 
reduced medical fees. 

9. In North Carolina we have a joint committee for the health 
care of the chronically ill and aging for coordination of efforts as a 
combined interest group as well as individual agencies and organiza- 
tions serving the aging people. 

Additional activities are included in the prepared statement. 


STATEMENT OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA RE H.R. 
4700, 86TH CONGRESS 


To: The Committee on Ways and Means, U.S. House of Representatives 
By: John Robert Kernodle, M.D. 
Date: July 10, 1959. 


Mr. Chairman and members of the committee, I am Dr. John Robert Kernodle 
of Burlington, N.C., where I am engaged in the specialty medical practice of 
obstetrics and gynecology. I am chairman of one of six commissions referred 
to as action bodies of the Medical Society of the State of North Carolina and 
within the frame of that commission I have for several years headed the com- 
mittee on chronic illness which is concerned with the study of data, information, 
and systems of advanced care of the aged and chronically ill as medical and 
health care problems throughout the State of North Carolina and in stimulating 
thought and plans of action related to the development of the proper concern 
for and services to the chronically ill, including the aged, to which I shall make 
primary reference hereafter and in this presentation, I make reference to a 
longer statement prepared and deposited with the committee which I propose 
to be included as part of this verbal statement and constituting the statement 
of this society. 
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The State medical society in its preamble poses among its purposes: “to 
elevate the standards of medical service and to enlighten the people with regard 
to the great problems of medical care and public health, so that the profession 
shall become capable within itself, and more useful in the prevention and cure 
of disease and in prolonging and adding comfort to life.” Moreover, the 
supreme court of North Carolina many years ago held, “The public health is 
the highest law.” Throughout the 160-year history of the society these tenets 
have characterized the effoits of the society in North Carolina, and largely the 
physicians who compose it; so our concern with an effort on the problems of the 
aged rightfully join us to you in the legislative considerations upon which you 
seek enlightenment today in seeking guideposts to the best approach to the 
problem as representatives of the people of this Nation. 

The medical society, representing the profession, must forever maintain con- 
cern for contributing only to that which purveys the highest standards of medical 
eare and which promotes the sound growth of a profession which is dedicated 
to serving the best health of humankind. 

Organized medicine was among the first to recognize the new and increasing 
numbers of older age people who, because of improved medical care, treatment, 
and supervision, modern medical research, discovery, and perfection of thera- 
peutic agents, and other important health protections, can expect to live many 
years longer than our grandparents in this mid-20th century. Likewise, medi- 
cine is among the first to recognize and to begin stinrulating individual and 
public interest as to ways and means of planning toward these added years and 
it continues to take the initiative in practical concern at National, State, and 
local levels. Physicians know what the health needs of their patients are and 
because of the close physician-patient relationship can best guide and direct the 
regimen of health maintenance for each patient. 

The State medical society committee on chronic illness in 1954-55 had as its 
original purposes to study, evaluate, and influence medical progress in the field 
of theaging. The basic objectives have been: 

1. Education of the doctors and the community as to the number of chronically 
ill patients and as to the needs of additional services and facilities for their care 
and treatment. 

2. Provision for more hospital beds with improvement of nursing and medical 
care for these patients. 

3. Overall management of the chronically ill patient in regard to medical treat- 
ment, supervision of nursing care, the type of facility required, and the improve 
ment of the finance of such facilities and treatment. , 

4. The stimulation of housing facilities for the aging. 

5. A preparation for a positive action in regard to the care of the chronically 
ill (in other areas of need ; e.g., nutrition). 


RECOMMENDED ACTION 


1. Survey of the medical society secretaries for information on the facilities 
for caring for the chronically ill. 

2. A survey of the doctors to determine the actual need of facilities and the 
frequency of chronically ill patients being seen by the doctors throughout the 
State. 

3. A recommendation that a committee on chronic illness be appointed by the 
county medical societies to coordinate the program on a local basis. 

4. A coordinated meeting of groups in North Carolina interested in aging and 
chronic illness, to include official and nonofficial agencies, voluntary groups, 
special Governor commissions, and the geriatric research program at Duke 
University Medical Center. 


OTHER RECOMMENDATIONS 


1. Continued efforts to alert all people to the problems of the aging and the 
chronically ill. To stress the responsibility for individual and community action. 

2. Development of adequate facilities for the health care of the aged. 

3. Continue the study and encouragement of financial assistance for the 
chronically ill. 

4. Extension of the effectiveness of voluntary health insurance. 

5. Encourage and-sanction the development of visiting nurse and organized 
home care programs and homemakers services. 

6. Support legislation for mandatory protective law for the licensed homes for 
the aging and chronically ill. 
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DEFINING THE PROBLEM 


The medical society’s committee on chronic illness made two surveys in 1958: 
one to gain information as to present facilities for the care of the aged and 
chronically ill, and the second to determine the actual need of facilities and the 
type of health care most frequently needed by these patients. The results of the 
first survey revealed— 

1. The overall facilities now available are inadequate. 

2. Nursing and medical service and supervision of patients reported were 
inadequate. 

3. In 17 of the 59 counties reporting there were no formal facilities for the 
chronically ill or aging. (Observation: Forand would not extend to one- 
third of the counties for this reason.) 

4. Eight facilities were licensed by the Medical Care Commission and 
had excellent facilities for a nursing and convalescing program. Three 
hundred and forty-four domiciliary type homes were licensed by the welfare 
department. Over 100 facilities were not licensed by either agency (imply- 
ing inadequate services and standards). 

5. In the home-type facility the number of patients ranges from one to 
eight. In the hospital type facility the largest number reported was 80 
patients. 

6. Cost per diem to the nonhospitalized patient ranged from $1.67 to 
$10.50. 

The second survey was a report from the individual physicians as to the num- 
ber of chronically ill patients seen and as to the type of care they considered 
adequate for individual patients. The results showed: 


Percent 
Patients needing home care____- ‘aa 59.1 
Patients needing nursing or convalescent home care 18.3 


1Or 77.4 percent for whom hospital care was not indicated. 


These results correspond to other surveys made in the State and in other 
States as to the type of care actually needed. In the Guilford County survey of 
chronically ill, conducted at the same time, but in a more detailed manner, it 
definitely pointed up: (1) 72 percent of all known cases of chronic illness have 
needs which can be adequately met by a home care program; (2) only one-fifth 
of the cases were over 65 years of age and one-quarter between the ages of 45 
and 64: (3) one-quarter of the cases are mentally confused or retarded and the 
majority of patients have difficulty in getting around. Permanent stiffness and 
deformity, difficulties in speech, blindness and paralysis were the major physical 
handicaps. These could be modified as to weight of care by increasing rehabilita- 
tion programs; (4) over two-thirds of the patients had conditions from which 
the patients were not expected to deteriorate. Rehabilitation programs and 
services of more intense nature could make a great contribution in lessening the 
care required for this group, thereby avoiding the more expensive hospital care. 

The following table shows how chronically ill and aging patients were financ- 
ing present services (Guilford County survey) : 


[Percent] 
Personal Public 
finance agencies 
White: 


! Total payment, 45 percent; pave payment, 13 percent. 
225 percent of which was paid by hospital insurance. 


Appointment of county medical society chairman.—Following the leadership 
of the State medical society’s committee on chronic illness, county societies 
appointed local chairmen of such committees in some two-thirds of the county 
units which in turn are stimulating and promoting local study and planning. 
The result is that the county medical society is calling together representatives 
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of medicine, public health, public welfare, hospital, nursing and boarding home 
operators to discuss existing services and facilities and to study future develop- 
ments to more adequately meet the health care needs of the older and chroni- 
cally ill persons within their local area. Such groups are taking a realistic look at 
present programs and what improvements can be made in services, facilities, 
and home care programs. Using statistics from State and national surveys, as 
to the number of patients involved and the types of unmet needs, county groups 
are promoting educational workshops and conferences that will have benefit to 
the State’s overall study in preparation for the 1961 White House Conference 
on Aging, but more important, such interest is alerting official and nonofficial 
groups to become more aware of the programs prevailing in the community and 
supporting these for their demonstrated value. 

To cite further local action, the Governor’s Coordinating Committee on Aging 
has already sponsored county discussion or workship meetings in some 51 of the 
100 counties in the State. These local groups working closely with the county 
medical society, and allied health personnel, will further -encourage public 
understanding as to the needs of the aged and the individual and community 
responsibility in providing recognized services for these persons within their 
area. 

Joint Committee for the Health Care of the Chronically Ill and Aged.—North 
Carolina has complied with the suggestion of the National Joint Council for the 
Health Care of the Aged by forming a Joint Committee for the Health Care of 
the Chronically Ill and Aged with wider represenation to inelude existing agen- 
cies and organizations which have programs and services for the chronically ill 
and aged. At the invitation of the medical society, this representative group 
met together early in 1958 and again in March 1959 to discuss and plan together 
next steps as a combined interest group and as individual working agencies. 
Agencies represented to date are: 


Medical Society of the State of North Carolina. 

North Carolina Hospital Association. 

North Carolina Dental Society. 

North Carolina State Board of Health. 

North Carolina Association of Boarding and Nursing Homes. 
North Carolina Department of Public Welfare. 

North Carolina School of Public Health. 

North Carolina State Nurses Association. 

North Carolina Health Insurance Council. 

Duke University Medical Research Center on Aging. 
American Red Cross (North Carolina representatives). 
North Carolina Medical Care Commission. 

Governor’s Commission on the Study and Control of Cancer. 
Governor’s Commission on Nursing and Boarding Homes. 
Governor’s Coordinated Committee on Aging. 


Through the cooperation and work of this joint committee, assistance and par- 
ticipation in the planning and study for the 1961 White House Conference on 
Aging is anticipated as well as the overall planning and interpretation of other 
programs and services having an influence on the health care of the chronically 
ill and aging. 

Improved and increased facilities.—Through the Medical Care Commission, 
emphasis has been continued as to the construction of chronic disease facilities. 
We have five hospital chronic disease projects to date, totaling 347 beds, either 
constructed, under construction, or in the planning stage. According to the 
best estimates available at the first of the year, North Carolina ranked second 
among the States in the number of chronically ill beds developed under the 
Hill-Burton program. Recent reports state that we have 24 licensed nursing 
and convalescent homes providing a total of 726 beds, with some 12 or more 
being constructed through private enterprise. The Commission has approved 
and licensed some 169 general hospitals and clinics which provide beds for over- 
night care of patients with a total of 14,756 beds, and these, in ratio to the need, 
are available and utilized by the chronically ill and aged. 

The 1959 general assembly passed a mandatory licensing law, effective Jan- 
uary 1, 1960, affecting all boarding, nursing, and convalescent homes caring for 
the aged and chronically ill. The medical society actively supported this legis- 
re he standardizes protection in the formal care of the chronically ill 
and aged. 
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Financial assistance for the indigent and medical indigent.—The 1959 general 
assembly approved the public welfare request for an increase in the pooled 
hospitalization fund to allow $10 per diem for public recipients. (0O.0.A., 
A.D.C., T.P.D.) This became effective July 1, 1959. Also, a law was passed 
allowing the State to expend pooled fund for hospital care rendered in out- 
of-State hospitals in certain cases when in-State hospital care is inconvenient. 
A change in the residence requirement from 1 year to 90 days for public welfare 
recipients in moves from county to county within the State will be helpful. 
Interstate residence requirement is 1 year. 

Assistance given the medical indigent through the Medical Care Commission 
totals about $300,000 annually for contributions to bed costs of hospitals for the 
care of the general medical indigent. Approximately 18,000 claims are proc- 
essed each year, representing over 200,000 days of care to 130 hospitals caring 
for patients from all 100 counties. This aid, plus Duke endowment and Kate 
Bitting endowment aid, affords $3.72 per day at the State level for the general 
medical indigent. These cases generally are supported medically by uncom- 
pensated physicians’ time and care. Many more (to the extent of $2.25 million 
annually) are hospitalized on local hospital funds alone, with free physician 
services. Most of the 100 counties have an additional appropriation known as 
general assistance fund to assist hospital and health care payments in the 
home and office for the medically indigent. We have expressed an interest in 
general assistance funds for vendor payments to be matched by States and 
possibly Federal funds and to be administered locally. 

Ketension of voluntary health insurance—Quoting our State medical society 
president from his inaugural address of May 5, 1959: “In regard to prepayment 
medical insurance, we as physicians must be mindful of the patient’s ability to 
pay for medical care and we should give our support and constructive criticism 
to the Blue Cross, Blue Shield plans and many excellent private insurance plans 
that make it possible for the patient to maintain financial solvency and personal 
dignity when faced with either severe.or catastrophic cost of a long and debili- 
tating illness. Physicians have just as much responsibility in protecting the 
patient from insurance schemes as from cure-all drugs and unsound or unethical 
medical practices. The recent action (December 1958) of the house of delegates 
of the American Medical Association and component State societies in regard 
to the senior certificate has been a major topic of discussion at this session, and 
our own house of delegates has adopted the senior certificate and recommends 
it as a part of the doctor’s program. This places on a sound experimental basis 
a prepayment medical care plan for a large group of our citizens who up to 
now have not been covered. The Blue Shield committee of our society will have 
positive direction of the doctor’s program and the senior certificate. I may 
add, the members have the obligation and responsibility to make it effective. 
More recent action has been that both Blue Cross plans operating in North 
Carolina now have senior citizen policies. The Blue Shield plan encompasses a 
service program at diminished service cost based on modified fees. Additionally, 
medical insurance is available at diminished premiums for an indemity program 
of care through a second blue organization, thereby extending this program of 
voluntary insurance into every area of North Carolina. As additional informa- 
tion, I’d like to state that in 1950, 5.6 percent of the total population in North 
Carolina was 65 or older and it is expected that by 1960, this will rise to 6.5 
percent. North Carolina ranks fourth as to the number of people under age 20, 
therefore we are a “young” State populationwise. Younger generations are 
fast enrolling in voluntary health insurance plans and with our senior certificates 
we can anticipate a much larger percent of our total population to participate in 
some type of prepaid voluntary health insurance programs in the years ahead. 

Iam not going to quote national statistics as to insurance coverage or enu- 
merate the ways which commercial insurance companies have extended coverage 
to those over 65, as you have or will be given this information by authorized 
representatives of the Health Insurance Association. The increase in numbers 
of persons over 65 having insurance coverage is most encouraging. Blue Cross 
figures show that enrollment has increased at a more rapid rate for those over 
65 and over than for the younger age groups, which indicates clearly that people 
want to participate in a voluntary health insurance program and will do so if 
given the opportunity. The Health Insurance Council has pointed up seven ways 
of extending coverage to the older age group. The new senior certificate of the 
Blues incorporates three of the seven methods: 1. The continuation on an in- 
dividual policy based on coverage originally provided by group insurance; 2. 
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The new insurance of group insurance at advanced ages ; and 3. The new issuance 
of individually purchased policies at advanced ages. We feel these points are 
significant. Both the Blues and the commercial companies have made vast 
strides in extending coverage and benefits to older age groups (who from our 
surveys show approximately 78 percent may not require hospitalization) and 
also continue to explore ways and means of extending, beyond present levels, 
to include longterm care, home care, ambulatory, diagnostic, therapeutic, and 
restorative services. 

North Carolina hospital study—A special survey of hospital discharges is 
being conducted in North Carolina through the cooperation of the State medical 
society ; the hospital association; and the State board of health. Completion of 
this study is scheduled for 6 months hence. Four 1-week periods are being 
studied ou all hospital discharges; 134 member hospitals of the North Carolina 
Hospital Association are participating in the study, completing survey forms 
on all discharged patients for the selected study periods. The purpose of the 
study is to collect factual data as to— 

1. Number of patients discharged during each of the 4-week study periods. 

2. Identification data as to race, age, length of stay in hospital, total 
hospital charge, and major cause for hospitalization. 

3. Source of payment; patient-family, insurance, government, and the 
anticipated “charity writeoff” to be absorbed by the hospital. 

It is estimated that some 12,000 patients are discharged from these 134 co- 
operating hospitals per week, so we anticipate having a sampling of some 48,000 
records by the end of the study. The following figures representing an advance 
same of one-fourth anticipated returns of the first weekly survey points to 
some important trends as to what the full survey will reveal. Of 37 hospitals 
sending in returns which have been tabulated there were approximately 3,500 
patients discharged. The combined hospital bill for these 3,500 patients was 
$557,330. For comparison, we determined the number of patients discharged 
who were 65 and over to be 404 or 11 percent of the total number discharged, 
with an aggregate hospital charge of $95,659, or 17 percent of the entire hospital 
charges. The table below gives a further breakdown of four contributing 
methods of hospital payments, comparing the number of patients 65 and over 
with that of the entire number of discharges: 


All age Percent cost Percent cost 


Source of payment groups payment 65 and over payment 
(all patients) 


ESSE $150, 678 27 $37, 586 40 
Insurance (Blue Cross and commercial) -_------ 243, 586 43 23, 467 24.5 
Health and welfare agencies_..........--------- 29, 338 5 11, 419 12 


The unpaid balance of hospital cost of the entire 3,500 patients discharged 
amounted to $108,150 or 19 percent of the combined charge of $557,330 and the 
unpaid balance of those 65 and over was $19,132 or 20 percent of the combined 
charge of $95,659. Many of the hospitals returned their survey forms before 
insurance adjustments had been made and no indication of postponed payments 
to be made by the patient or family was reported. Hospital authorities report 
that approximately one-half of the unpaid bill at the time of discharge will be 
made by the patient or family within a 12-month period. Therefore, we can 
anticipate that of the unpaid balance of charge amounting to $108,150 uncol- 
lected on discharge, including the $19,132 for patients 65 and over, at least one 
half will be paid by the patient or family, ane to the percent payment from 
patient/family in each group. 

You will note that the patient/family payment for patients 65 and over was 
40 percent of the total bill whereas for the entire age groups this was only 27 
percent. The combined payment of patients/family and prepaid insurance for 
the older age group was 64.5 percent as compared to 70 percent of the entire 
group, pointing to the fact that the older age group was able to take care of the 
major portion of their hospital charge the same as for other age groups. 


OTHER ACTIVITIES 


In January 1959, a television program sponsored by the State medical society 
was given outlining the American Medical Association's six-point positive pro 
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gram for the health care of the aging, the various activities of the State medical 
society’s committee on chronic illness, and the programs and services of related 
agencies and o. ganizations. 

To further promote the understanding of community and professional leaders 
of the various services and facilities now available to the aged, as well as those 
anticipated, programs have been given at State, district, community bealth con- 
ferences sponsured by the State medical society and to other assembled groups 
throughout the year such as the conference for social service, annual meeting 
of the North Carolina Boarding and Nursing Home Association, and the medical 
society otlicers training workshop. 

Person County home care demonstration project.—In cooperation with the 
county medical society and in consultation with the State board of health and 
the U.S. Public Health Service, the Person County home care demonstration 
project was prepared and approved. It is financed by a grant of $10,000 from 
the USPHS, $10,000 from the State board of health, and $4,000 from the county 
commissioners. Through these funds, added personnel was authorized: A medi- 
eal social worker, a physical therapist, two public health nurses, and a clerk. 
The program has been integrated into the overall program of the health depart- 
ment and of the many other public and voluntary agencies providing health 
services in the community. All patients must be referred by a diagnosing family 
physician and remain under his care. The doctor-patient relationship continues 
at all times. The services available through the project are: Nursing, physical 
therapy, Social service, occupational therapy, rehabilitation, nutritional counsel- 
ing, medicines and sickroum supplies, orthopedic equipment, and health educa- 
tion. No fees are charged for services rendered by the health department work- 
ers. Beneficial results accruing to the individual patient in the program have 
been an accomplishment of a concerted team effort. The team teaches and 
provides services as requested by the attending physician. The patient and his 
family are taught the proper care of his disease through actual services offered 
by the physical therapist, public health nurse, medical social worker, and the 
nutritionist. Thus, the private physician and his teamwork is, in effect, a unit 
working toward the achievement of the patient’s maximum recovery and physical 
independence. 

Evaluation after 6 months’ operation, point up certain accomplishments of 
merit: 

1. The project is de facto and in operation. 

‘ There has been public acceptance of the program as participants and benefi- 
ciaries. 

3. There has been a gradual increase of patients admitted to the program 
(a total of 39 patients admitted with a present patient load of 33). 

4. There has been a harmonious working relationship with the physicians. 
(Referral, review, and evaluation of each patient is made by the attending 
physician with the health department team on regular appointments. ) 

5. There has been added to the county hospital an organized and equipped 
physical therapy department. (The local National Polio Foundation chapter 
gave $4,800 for the purchase of some 40 items of equipment. The hospital pro- 
vided a room and limited supplies, and the citizens’ committee has augmented 
heeded supplies and volunteer services. ) 

6. The community has joined together to support and promote the proj- 
ect. (Five committees with some forty volunteers are cooperating in the pro- 
gram, rendering services not otherwise provided by the demonstration funds.) 
2 The project has provided an avenue of health education in control of 

isease, 

The anticipated results of the Person County project include major aims: 

1. To provide information about the cost of home care in a rural area. 

2. To shorten the period of hospital stay for patients with long-term illness. 
(This has been accomplished on several of the patients. ) 

3. To extend into the home, services ordinarily restricted to hospitals. (This 
is being done presently. ) 

4. To reduce, through supplementary services in the home, the number of 
chronie disabling conditions of young and older people alike. (Results now 
available.) 

5. To effect a reduction of cost to the county for hospital and welfare care for 
persons with long-term illness. 

6. To provide more adequate medical care for the people of Person County. 
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We are proud of the fact that this is the first project of its kind to be carried 
on in a rural area in the United States. It is showing desired results, further 
proving that the Federal, State, and local official and voluntary agencies in the 
community can coordinate their efforts in an organized program for the home 
care and restoration of the chronically ill in a rural area with economical end 
results. 

Two other counties are taking similar steps toward a home-care program as 
an integrated part of the public health program. Alamance and Guilford Coun- 
ties have two nurses each, trained or being trained at the Bellevue Rehabilitation 
Center, who will be able to extend their specialized services to outpatient cases, 
These nurses will make home visits and render direct nursing services to pa- 
tients under physician’s orders, and with the special training will be better 
equipped to help in restorative practices and exercises based upon individual 
needs and recommendations by their family physician. This is another step 
forward in helping to keep the patient in his own home and out of the hospital 
by extending services heretofore characteristic of hospitals to the home by 
qualified and specially trained personnel. 

We have other demonstration projects which are pioneering in rural areas for 
the first time. One of these is a homemaker service program in three rural 
North Carolina counties. This project is being financed, as a demonstration 
by the Doris Duke Foundation and is limited to category public welfare recip- 
ients, since some additional county funds are being used. In each of the three 
counties, one white and one colored homemaker has been added to the county 
welfare staff, who work under the direction of the casework supervisor. As of 
March 1959 a total of 1,199 home visits had been made to some &5 cases, which 
averages about 2 visits per week in the 3 demonstration counties. The home- 
makers are not nurses, nor are they domestic helpers, but they do assist with 
planning and in the management of the family while the adult member is dis- 
abled by a long-term illness or injury. They are able to follow physician’s orders 
as to home care procedures prescribed, excluding injections or other skilled 
nursing services. 

In North Carolina we have nine homemaker programs in urban areas and 
these services are made available to any family or older people needing this 
type of help, regardless of their ability to pay. These are open market services 
with the homemakers working under the supervision of welfare caseworkers. 
We look with favor upon this type of service program and hope to see it 
broaden to be available to all income groups and duplicated in all counties in 
the State, under official agency or volunteer auspices. — 

We have other home-care service programs, affiliated with Duke Hospital 
and the UNC Memorial Hospital, demonstrating the value of having physical 
therapists assigned to their staffs to make home visits to discharged patients 
for the continuation of treatment and supervision, thus reducing the hospital 
stay and many times avoiding a return trip to the hospital. The physical 
therapists give professional assistance in restorative and health maintenance 
eare. Again, the medical profession looks with favor on this type of extended 
service into the home to reduce costs and use of hospital beds for chronic 
illnesses and prolonged injury recoveries. 

The organization of Golden Age Clubs over'the State is providing opportunities 
for older people to meet and plan together various activities which meet their 
own special interests. Activities of these clubs provide members with recrea- 
tional outlets, development of creative hobbies, and contained education and 
occupational programs. These clubs also provide avenues for individual ex- 
pression and leadership which are vital to all persons regardless of age. 

Red Cross training course for employed nurses aids.—The American Red Cross 
has developed a demonstration training program designed to give nursing home 
operators and aids training in improved techniques of nursing care. These 
courses are to be given by special trained Red Cross registered nurses. In 
North Carolina we have such trained personnel, with others receiving training, 
who will be able to give this nursing course to employed aids in our nursing 
and boarding homes. An inquiry made to the boarding and nursing homes by 
the department of public welfare indicated that 104 operators ané@ 236 aids in 
52 counties would like to have this course made available to them. We are 
aware of the need to improve the type of care now given in our boarding and 
nursing home, and this is an indication that we can expect such improvements 
by proper training of employees. This is another step in self-help for the care 
of our older and chronically ill patients. 
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REPORT FROM STUDY COMMISSIONS 


Governor’s commission on aging.—This 15-member study group appointed by 
Governor Hodges in 1956 has three basic objectives : 

1. To review (quarterly) current activities within the State to meet the needs 
of older people. 

2. To evaluate growing or unmet needs and plan together how best to meet 
these needs. 

3. To report from time to time on matters in this area which affect the economic 
and social progress of the State. 

Major areas which have been reported upon include: 

1. Special programs for placement of older people in employment. 

2. Plans for expanding adult education programs. 

3. Increased activity in stimulating recreation among older people. 

4. A wider range of public health programs and services for older people, 
including a new division on chronic illness in the State board of health. 

5. More attention and emphasis on the training of medical students to cope 
with the needs of older people. 

6. Courses in geriatrics at the North Carolina School of Public Health 
Nursing. 

7. Increasing the wide range of services through the public welfare program 
in terms of subsistence grants for older people, increased hospitalization, more 
adequate provision of domiciliary facilities, and other specalized services, includ- 
ing a demonstration of homemaker services for the aged. 

8. Emphasis by the State mental hospitals, working with local agencies, es- 
pecially welfare departments, as to home placement programs. 

9. Strengthening the State requirement system. 

10. Helping to bring information to rural people about services needed by and 
available for the aging through the auspices of the Agriculture Extension Service. 

The coordinating committee serves as a clearinghouse for all activities in this 
field of interest and work. Two other major accomplishments are: 

1. Organization of county workshops on aging: I have already mentioned the 
fact that some 51 of our 100 counties have held such meetings at the local level, 
and to the fact that these groups are cooperating with the county medical society 
chronic illness chairmen. 

2. Proclamation of a special week by the Governor: The week of July 12 has 
been set for 1959 and will provide opportunities for wide coverage of various 
programs conducted throughout the State in the interest of the aged. 

The Governor has designated this commissien to plan for the State conference 
on aging for 1960 and for the 1961 White House Conference on Aging. The med- 
ical society has been requested to work very closely with this group at both State 
and local level for study, evaluation, and for recommendations as to present 
and future needs of our older citizens. 

The commission for cancer control.—The general assembly renewed its appro- 
priation to this study commission and requested it to continue its study of im- 
provements made and those needed for the next 2 years. A report of this com- 
mission has been prepared, reported to, and approved by the general assembly 
this year. 

The commission on nursing and boarding homes.—This commission and the 
Nursing and Boarding Home Association were primarily interested in getting 
the mandatory licensing law passed for all boarding and nursing homes. ‘This 
law was passed and becomes effective as of January 1, 1960. 


BASIC RESEARCH AT DUKE MEDICAL CENTER 


Under the able leadership of Dr. Ewald Busse, the Duke University Council 
on Gerontology was formally established by President Edens in 1955. A panel 
on interdisciplinary research was formalized and received its first grant Sep- 
tember 1, 1957, from the U.S. Public Health Service, through the National Heart 
and Mental Health Institutes in the amount of $114 million. This grant is to be 
used over a 5-year period to set up a pilot regional center for research on aging. 
The panel is charged with the responsibility (1) of determining the policies of 
the research program, and (2) of collaborating with the project director in 
major decisions in regard to the areas of research activity, the selection of key 
personnel, and the coordination of the investigation. 

The center for the study of aging has as its aims: (1) Encouragement and sup- 
port of fundamental research concerned with the phenomenon and health pro- 
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grams of aging, (2) training of investigators for research in the problems of 
aging, and (3) development of a source of scientific knowledge in the field of 
aging for State and local government, as well as for private groups and indi- 
viduals. The Public Health Service funds will support a teamwork approach 
to aging problems by workers in the fields of psychology, sociology, and eco- 
nomics, as well as medicine. During the past 1% years, 19 separate research 
projects have been initiated by means of these funds. Additional support 
of the work of the center has come from Duke University as well as from other 
granting agencies. The Ford Foundation (February 1959) has granted $200,000 
for 3% years of basic research in the areas of social and behavioral sciences to 
complement the activities of the health and health-related areas. The research 
to date has involved a great many disciplines, including psychiatry, medical 
psychology, internal medicine, electroencephalography, anatomy, dermatology, 
ophthalmology, neurology, anthropology, and socio economics. 

Projected institute training program.—Another proposal being made by Duke 
University, which is still in the formative and discussion stage of development, 
is the possibility of establishing a continuing training institute designed to bring 
together from local areas physicians, representatives of all agencies concerned 
with health, paramedical services, hospitals, and the public, for special instrue- 
tion and training. The methodology and text content of such an institute would 
undergo continual evaluation in order that changing conditions might be met. 
Such an institute would be expected to coordinate all health endeavors with the 
center of aging at Duke University, thereby merging their energies to focus 
on the problem of total patient care. 

Conclusion.—From this report of programs and activities now being conducted 
in the State of North Carolina, I feel that you will agree with me, representing 
the Medical Society of the State of North Carolina, that—(1) we are aware of 
the increasing numbers of older people and their needs; (2) we know our own 
resources and are combinging our efforts to meet present needs and we are increas- 
ingly meeting the needs, as well as anticipated needs of the next few years; 
and (3) through basic research we expect to learn shortly some of the causes 
and effects of aging so that we may develop services, facilities, and trained per- 
sonnel to meet these newly defined needs as they are discovered and identified. 

Financial assistance in the areas under consideration is but a single part of 
the total problem of the aging, and trying to solve one portion, in largess. while 
neglecting the minute factors involved in the practical and adequate care of the 
aged, is not the answer to the total need. I would like to close with the results 
of a sample survey of the adult population conducted by the Opinion Research 
Corp., Princeton, N.J., for the American Medical Association. ‘More than 
three-fourths of the population of the United States want to choose their own 
physician. In addition, they want to assume all or part of the responsibility 
for paying their doctor bills.” I make this point to emphasize that the attain- 
ment of health and human happiness involves a great many choices which the 
individual must make for himself and that these choices involve the interplay of 
personal relationships out of which the whole may develop. Therefore, goals 
of the Forand-type legislation may well miss these important factors, even for 
the aging population, by removing factors of choice and self-participation, which 
are so essential in‘a life such as we have so.notably founded by experience here 
in America. 

At this time, I would like to recognize other representatives of the Medical 
Society of the State of North Carolina, President John C. Reece of Morganton, 
N.C.; J. P. Rousseau, M.D., Winston-Salem, N.C.; and Mr. James T. Barnes, 
executive director, Headquarters Office, Raleigh, N.C. 

Thank you for your kind attention. 


Dr. Kernoptr. In conclusion, you must agree with me that North 
Carolina is making progress toward meeting the needs of our chroni- 
cally ill and aging patients, and through cooperative efforts, greater 
advancement will be made with greater efficiency and at less cost to 
the individual and to the community than proposals you have under 
consideration. 

I point up again that: 

(1) We are aware of the increasing numbers of older people and 
their needs. 
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(2) We know our own resources and are combining our efforts to 
meet present needs and the anticipated needs of the coming years. 
(3) Through basic research we are learning some of the causes and 
effects of aging so that we may develop services, facilities, and trained 
personnel to meet these newly defined needs as they are being discov- 
ered and identified. 

(4) We feel that financial assistance in the areas under considera- 
tion is but a single and small part of the total problem of aging, and 
trying to solve one portion in largess while neglecting the minute 
factors involved in the practical and adequate care of the aged is not 
the answer. 

(5) In view of these achievements, we in North Carolina are con- 
vinced that the Federal Government can never match this program. 
We intend to pursue this direction and further emphasize it. 

Therefore, we are opposed to the Forand bill and any similar type 
legislation because we feel that the programs, services, demonstra- 
tions, and voluntary means of financing such care can and will meet 
the basic needs of our older citizens. 

In closing, may I simply refer the committee to the presence with me 
of our president, Dr. John C. Reece; our past president and legislative 
chairman, Dr. James P. Rousseau; and our executive director, Mr. 
James T. Barnes. 

Thank you for your kind attention. 

(The following letter and article were filed with the committee :) 


McPHERSON HospPITAL, 
Durham, N.C., July 28, 1959. 
Mr. JAMES T. BARNES, 
Erecutive Director, 
Medical Society of the State of North Carolina, 
Raleigh, N.C. 

Dear Jim: Thank you for your letter of July 22, in regard to medical care of in- 
digent aged in North Carolina. 

In our field of ophthalmology, there is no person of any age group who fails 
to receive medical care because of inability to pay. Through the work of the 
North Carolina State Commission for the Blind and Vocational Rehabilitation, all 
those persons on whom a hardship is worked through payment of medical bills 
have a means whereby they can obtain good medical care at no cost to them when 
this is necesesary. 

If instances occur in which persons are denied medical care in our field in 
North Carolina from inability to pay, I am not familiar with them. 

I hope that this information will be of some use to you. 

Very sincerely yours, 
S. D. McPHerson, Jr., M.D. 


[From the North Carolina Medical Journal, July 1959], 
A VIEW oF AMERICAN MEDICINE FrRoM Europe? 
(Charles T. Pace, M.D., Greenville) 


A worldwide social revolution is in progress. The concept of man as an 
individual is being replaced by that of “man in the mass.” Responsibility 
and control of his life are passing from the individual to the group. Group 
tesponsibility usually means Government responsibility. We call it socialism. 

This process has gone far in Europe. The fact of socialism is the chief 
difference between European and American medicine. By examining briefly 
a practice in Europe, perhaps we can find meaning for us in the United 

ates, 


sarend before the Section on the General Practice of Medicine, Medical Society of the 
tate of North Carolina, Asheville, May 5, 1959. 
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MEDICINE IN EUROPE 
Germany 

German medicine has been under federal control since Bismarck. Hitler 
multiplied by three the annual output of doctors. Germany is now two separate 
nations. 

East Germany represents the ultimate in socialism. Medical care there 
can best be illustrated by the fact that the famous university city of Leipzig, 
a cultural center of 600,000 people, does not have a single pediatrician. Doctors— 
a group fortunate enough to carry their means of livelihood in their heads—have 
emigrated to West Germany. 

West Germany has instituted the most aggressive free-enterprise economy in 
all Europe, and has the prosperity to show for it. Its medical care program 
has neither free enterprise nor prosperity. In fact, it is on the verge of 
collapse. Understanding that the Germans are the best disciplined and most 
scientific people in the world and that the supply of doctors is adequate, one 
cannot avoid blaming the socialized system for the failure. 

Competing political parties have granted one increase after another in social 
welfare benefits, which despite incredibly high taxes are not covered by income. 
Costs are uncontrollable. Doctors are dissatisfied under a system of payment 
that encourages inferior practice. Mortality of the newborn and maternal 
mortality are the worst in the Western World. All services are overutilized 
and hospitals are bankrupt, but the public wants no reform that does not include 
the principle of “free service.” 


Great Britain 

Socialized medicine spread over most of Europe by gradual Government in- 
trusion and absorption of private insurance and private facilities. Such was not 
the case in England, where, by act of Parliament, medicine suddenly became the 
ward of the state in 1948. The opposition of British doctors was almost unani- 
mous, but they were not organized and remained passive. The proponents of 
socialism, being unencumbered by busy medical practice, had plenty of time to 
guide their program through Parliament, Action by the doctors was slow, and 
by the time they were organized, it was too late. 

The program is called insurance. It is hardly that, since the individual contri- 
bution covers only 12 percent of its cost. The remainder comes from taxes, 
mostly income taxes. First-year costs were four times the amount estimated by 
Government advocates of the system. 

I asked the assistant secretary of the British Medical Association if medical 
care were better now than before, and if the British people were receiving 
medical benefits which they lacked heretofore. The answer was, “No; they’re 
just paying more for the same thing.” The cost of the program has now risen to 
20 percent of the national budget, and, according to the same gentleman, it is 
impossible to control the costs of such a system in a democratic country. Hospi- 
tals are used a great deal more than is necessary; the waiting time for elective 
admissions is sometimes 2 years. There has not been sufficient capital to build 
one new hospital in the 15 years since the war. Private clinics are appearing 
now to perform surgery for pay, and interest in private health insurance is rising. 
That people are willing to pay double, membership in the National Health Service 
being compulsory, is certainly a significant repudiation of the Government 
scheme. The financial problems of the National Health Service are insoluble, but 
no politician who wants to remain in office would dare suggest a change. The 
voters like “free” medicine. 


Holland 


Statistically, Holland is among the world’s leaders in health. The death rate 
is low, and maternal and neonatal mortality figures are excellent—better than in 
United States. Most deliveries are done in the home; 40 percent are done by 
midwives. Compulsory insurance covers the low-income group. Most of the 
remainder of the people are insured in private programs. Private bodies exert 
control over all aspects of medical care in Holland—preventive medicine, com- 
pulsory insurance, and private insurance Government-subsidized programs are 
privately controlled for the most part. 


Scandinavian 


Denmark, Norway, and Sweden have a system of socialized medicine which 
began a hundred years ago, as private insurance associations were gradually 
absorbed by Government. 
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In Denmark the patient makes absolutely no direct payment for medical care. 
His taxes and insurance contribution cover the cost. Control of the patient is 
established by strong authority vested in the doctors; the patient cannot leave 
his assigned doctor unless referred. The program is not compulsory in Denmark. 
Ten percent of the people do not belong to the system. In Norway and Sweden, 
control of the patient is established by having the patient pay a large part of the 
initial bill and a small part of later bills. Night calls and extra services are 
charged directly and heavily. The people of the United States would never 
agree to the disciplinary control that is possible in a small country containing a 
single national ethnic group. 

Socialized medicine is more efficient in Scandinavia than in Germany and 
Britain, possibly for these reasons: the smallness and homogeneity of population ; 
the absence of pressure groups; a different political organization from that of 
Britain, Germany, or the United States; participation in private insurance plans; 
the use of local governing bodies; the strong authority of doctors, and the 
self-reliant, hardy character of the people. Chiefly, the medical program works 
well because the doctors have retained a large measure of control and have 
stoutly resisted attempts by Government to wrest it from them. It is still true, 
however, that this system, even in its ideal execution, lays a heavy hand on 
medicine and on society. While being proud of their medicine and their country, 
my medical informants in Scandinavia preferred the U.S. system. (They did say 
that not having to collect bills was pleasant.) Somebody has to collect the bill 
at the end of the year, however. In Scandinavia it is the tax man who does so, 
and he cuts the life out of the economy. It is unthinkable that this system, 
costly as it is, will ever return to private hands. 


Summary of medicine in Europe 


A government monopoly now controls medical care in northern Europe. Its 
permanence is assured by the belief tha it is free. Far from free, it is costly 
beyond the early imaginings of any of its proponents. Cost control is impossible 
to attain. All available money is spent to maintain basic services. In the 
search for funds, taxes have risen so high that the citizen cannot accumulate 
savings. Capital is no longer in the possession of individuals, but belongs to 
government. The consequent rigidity of the economy inhibits medical care just 
as it restricts the entire society. European economy has lost the flexibility 
needed to change, adapt, shape, or better its medical program. The dual rela- 
tionship between doctor and patient is now a triple one, with the government 
calling the tune. 

Medicine is not “free” in Europe. It costs more. 

There is less freedom for medicine, for the individual, and for the group when 
the government owns all the money. I urge the members of this society to study 
European medicine in order to improve our own. 


Medicine in the United States 


The essence of the free enterprise system of the United States is that it leaves 
some of the capital, and therefore some of the power, in the hands of individ- 
uals. Society gains from the flexibility granted by that system. The United 
States gives more materially to its citizens than any other nation. That includes 
medical care. Yet we too are moving toward state medicine, a system that will 
give less. Only one group in the country has the power to stop the drift to Gov- 
ernment ownership of health care. Unhappily, however, that group—the doc- 
tors—is not leading but following the movement of medicine today. They are 
characterized by newspapers and politicians as being against much, but not for 
anything. 

Devoting themselves to the scientific aspects of their profession, doctors have 
ignored the social. They have abdicated a grave responsibility. Doctors must 
stop being technicians and start being executives. The biggest problems facing 
medicine today are not in the laboratory or on the wards. They are not clinical. 
They are socioeconomic. The chief objection of the physician is to assume his 
rightful place as the leader in medical planning. Only he is qualified to under- 
stand and solve these problems. Instead, medical planning is now being done 
mostly by uninformed laymen whose concepts are unrealistic and generally involve 
intervention by a third party. It is the duty of the medical profession to set 
up its own program and refuse to participate in any other. The times call for 
radical thinking and aggressive action. 
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Suggested changes 

1. The doctor must become an executive instead of a technician.—The first step 
in that direction is to make better use of his time and acquire some leisure. 
Night calls and weekend calls should be put on a duty-roster system. Piecework 
medical practice must be abandoned. Industry would be appalled at the anti- 
quated way in which we do our job. Assembly-line obstetrics must take the 
place of our present method, whereby four doctors sit around a delivery suite at 
2 a.m. waiting for deliveries which one could handle alone. Some of the art of 
medicine would be lost, but I suspect that much of what we’ve been calling art 
is really only the indulging of some selfish and demanding patient at the expense 
of others, and at the expense of time that could be spent in planning and super- 
vising. 

2. We must create a new order of medical practitioner—Many young people 
who could never pass the didactic medical curriculum have a zeal to practice 
medicine and ought to be allowed to do so. With special training they could be 
come “medical assistants” and render a valuable service. One-third of the cases 
and 90 percent of the deliveries could be handled by a practitioner of less than 
graduate status. Our present approach to medical care is archaic. The immi- 
nent shortage of physicians makes it imperative that personnel below the M.D. 
level be utilized. 

8. Doctors in all fields must sign up on a night-call and weekend roster.—The 
entire membership of the county society under 50 years of age should participate 
instead of leaving this onerous responsibility to the general-practitioner, intern- 
ist, and pediatrician. Recently an internist treated a case of testicular pain at 
2 a.m., then referred the case at 9 a.m. to the urologist. Why should not the 
urologist return the favor by handling a nocturnal case of gastorenteritis for 
the internist? Having the dermatoligist, the otolarynogolist, and the radiol- 
ogist serve once a month on night-call duty would benefit them and the profes- 
sion. Participation in comprehensive medical care of the community is the duty 
of all doctors. Medical care would gain by the fresh ideas of these men. 

A well-publicized duty-call roster is a must. The public does not really care 
about heart operations and other esoteric miracles, but it is aware of the emo- 
tional security of knowing that a doctor is available and that he will make house 
calls, either day or night, when necessary. 

4. Each county must create a clinic for indigents that is open 5 days a week 
and is staffed by all the doctors in the society, in rotation where indicated. All 
doctors can work there as general practitioners. Those who have forgotten the 
dosage of digitalis can relearn it. The population is increasing faster than the 
production of doctors. The simple duties of the general practitioner must be 
given to special assistants, the general practitioner must assume some of the 
routine load of the specialist, and the specialist must be a true consultant as he 
is in Europe. 

5. We must save the general practitioner or junk him.—Young men are not 
going to choose that field when public health officers and specialists take over the 
day calls and leave for the general practitioner emergencies, house calls, night- 
work, and an income half that of the 8-hour-a-day dentist. We must help him 
or prepare for his demise. All doctors amare an obligation to attend the general 
medical needs of their community. 

6. We should establish a nursing school in every hospital of greater than 100 
beds.—If the nurses association doesn’t approve it, let the medical association do 
so. A girl doesn’t have to be trained at Duke, Chapel Hill, or Bowman Gray to 
be a good nurse. Some of the best nurses now practicing in North Carolina were 
trained in small nursing schools, many of which we foolishly permitted to be 
closed 20 years ago. 

7. We must support voluntary prepayment pleve and control unnecessary use 
of hospitals by group action. 

8. Let us bring the churches back into mnédiotne.—'There is no more proper 
church activity than caring for the sick; indeed, that function was once entirely 
religious. Congregations can assist the work of indigent care, can act as nurse’s 
aids, and sponsor hospitals and nursing homes. If churches would consolidate 
some of the money they spend on construction, no town would have to accept a 
penny of Federal funds to build a hospital. The American people have material 
things in plenty. Let us give them the opportunity to act in charity and gain 
the spiritual reward of doing something for others. 

9. Most important, let’s get into social medicine.—The social problems of today 
are being considered by politicians and labor leaders (who are out for votes 
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and power), by sociologists and professors (who are theorists), and by laymen 
(who are honest but uninformed). Everybody is solving the social problems 
of medicine—everybody but the doctors. The world today expects some group 
to assume responsibility for the individual. Doctors must add to their respon- 
sibility for the physical animal responsibility for the social animal. 

Every county medical society should form a social planning committee to study 
all aspects of social welfare. This committee should have State and National 
organization, and its function should be the creation of a social program of 
our own. Too long have we let others create the program and limited our own 
participation to reaction. 

In espousing good causes, we can render a service and command respect and 
power. Locally, we need to make all citizens understand that medical care is 
freely available. We could give our committee initial recognition by campaign- 
ing for the nationwide adoption of the metric system, by setting up first-aid 
courses, and by publicizing the need for prophylactic immunization against teta- 
nus. Beginning with innocuous and obvious activities such as these, we could 
later consider more serious problems and promote a positive program of solution. 

Medicine must act, not react. Until now we have been like the carnival man, 
his head through a hole in the tent, dodging baseballs. We make a good target 
because we never throw back. We must take the offensive and ask for something 
ourselves. Labor unions and the NAACP have demonstrated that what one 
asks for loudly enough one usually gets. 

We must search for exotic ways to help finance medical care, as prophylaxis 
against the disease of Federal control. Why not have every county society 
demand a 1-cent tax on coffee, tea, and soft drinks, and a county tax of 50 cents 
on whisky, the proceeds therefrom to go to the hospital? Or, how about a 
county hospital lottery? Let’s take taxes away from central government by 
giving them to local government. 

SUMMARY 


Government owns medicine in Europe and is gaining possession of it here. 
Concentration of the economy under a central authority is inefficient, wasteful, 
less productive, and destructive of freedom. The worldwide transfer of indi- 
vidual responsibility to the group, the desire of the average man to be led, and 
his dislike of direct medical payment all are factors hastening the advent of 
Federal medicine. 

Prior to 1940 all phases of life in the United States were ruled by the philosophy 
of individualism. Since World War II collective or group rule has supervened. 
This is true in labor, government, business, school, and corporate life. 

Doctors have never really existed as a group. We have been disorganized and 
passive. In failing to unite, in failing to act we are derelict in our duty. Or- 
ganization and activity will not harm our status as doctors. It is the disunity 
and passivity of medicine that makes us weak and invites assault by misguided 
politicians. It is the unity and aggressiveness of labor that makes it strong and 
feared by the politicians. 

We know better than any others what is best in medical care. It is our clear 
duty to provide the leadership and the planning that will fulfill our social 
responsibility to medicine, to the people, and to this Nation. 


The Cuarrman. Thank you for bringing to us the views of the 
Medical Society of the State of North Carolina. 

Are there any questions? 

Thank you, sir. 

Mr. Mason. I would say the views and activities of North Carolina. 

Dr. Krrnopie. Thank you. 

The Cuatrman. All right. I will accept the amendment. 

The next witness is Dr. Reynolds. 

Mr. Urr. I would like to take this opportunity of welcoming Dr. 
Reynolds as one of the leading physicians of the State of California, 
having practiced medicine in the Oakland-East Bay area since 1926. 
He is an unusual physician in many respects since he is both a member 
of the American College of Surgeons and a member of the American 
Academy of General Practice. 


om 


172 BENEFITS FOR OASI BENEFICIARIES 


He is a veteran of two wars, having served in World War II as 
Chief of Surgery in the U.S. Navy Hospital in New Hebrides. 

He has a great deal of experience, having been president of the 
Alameda-Contra Costa Medical Society and is now, of course, presi- 
dent of the California Medical Association, and has been an official 


of the Blue Shield. 
The CHarrmMan. It seems a shame that our total time allocation 


makes it necessary to limit one with such a very fine background to 
5 minutes, but you are recognized, sir, for 5 minutes and, if you have 
more in your statement than you can present in 5 minutes, all of your 
statement will be in the record. 


STATEMENT OF T. ERIC REYNOLDS, M.D., PRESIDENT, CALIFORNIA 
MEDICAL ASSOCIATION 


Dr. Reynoups. Thank you, Congressman. 
(The statement referred to follows :) 


TESTIMONY OF Eric M.D.,2 PRESIDENT, CALIFORNIA MEDICAL 
ASSOCIATION,’ CONCERNING H.R. 4700 


Mr. Chairman and members of the committee, my name is T. Eric Reynolds. 
Since 1926 I have practiced medicine at Oakland, Calif. Although I trained in 
surgery and am a member of the American College of Surgeons, I have main- 
tained a general practice. I am the president of the California Medical Asso- 
ciation. For several years I was president of California Physicians’ Service, 
California’s Blue Shield plan. I recently served as chairman of a special com- 
mittee of the California Medical Association on problems of the aged and I 
am appearing here on behalf of the California Medical Association. 

Physicians in California have been mindful of the medical-care needs of our 
aged population and of the fact that all of us may expect a longer life span than 
our forefathers. To a great degree the medical problems of the aged are rooted 
in the mores of our culture. Also, to a great extent, our medical problems after 
the age of 65 are determined by such things as (1) -the care of the individual 
before that time, (2) his or her attention to infections, (3) mental cultivation 
and relaxation, (4) physical fitness and exercise, (5) smoking habits, (6) the 
use of alcohol, (7) weight control and, lastly, food habits. Perhaps vitamins 
and hormones, both natural and synthetic, play some part, and certainly part 
of it is pure caprice, such as the factor of injury or exposure and stress and 
strain beyond the control of the individual. Heredity is definitely a factor in the 
medical problems of older people. Indeed, barring accidents, the choice of 
ancestors often determines whether an individual will qualify to reach that 
category. 

It is my opinion that the two most prevalent difficulties of old age are (1) 
boredom and (2) loneliness, and that much of the medical attention that old 
people seek is traceable to these two underlying conditions. 

There is a lot more to this problem than the passing of a compulsory insurance 
law and the spending of public money to provide certain hospitalization benefits. 

For persons who have spent 65 years developing a spirit of independence and 
self-reliance, we would advise, as physicians, that ways to present a continuing 
challenge to their minds and hearts should be developed. We believe that 
voluntary health insurance can well be one of :the means by which people can 
continue to be self-reliant. 


1T. Eric Reynolds received his degree in medicine from the University of California 
School of Medicine in 1925 and is a member of both the American Academy of General 
Practice and the American College of Surgeons. He served as a line officer in World War! 
and retired with the rank of captain after World War II. Dr. Reynolds has also been on 
the faculty of the University of California School of Medicine. Except for his period of 
mshi the second war Dr. Reynolds has been in continuous practice of medicine 
since 

2 The California Medical Association is a voluntary organization composed of over 17,000 
physicians in California. 
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With respect to availability of health insurance for persons over 65, California 
has many existing group insurance plans under which retirees may continue 
health and welfare benefits. Our Blue Shield and Blue Cross plans have for 
years incorporated the continuance of membership after retirement as a right— 
rather than a privilege—and we have over 150,000 retirees currently enrolled. 

During the year, three large insurance companies, through statewide news- 
paper announcements, made available at modest cost, contracts for individuals 
over 65, on an individual enrollment basis, providing indemnification for hospital 
costs and surgical fees. 

The California Medical Association, after years of study of both the medical 
and economie needs of the aged, directed California’s Blue Shield plan—Cali- 
fornia Physicians’ Service—by a unanimous vote of the house of delegates, to 
offer to all Californians aged 65 and over an individual enrollment contract 
providing service benefits for surgery, and physicians’ care, both in the hospital 
and, most importantly, on an outpatient basis, in the home or the physician’s 
office. CPS immediately developed this contract, and on June 1, 1959, made it 
available throughout the State. I offer to you for the records of the committee, 
copies of the newspaper advertisement that appeared June 1 and June 9 through- 
out the State of California. 

I should like to emphasize that the contracts offered by the insurance carriers 
and Blue Shield in California are not merely in the planning stage. They are 
in being, and available on the market. 

You will note that the Blue Shield program concentrates on professional serv- 
ices. It does not cover hospitalization. The reason for this is that California 
physicians have agreed to provide service benefits for low-income retirees at 
reduced fees, in order to hold the monthly dues rates within the ability of the 
low-income group to pay, and in order to provide the home and office outpatient 
eare Which constitutes the greatest day-to-day medical need of the aged popula- 
tion, and the greatest drain upon its income. 

This program dovetails with that of the California county hospital system. 
For almost a century we have had a system of county-owned and operated 
hospitals, staffed voluntarily and without charge by the physicians of the State. 
By custom and by law in California, the facilities of our county hospitals are 
open to persons who have income or resources of their own, but which would not 
be adequate to cover.the cost of private hospital care. 

We believe that we have more than made a start toward economic security 
for our aged population in the area of medical care costs, through existing 
voluntary health-care plans, including the right of continued coverage after 
retirement, as well as through our individual contracts for those 65 and over. 

Further—and this I wish to emphasize—our programs are available to all 
persons 65 and over. They are not restricted to those covered under the Social 
Security Act. They are available as well to those who were self-employed or 
otherwise not qualified for social security. In this respect, our voluntary ap- 
proach is more inclusive than the proposed legislation before you. 

The California Medical Association urges that Government should not pro- 
vide compulsory health insurance for those over 65 until and unless it has been 
proved that voluntary insurance cannot do the job. In the area of health care of 
the aged, we are confident that voluntary efforts toward budgeting the cost of 
illness for the aged will continue to develop rapidly and will solve the problem 

Enactment of compulsory insurance at this time will destroy many programs 
now in effect. 

I beieve there is a parallel in an event that occurred in California some 14 
years ago. In January 1945 our State legislature was urged to enact compul- 
sory health insurance on the ground that voluntary health insurance had proven 
inadequate. 

At that time our Blue Shield plan was barely 6 years old and still pioneering 
an idea that was strange and new to the public, and to medical personnel as 
well. Its acceptance as a viable mechanism had not been great, and total 
membership stood at a little over 106,000 persons. Commercial insurance car- 
tiers, watching our performance, offered little to supplement it. 

Nevertheless, the California Medical Association opposed the compulsory 
proposal and urged the legislature and the people of California to give private 
initiative, which had made a bold beginning, a reasonable opportunity to de 
velop and establish itself. The legislature heeded the plea and rejected the 
compulsory proposal. 

In the next decade, voluntary health insurance coverage literally spread like 
wildfire, In the 5 years from 1945 to January 1950, our CPS-Blue Shield mem- 


7 
| 
Be 
ty 
3 
is 


174 BENEFITS FOR OASI BENEFICIARIES 


bership increased more than eightfold. In various combinations of benefits, 
insurance carriers entered the medical field in great numbers and with competi- 
tive vigor. Blue Cross extended its well-warranted influence in the market, 
Group practice plans competed for the public’s attention. The concept of labor- 
management “trusteed” health and welfare plans quickly took root in California, 
after the Jnland Steel decision in the late 1940's. 

The Health Insurance Institute has reported that California leads the Nation 
in the amount of disbursement under health-insurance contracts in 1958. Car- 
riers paid out over $316 million in our State to meet liabilities incured for 
hospital and physicians’ services. 

The extensive availability of coverage following retirement has resulted in 
millions of Californians being protected against the cost of illness and injury 
by voluntary health-insurance programs. Private initiative, coupled with social 
responsibility, has made this achievement possible. 

We submit that California’s newest voluntary prepaid medical-care plan for 
the aged is not the perfect plan anymore than were our initial efforts with our 
Blue Shield program. However, we are making a start; we are heading in the 
right direction. 

Changes in a voluntary plan can be made as experience indicates, and these 
changes can be made to conform with varied local needs. 

The problems of the aged are manifold and sensitive. Physicians are in a 
unique position to evaluate some of these problems for when we see these elderly 
people they usually tell us about their problems—medical and otherwise. I am 
taking the liberty of filing herewith an address I delivered a few weeks ago to 
the western branch, American Public Health Association, in which I expressed 
some additional thoughts on this subject. I hope the ideas developed in it may 
be useful to you in your deliberations. I still believe, as I stated before, there 
is a lot more to all this than the passing of a law. 

I want to express our appreciation for the opportunity to discuss this matter 
with this committee. 


MEDICAL SERVICES FOR OVER 65 GrouP FROM THE PRACTITIONER’S STANDPOINT 
(By T. Eric Reynolds, M.D., president, California Medical Association) 


(Presented before the western branch, American Public Health Association, 
San Francisco, June 1, 1959) 


I realize that much of what I am about to say may seem to be somewhat 
heretical. In fact, the theme of this presentation is a belief that I do not 
think is commonly held and one that may seem startling to you; but it is 
one that I have found to be true in my office practice and that I am sure is 
supported by other practitioners. This is the belief that the problems, even 
the medical problems, of the older aged patients are as much problems of the 
community and family as they are of the physician. 

When we used the termed “aged” by definition we mean those 65 or older. 
Actually, no such arbitrary dividing line is sensible from a clinical point of 
view; for, as we all know, chronological and physiological age differ widely 
in different people. However, for statistical and actuarial purposes, we have to 
accept some birthday as an end point (or should I say beginning point?) so 
it may as well be the 65th birthday. 

There are few statistics as to why people of any age consult doctors. There 
are even fewer figures on the motivation to see physicians of those over 65 vears 
old. Comparing my own records with a study made at the University of Wash- 
ington, published in 1955, and drawing on my memory and opinions, I have come 
up with a few ideas of what brings the elderly group into the physician's 
office or causes him to see them at their home. Leading the list in frequency 
is cardiovascular disease, including, of course, coronary artery disease, hyper 
tension, angina pectoris, cerebral hemorrhage and thrombosis, valvular heart 
disease and venous conditions, especially varicosities, thrombosis, and hypostatic 
skin disease and leg ulcers. 

Arthritis and all the related. musculo-skeletal diseases, including low back 
strains and neuralgic symptoms such as sciatic neuralgia and muscular head 
aches, bursitis, and tenosynovitis, come a close second. Next, perhaps, in 
the order of frequency, would come the respiratory diseases, not only the viral 
and microbial infections but asthma, emphysema, fibrosis, bronchiectasis and 
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the various manifestations of cardio-pulmonary insufficiency. Somewhere below 
this in frequency come neoplasms, hernias, especially direct ones—abdominal 
and diaphragmatic—and fractures, anemias, and prostatic disease. It is inter- 
esting that hip fractures, especially in female patients, and prostatic obstructions 
in males, are two of the largest hospital expense items for conditions of the 
older age group. All of the above diagnoses account for considerably less than 
one-half of the visits to the physician’s office. One large category of the re 
mainder is psychoneurosis, especially with conversion symptoms referable to 
the digestive tract. Dietary fads and inadequate food habits are common among 
this group. 

Management of geriatric disease is often made more difficult because so many 
oldsters do not have a clear understanding of their medical problems for various 
reasons, such as education, insight, forgetfulness, childishness, and general lack 
of a realistic approach to the symptoms of disease. Many simply do not accept 
their age and its implications. So one finds them shopping around, often to 
quacks and soothsayers—with symptoms that have been explained by their 
physicians as irremediable, except for palliation. 

This age group has a high incidence of morbidity at a time when economic 
resources, or at least income, is the lowest. As time goes on, more and more 
older people should come under arrangements for paid-up insurance, extended 
benefits, and such devices. 

The employment and extension of visiting nursing services, better nursing 
homes, convalescent hospitals, homemakers services, “meals on wheels,” and such 
things, need to be fostered and extended. Rehabilitation, as far as it can apply 
to the older age group, is highly desirable. 

One thing is certain, almost every case has to be individualized and managed 
according to circumstances of (1) family situation, (2) economic status, (3) 
temperament, (4) vigor, and (5) mentality. Certainly just putting people under 
custodial care with many others, often worse off, tends to undermine the mental 
and emotional stamina of many oldsters to the point where they become hope- 
lessly passive and dependent. Whereas such a simple expedient sometimes as an 
arm to lean on for an older person to take a short walk, perhaps to visit a 
friend or relative, or a visit to a day-home or an occupational center, might 
keep this same individual active and alert. 

To a great degree the medical problems of the aged are rooted in the mores of 
our culture. Also, to a great extent, our medical problems after the age of 
65 are determined by such things as (1) the care of the individual before that 
time, (2) his or her attention to infections, (8) mental cultivation and relaxa- 
tion, (4) physical fitness and exercise, (5) smoking habits, (6) the use of 
alcohol, (7) weight control and, lastly, food habits. Perhaps vitamins and 
hormones, both natural and otherwise, play some part, and certainly part of it is 
pure caprice, such as the factor of injury or exposure and stress and strain beyond 
the control of the individual. Heredity is definitely a factor in the medical 
problems of older people. Indeed, barring accidents, the choice of ancestors often 
determines whether an individual will qualify to reach that category. 

It is my opinion that the two most prevalent difficulties of old age are (1) 
boredom and (2) loneliness, and that much of the medical attention sought by 
them is based on these two underlying conditions, 

Our society has moved from a relatively simple agrarian economy with handi- 
craft production to a vast complex of industrial capitalism. Technology and 
automation have made employment less meaningful to most workers, except in 
terms of earnings and working conditions. For instance, the button pusher 
ina great shoe factory simply does not have the pride and interest in good 
shoes that a handicraft cobbler formerly had. Hours of labor are shorter and 
inevitably will be still shorter and hence chances for leisure will be greater. 
But what is done with leisure? Or rather we should ask what is not done 
with it. Fewer and fewer people are self-employed. Everything is bigger— 
factories, farms, banks, and stores—and so the emphasis of necessity has shifted 
from individual initiative to security. The standard of living is higher, life 
is easier and in most respects better, and the sweatshops have all but disap- 
peared. How does a)) this prepare one for )eisure and retirement? Or does jt? 
Now the man or the woman off work, or retired, can sit in front of a TV screen 
and be spoon fed on a cultural diet which, to say the best for it, leaves some- 
thing to be desired. Its purpose is to sell deodorants, detergents, patent medi- 
cines, beer, and cigarettes, and programs are beamed accordingly. That in 


itself is not so bad but what is bad is that this occupation is so completely 
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passive. I think that we all recognize that some aspects of patient loneliness 
have been relieved by this medium but I think that we must realize that the 
total cultural effect on the developing community may not lead to the kind of 
inner resourcefulness that should be the greatest asset of the declining years, 
Let us ask ourselves to what extent do the radio and television supply the 
sitter who has gone from 8 hours on the assembly line or at necktie counter 
with resources with which to enjoy 20 years of social security benefits, after 
mandatory retirement at the age of 65? Not too much, I am afraid. These 
I know are extreme examples but they illustrate a point. Perhaps we need to 
approach these problems by education for leisure as well as by providing paid- 
up insurance. Perhaps Aunt Emma darning socks or granddad weeding a small 
cabbage patch has some merit after all. In case you think I am just saying 
these things by way of cracker-barrel philosophizing, I am not. Time and time 
again in my own Clinical experience men approaching retirement age have an- 
swered my questions as to “What preparation have you made for retirement?” 
by the statement “Oh, this is no problem, doctor, I will go fishing” or “Oh, I just 
want not to have to catch that early bus each morning” or “I will read more” 
or “just sit around.” And what-happens, after the novelty wears off? Boredom 
sets in, little pains become bigger ones, anxieties mount, father begins to look 
for dust on picture frames around the house, mother’s friends don’t drop around 
to call because hubby’s home all the time, and tempers flare. What was once 
a healthy wholesome household atmosphere becomes strained, and psychoneu- 
rotic manifestations appear in both members. These are actually observed 
cases of my own experience, many times multiplied. So perhaps busy hands 
and busy minds are also happy hands and minds. This is what I meant by 
stating that much of this is rooted in our society and in our culture. Somehow or 
other the idea has come about that work is degrading, but it is my opinion 
that merely sitting and watching entertainment, fishing, hunting, bowling, or 
even golfing are not enough and may lead to frustration. The mind requires a 
challenge to keep it flexible, just as muscles need exercise. 

Changes in our family living have reduced both the ability and the willing- 
ness of children to provide for older relatives. Smaller houses, the migration 
to the suburbs, the tax structure, inflation, and installment buying of mass 
produced goods have conspired to make this virtually impossible. The younger 
relatives themselves are mostly living on next week’s paycheck. Here is a real 
opportunity for the physician to practice preventive medicine by preparing his 
younger and middle-aged patients of today for tomorrow’s older age. A serious 
talk to younger patients about the development of habits of mind as well as 
hobbies and games may be even more important than a perfunctory glance 
through a fluoroscopic screen, on a periodic examination. Preparation, while 
still young, for the stresses and strains of leisure, is possibly the greatest need. 

Now all this may sound as if I am mad at somebody or even mad at the 
world. Forgive me if it does sound that way for I really am not. But I would 
like to drive home the point to physicians, as well as to the other disciplines—as 
I notice you call them in your program—that there is a lot more to all this than 
the passing of a law, the creating of a bureau and the spending of public money. 
As was said before, the medical problems of the aged are manifold and a large 
part of this is a family and cultural responsibility. Physicians, I believe, have 
a- social responsibility here because in a large sense, medical findings created 
the problem, largely reducing infant mortality and making it possible for so 
many to live into this later period of life. When the keys to malignancy and 
vascular degeneration have been found, there will probably be much more of this 
problem. But is it enough merely to stay alive and not to “live’? Most of 
us, if we could have our choice, would not think so. Here I think are some of 
the most urgent needs in the medical care of the aging population. By thought, 
study, and effort, many of them can be resolved. | 


The Cuatrman. Mr. King. 

Mr. Kine. I wish to concur in everything that my colleague, Mr. 
Utt, has said concerning Dr. Reynolds. 

The Cuarman. We appreciate having this very fine recommenda- 
tion of Dr. Reynolds. 

Dr. Reynotps. Thank you both, gentlemen. 

Mr. Chairman, members of the committee, I am appearing on be- 
half of the California Medical Association, which is composed of 
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some 17,000 physicians. I have filed a prepared statement with the 
committee but, in the interest of brevity, I will condense my remarks. 

It is our opinion that the two most prevalent difficulties of old age 
are, one, boredom and, two, loneliness, and that much of the medical 
attention that older people seek is traceable to these two underlying 
conditions. 

For persons who have spent 65 years developing a spirit of in- 
dependence and self-reliance, we would advise as physicians that ways 
to prevent a continuing challenge to their minds and their hearts 
should be developed and we believe that voluntary health insurance 
can well be one of these means by which people do continue to be 
self-reliant. 

With respect to the availability of health insurance for persons 
over 65 in California, we have many existing new insurance plans 
under which retirees may continue their health and welfare benefits. 

Our Blue plans have for years incorporated the continuance of 
membership after retirement as a right rather than a privilege and 
we are proud to say we have over 150,000 retirees currently so en- 
rolled. 

During this year, three large insurance companies made available 
at modest costs contracts for individuals over 65 on an individual en- 
rollment basis. 

The California Medical Association directed California’s Blue 
Shield plan to offer to all Californians 65 and over an individual 
enrollment contract providing service benefits for medical care and 
surgery in the hospital and, most importantly, in the home or the 
physician’s office. 

The Blue Shield program concentrates on professional services. 
The reason for this is that California physicians have decided to pro- 
vide service benefits for low income retirees at reduced fees in order 
to — the home and office care which constitutes the greatest day 
today medical need of this aged population. 

Furthermore, our programs are available to all persons 65 and 
over. They are not restricted to those covered under social security 
and in this respect we think our voluntary approach is a little more 
| inclusive than the proposed legislation before you. 

The California Me ical Association urges that Government should 
not provide compulsory insurance for those over 65 until and unless 
it has been proved that voluntary insurance cannot do the job and, 
in the area of the health care of the aged, we are confident that volun- 
tary efforts toward budgeting the cost of illness will continue to 
develop rapidly and will solve the problem. 

Enactment of compulsory insurance at this time would tend to 
destroy many programs now in effect. 

In the 5 years from 1945 to 1950, our Blue Shield membership in- 
creased more than eightfold in various combinations of benefits, in- 
surance carriers entered into the medical field in great numbers and 
with competitive vigor. Group practice plans competed for the 
pet's attention and the concept of labor management trustee 
ealth and welfare plans has grown in great volume. 

The extensive availability of coverage following retirement has 
resulted in millions of Californians being protected against the costs 
of illness and injury by voluntary insurance programs. Private 
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initiative coupled with social responsibility has made this achieve; 

ment possible. 

We might say that our newest voluntary prepaid medical pla 
for the ages is not perfect any more than were our initial efforts wit 
the Blue Shield program in general; nor is it now perfect. How 
ever, we are making a start and we are headed in the right directio 
Changes in a voluntary plan can be made as experience indicates an 
these changes can be made to conform to various local needs. 

The problems of the aged are manifold and sensitive. Physicia 
are in the unique position to evaluate these problems for when w 
see these elderly people as patients they usually tell us about thei 
problems, medical and otherwise, and there is a lot more to all thi 
than the passing of a law. : 

We, therefore, respectfully suggest that the Congress in its wisdom 
might continue to study~this problem and continue to urge exper 
mentation and expansion of voluntary health insurance in this field, 

Gentlemen, both personally and in behalf of the California Medi 
eal Association, I wish to thank you for the opportunity to appear 
before this important committee. 

Mr. Foranp (presiding). Dr. Reynolds, we thank you for your ap 
pearance and the contribution you have made. 

Are there any questions? Mr. Utt. 

Mr. Urr. I assume that Dr. Reynolds would like to have the state 
ment in full in the record. 

Mr. Foranp. The chairman has already granted that permission, 

Mr. Urr. Including his other statement. 

I do have a question I would like to ask the doctor. 

Dr. Reynolds, it has been stated that a great many physicians ar 
in favor of this type of legislation but are afraid to make their posi 
tion known. 

What has been your experience in that respect ? 

Dr. Reynoips. Congressman, to that I can only say that as presi 
dent-elect of the medical association last year and as being abou 
half way through my term of office as president this year, I have gon 
around to this 17,000 member army of generals from one count 
to the other and they seem not to hesitate to say whatever is on thei 
mind, whether it happens to be critical of what I am doing or wha 
I think or not. However, I must say that during all of that time 
have not heard from one who feels that the social insurance pla 
would be better than an extension and an expansion of the volunte 
program plan to cover this very definite known problem in mediet 
care. 

i * Urr. It is your opinion that you do not have a captive mem 
ership ? 
_ Dr. teens: Certainly I can say that I do not see anything caf 

tive about them. They are just exactly the opposite. They go 0 

on wild tangents in spite of anything. 

_Mr. Urr. The record shows that you have been a practicing ph 
sician in California for some 30 years. I was wondering if, in yo 
experience over those many years, you find that it is more diffi¢ 
or less difficult for the indigent people or the aged people to obtai 
medical care services than it was when you began to practiced 
California. 
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Introducing 


NEW 


The plan created by doctors 
to help meet medical expenses 
of Californians aged 65 or over 


In recent years, several attempts have been made to provide prepaid health 
benefits for the ever increasing group of persons who are age 65 and over. 
Because most people in this group have modest incomes, the problem has 
been particularly difficult. Physicians know that one of the special needs of 
this group is for out-patient care, which has been omitted from most plans 


to date. 


The physicians of California, however, have decided to try a new approach 
to make the needed benefits available at a reasonable cost. To do so, the 
House of Delegates of the California Medical Association has approved a 


special schedule of fees. 


California Physicians’ Service—the Blue Shield Plan sponsored by the 
California Medical Association—was selected to make this special cover- 
age available. It is of particular value to persons with an income of $3,000 
or less for an individual, or $4,500 or less for a couple. 

If you are age 65 or over—or if you have a friend or anyone in your family 
who is eligible for this invaluable protection—you will want to read the 
details of the new MD-Plan 65 carefully and then act promptly by sending 
in the application provided in one of the coupons below. 


What are the outstanding benefits? 


Surgical Benefits for illness or injury 
The plan provides surgical benefits as 
_ as needed in or out of the hospital 
‘or: 

@ Operations involving cutting; 

e@ Repair of fractures, dislocations, 

wounds and burns. 

Benefits include separate payments for 
services of the following: 

e Surgeon 

e Assistant surgeon 

Anesthetist 


Physician Visits in the Hospital 
for illness or injury 
The MD-Plan 65 provides payments to 
physicians for the following services up 
to 31 days each contract year: 

@ Visits to the hospital as required, 
beginning with the first call; 

e@ Extra time spent wher ~ pnysician 
is detained to ticat a member in 
critice! coadition; 

®@ Services of consultants when re- 
quested by the physician; 

e@ Necessary pre-operative and post- 
operative treatment; 

@ X-ray or radium therapy for can- 
cer or other malignancies. 


THREE IMPORTANT REMINDERS: 1. charges made by hospitals or nurses 


CALIFORNIA 
SERVICE 


Blue Shield® 


Home and Office Physician Visits 
for illness or injury 


Your plan provides payments for serv- 
ices of physicians up to 50 visits each 
contract year, including payments for 
the following: 

@ Visits in the physician's office or 
your home, beginning with the first 
visit; 

e Extra time spent when a physician 
is detained to treat a member in 
critical condition; 

Services of consultants when re- 
quired and requested by your phy- 
sician; 

e@ Necessary pre-operative and post- 
operative treatment; 

X-ray or radium therapy for can- 
cer or other malignancies. 


Diagnostic X-ray and Laboratory 
Benefits 
The MD-Plan 65 provides payments up 
to $50 each contract year for out-patient 
diagnostic X-ray examinations and lab- 
oratory services. 


or the cost 


MD-PLAN 65 — California Physicians’ Service 
450 Mission Street, San Francisco 5, California 
( Please print or type name ond address clearly.) Date 


W ho is eligible? 


Any legal resident of the State of Cali- 
fornia who meets all of the following 
requirements is eligible: 

1. Is actually residing in the state; 

2. Is 65 years of age or over, as of 
June 30, 1959; 

3. Is not a member in any other CPS- 
Blue Shield health plan; 

4. Is not residing in a rest or conva- 
lescent home, sanitarium, home for 
the aged, or other similar institu- 
tion. 


Is a physical examination 
necessary? 
No. The past or present condition of an 


applicant’s health makes no difference 
in his or her eligibility for membership. 


What items are 
not covered by the plan? 


Hospitalization, nursing and drugs 
are not benefits of this special con- 
tract because such services cannot 
be offered at reduced cost by 
physicians. 


Other Services Not Covered 


e Benefits when hospitalized primarily 
for diagnostic purposes of medical ob- 
servations, rest or convalescent care; 

e Workmen’s Compensation cases; 

e Services provided by federal or state 
governmental agencies or without 
cost to the member by any other 
governmental agency; 

e Services providei by any other medi- 
cal or hospital service organization; 

Mental disorders requiring psychi- 
atric or sanitarium care; 

e Eye refractions; 

Routine physica) examinations; 

e Physical therapy ; 

¢ Dental services including oral surg- 
ery; 

e Benefits during a period of hospitali- 
zation which commenced before the 
effective date of CPS membership. 


r application and 
payment for the 
in promp' Remember applications 
close midnigh 


DO FRIENDS OR RELATIVES NEED THIS PROTECTION? HERE ARE TWO APPLICATION BLANKS! 


MD-PLAN 65 — California Physicians’ Service 
450 Mission Street, San Francisco 5, California 
(Please print or type name and address clearly.) Date 


What if you already 
belong to a health plan? 


You may not be covered by the MD- 
Plan 65 if you hold membership in any 
other CPS plan. If you own health in- 
surance with a commercial insurance 
company, the doctor does not necessa- 
rily agree to accept the CPS fees as full 
payment—as described below. CPS will 
not pay for the same services received 
as benefits from any other service plan. 


Does the member pay any 
additional charges? 


Yes, under these conditions: 
1. In an effort to keep monthly dues 
* within reasonable limits of the 
members’ ability to pay, the MD- 
Plan 65 uses the proven method of 
co-payment to control costs. This 
means that the member shares in 


the payment for doctor visits and . 


X-ray and laboratory services. 
While CPS pays the bulk of these 
costs, the member is asked to pay 
as follows: 

a. For routine visits by the patient 
to the doctor’s office, or by the 
doctor to the patient’s hospital 
room: 


OMice welt. $1.00 
Hospital visit ... 1.00 
b. For visits by the doctor 
to the patient's home: 
Follow-up visits .............. $1.50 


c. For special visits and for X-ray 
and laboratory fees: 
Charges range 


2. More than 14,000 Physician Mem- 
bers of CPS have agreed to accept 
the special fees of this contract, 
plus the co-payment by the mem- 
ber, as payment in full for contract 
benefits whenever the member's in- 
come for a single person is $3,000 
per year or less, or $4,500 per year 
or less for a married couple. If 
you have an income above these 
amounts, or if you go to a physi- 
cian who is not a member of CPS, 
the doctor need not accept the fees 
as full payment. 


ur first 
Plan 65 


t, Tues., June 30, 1959. 


Will benefits or rates 
be changed or terminated? 


There will be no termination or revision 
in terms or in rates of any individual 
member's protection unless all members 
of the plan are subject to the same 
changes or termination. 


What are monthly dues? 


$6.90 per month for a man. $7.90 per 
month for a woman. 


W hen does coverage begin? 


Membership in the plan becomes effec- 
tive on Wednesday, July 1, 1959. 


There is a 6 month waiting period, 
however, before benefits may be re 
ceived for any existing condition for 
which the applicant has received medi- 
cal treatment or advice during a 6-month 
period immediately prior to the effec. 
tive date of the MD-Plan 65 contract. 


How long will 
applications be accepted? 


California Physicians’ Service is offer- 
| this new plan for a limited time 

y. All applications must be post- 
marked not later than midnight, Tues- 
day, June 30, 1959. 


How does CPS make 


it easy to use this plan? 


e@ Each member is provided with a 

Service Agreement and literature 

completely detailing the plan’s 

provisions. 

Each member receives a Member- 

ship Card to be presented to the 

doctor when his services are re- 
quired. 

The doctor bills CPS, and CPS 

makes payment to him for all serv- 

ices covered by the contract. 

e@ Each member is supplied with a 
set of billing notices, for use in pay- 
ing monthly dues, along with pre- 
addressed envelopes for the same 
purpose. 


If you 
3. for Ind 


are under 65, you may apply 
ividual Family Plan mem 
ship by contacting any CPS office. 


LAST NAME 


FIRST NAME 


INITIAL 


LAST NAME 


FIRST NAME INITIAL 


NUMBER AND STREET OR P.O. BOX 


NUMBER AND STREET OR P.O. BOX 


CITY OR TOWN 


CITY OR TOWN 


CO FEMALE $ 


AMOUNT ENCL. 


MONTH DAY 


( MALE AMOUNT ENCL 


FEMALE 


~ 


<> 
= | 
{ 
| 
i 
a FULL FULL 
NAME NAME 
HOME HOME ; 
| ADDRESS ADDRESS 
a ZONE | STATE PC ZONE | STATE 
: LOCATION LOCATION 
Date MONTH DAY YEAR | (7) Male YEAR | 
SIGNATURE 
4 IT WILL TAKE SEVERAL WEEKS TO SEND YOUR MEMBERSHIP MATERIALS BUT YOUR PROTECTION BEGINS JULY Ist 1959, REGARDLESS. 
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Dr. Reynotps. I can confidently say that it is much easier now. 
The advent of insurance into the field has made it infinitely easier now 
to take care of thorny problems of medical care. It is far from per- 
fect, acknowledgeably, but it is much better than when I was a young 
physician some 30 years ago. 

Mr. Urr. In your own expérience have you given a great deal of 
free medical aid? I happen to be an attorney. I know a lot of my 
business used to be taking care of people who did not have money to 
pay an attorney. I wondered if that was true of the medical profes- 
sion, true as far as you are concerned personally ? 

Dr. Reynotps. I think that is true; yes, sir. I think it is true of 
the majority of physicians. 

Mr. Urr. Are you opposed to or in favor of social security ? 

Dr. Reynoxps. Social security, per se, 1 am certainly not opposed to. 
I think it has been an excellent piece of social progress in the country. 
Ihave no objection toit,assuch. 

Mr. Urr. Thank you very much, Doctor. 

Mr. Berts. Mr. Chairman. 

Mr. Foranp. Mr. Betts. 

Mr. Berrs. Do you know of any other States that have this plan? 

Dr. Reynotps. Congressman, I cannot say specifically. There are 
some that are quite similar but not identical. It is so much in the 
formative period now that it has not crystallized out everywhere. 

m Yes; I am quite aware that there are some experiments, probings, 
# and formings of arrangements in other States. 

Mr. Berrs. Do you think it is gaining in popularity ? 

Dr. Reynoips. Oh, undoubtedly it is. Perhaps it is partly due to 
Congressman Forand’s needling, but it is certainly increasing in 
activity and I would say popularity. 

Mr. Berrs. That is all. 

Mr. Foranp. Are there any further questions? Mr, Alger. 

Mr. Araer. Dr. Reynolds, I am impressed here by both a positive 
and a negative thought which you expressed on page 3. First of all, 
the voluntary programs in California which you spoke of are available 
to everyone over 65 and not just those who are qualified under the 
social security program as this bill will be; secondly, that you made 
this statement: 


* * * that Government should not provide compulsory health insurance for 
those over 65 until and unless it has been proved that voluntary insurance cannot 


do the job. 

I appreciate your saying that because, to my knowledge, no proof 
has been submitted to this committee that medical care has not been 
provided. 

Thirdly, you point out that enactment of compulsory insurance at 
this time will destroy many programs in effect. I would like you 
to comment on that thought. 

If we adopt compulsory programs in what way will it destroy pro- 
grams now in effect? 

Dr. Reynotps. Well, sir; it would remove the incentive of people 
to carry private voluntary personal insurance against the costs of 
illness because it would be, in essence, double coverage which they 
could not use in double strength. They would be paying through a 


compulsory tax mechanism and at the same time, in this case, they 
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would be paying individually for it and it would be improbable that 
people would want to do it and I should suspect that that type of 
effort would gradually diminish. al 

Mr. Areer. Then on the other hand, as the voluntary programs are 
squeezed out for lack of incentive, there would be a greater reliance 
placed on the Federal Government. 

Dr. Reynotps. That is true. 

Mr. Aucer. So that this complsory insurance has built in its own 
seeds for growth. 

Dr. Reynoxps. I believe that that is true, Congressman. 

Mr. Aucer. Thank you. 

Mr. Foranp. If there are no further questions, we thank you very 
much, Doctor, for your contribution. 

Dr. Reynoips. Thank you, gentlemen. 

(The following was submitted for the record :) 


{From the Herald Express, July 13, 1959]| al 


There are two influences which cause crime—heredity and en- 
x vironment. There are two influences which determine character— 
heredity and environment.—WILLIAM RANDOLPH HEARST. 


THE ForaNp MEDICAL BILL 


With committee hearings starting in Washington on the Forand bill intro 
ae duced into Congress by Representative A. J. Forand of Rhode Island, the Nation 
1 faces what may prove to be its most dangerous experiment in socialized medicine. 
atl While this bill in itself does not provide a plan as radical as the British 
plan which has been so strongly criticized, its passage undoubtedly would lay 
the groundwork for later expansion to such a plan. 

The Forand bill proposes to amend the Social Security Act to provide for 
the Federal purchase of certain health care services for social security bene- 
ficiaries, but for these beneficiaries only. 
es Under the Forand bill, approximately 16 million persons eligible for social 

i security benefits, most of them over 65, would be eligible for hospital, surgical, 
and nursing home treatment through a Government administered plan. The 
Federal Government would contract with hospitals, nursing homes, physicians, 
and dentists for the services. . 

Dr. E. Vincent Askey of Los Angeles, recently elected president of the American 
Medical Association, has declared that the AMA will continue its vigorous 
tight against “socialized medicine.” 

The AMA has estimated that the cost of administration under the Forand 
bill for the first 2 years would total close to $2 billion. 

While some of this cost might fall upon the shoulders of the general taxpayers, 
the chances are that everyone who pays social security taxes will be shouldering 
the principal burden. 

Social security taxes are expected to reach 9 percent of payrolls—up to the 
amount of $4.800—in the years just ahead, and the Forand bill would send them 
spiraling still higher. What it would do to the checks of those already on social 
security is a moot question. 

Exvept in rare instances or in the case of necessity for certain emergency 
surgery, the elderly and aged patients would not be able to choose their own 
physicians, hospitals or nursing homes. 

It would all be under bureaucratic control from Washington, in many instances 
- administered by officials who are nonmedical people. 

There is danger that hospitals under contract to the Federal Government 
would be overloaded by persons who did not actually require care while thousands 
* — desperately needing help would not be able to get into the overcrowded 
acilities. 
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It is natural that we should want to do all we can to make the declining years 
and health of our senior citizens brighter and more comfortable. 

But we should beware in analyzing the Forand bill of any “pie-in-the-sky” 
political schemes that would not only threaten the national economy but at the 
same time would fail to do the job. j ; 

It should be the sincere hope of all those interested that in the hearings in 
Washington, all of the advantages and disadvantages of the Forand bill will be 
exposed to public and legislative scrutiny. 


He That Giveth—Also 


Ta Away 

The fact is that close to 43 percent of our citizens over 65 years of age already 
are covered by health insurance, much of this during the last few years. 

Also, the Health Insurance Association of America expects this trend to grow 
until 75 percent of the older people who need such protection can be covered by 
voluntary health insurance by 1965, and 90 percent by 1970. 


If Federal aid is to be provided, it would seem that the better channels for 
distribution of such aid might be through the existing plans. 


Mr. Foranp. The next witness is Dr. Braun. 
Would you come forward, please, sir? 


Doctor, I understand that you are substituting for Dr. Butler and 
Dr. Lavietes. 
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STATEMENT OF DR. EDMUND BRAUN, MEMBER, BOARD OF DIREC- 
TORS, PHYSICIANS FORUM, NEW YORK, N.Y. 


Dr. Braun. I regret exceedingly that Dr. Butler who, for over 30 
years, has been interested in the improvement of medical care as a 
practioner, as a teacher, and interested in the social aspects of medical 
care was unable to come today because his plane was grounded in New 
England. I will take his place. 

I am former chairman of the Physicians Forum, a national organi- 
zation of physicians, and a member of the board of directors, and a 
member of the executive committee of the board of directors. 

I am in private practice in New York. 
Mr. Foranp. At this point, I would like to read for the record a 
telegram I received this morning from Dr. Butler. It says: 


Regret that cancellation of airplanes from Marthas Vineyard this afternoon 
and evening because of.fog prevents my being present at hearings 10 a.m. Tues- 
day as planned. Hence, I wish im this telegram to record endorsement of the 
Forand bill, H.R. 4700. Written statement has already been sent to the com- 
mittee together with the policy statement of the board of directors of the Physi- 
cians Forum. We again, as specifically mentioned in our statement last year, 
feel some revision of the bill is needed to protect the quality of the medical 
services to be received by OASDI beneficiaries. The low standard of current 
welfare medical and nursing home care must be avoided. Fragmentation of 
services must be replaced by comprehensive medical services and standards must 
be defined for nursing homes if the proposed extension of benefits under the bill 
is to provide the desired quality of medical services. I would be very glad to 
discuss this aspect of the bill with members of your committee at any time. The 
form letter from Dr. Orr, president of the AMA, entitled “Legislative Alert,” and 
dated July 7, that urges doctors to contact their Congressmen immediately to 
ask them to register opposition to the Forand bill, indicates the usual reaction- 
ary attitude of AMA officials. I trust you know that such official opinion often 
is not that of the majority of physicians. For example, such official opinion is 
still opposed to including physicians under social security though the majority 
of physicians are now on record as favoring inclusion. 

I have been unable to notify Dr. Braun, whom I was joining at your hearing 
in representing the physicians for us. Would you kindly tell him of this tele 
gram and my inability to be present. 


It is signed, “Dr. Allan M. Butler, President-Elect, Physicians 
Forum, Chief of the Children’s Medical Service, Massachusetts Gen- 
eral Hospital, and Professor of Pediatrics, Harvard University.” 
Dr. Braun. I would like to introduce the statement of our position 
in favor of the Forand bill into the record and then, in addition, I 
would like to make some comments of ‘my own which have relevance 
to certain aspects of the problem of the Forand bill. 

Mr. Foranp. Doctor, without objection, that will be included, and 
you are recognized for 10 minutes. 
(The statement referred to follows:) 


TESTIMONY OF THE PHYSICIANS ForRuUM ON H.R. 4700 PRESENTED BY DR. ALLAN 
M. BurTLeR, PROFESSOR OF PEDIATRICS, HARVARD MEDICAL SCHOOL AND CHAIRMAN- 
ELECT OF THE PHYSICIANS Forum, INc. 


I speak for the Physicians Forum, a national organization of physicians in 
existence for more than 20 years. Our members, who number over 1,000-and 
are méinly private practitioners, also belong to their county medical societies 
or other recognized professional associations. 

The Physicians Forum appreciates this opportunity to present our views in 
favor of adding medical care benefits to the Federal social security system, a plan 
we have advocated for many years. The official position of the Forum on H.R. 
4700 is contained in a policy statement which follows my introductory remarks. 
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The years of medical practice of our members and professional associates 
gives us extensive personal knowledge of the great medical needs of the aged 
and the frequently insurmountable obstacles they encounter in attempting to get 
good medical care. More often than we wish to recall, we have seen our patients, 
on reaching retirement, fail to receive necessary “hospitalization, diagnostic 
procedures, and other medical services, and forced to give ‘up their personal 
physicians. 

From our experience we also know that currently available health insurance 
has not eliminated the financial obstacle to good medical care for the aged. 
Many do not have health insurance, particularly those needing it the most, 
while those covered still suffer considerable financial hardship because benefit 
payments are usually so inadequate. 

Our elderly patients with Blue Cross policies are also the hardest hit by the 
current wave of increases in Blue Cross rates; as a result, many find it difficult 
to pay the premiums and some have had to give up their policies. We are deeply 
worried about the unfortunate predicament these patients will face when they 
require hospitalization. 

It is clear to us that currently available health insurance must be bolstered 
by the Federal social security system to assure universal coverage of the aged 
regardless of their limited and usually shrinking economic resources. 

In the 23 years of the Federal social security system, we physicians have 
witnessed with gratitude the financial help it has provided to our patients. For 
many, this was sufficient to maintain their personal dignity without which mental 
and physical health rapidly deteriorates. For some, it made possible the con- 
tinuation of important doctor-patient relationships or the purchase of necessary 
medical services. To the best of our knowledge, the benefits of the Federal 
social security system have been provided with a minimum of red tape and 
without political interference. 

More recently, the Federal social security system has worked directly with 
the medical profession in administering the disability freeze and the disability 
benefits programs. Practicing physicians who have participated in this work 
have found the same rational approach that has characterized the entire system. 
In particular, there has been no interference with professional judgments, no 
loss of professional integrity, no lowering of the quality of care. 

As physicians, we are distressed and ashamed that our principal professional 
organization should continue its anachronistic and unscientific opposition to the 
entire Federal social security system. The AMA has never presented specific 
evidence to support its sweeping indictment—there is none. Its dire predictions 
have never materialized—they were unwarranted. The AMA has and can only 
resort to political generalities, which were discarded officially by the American 
people 25 years ago and are now forgotten except by the AMA and a fringe ele- 
ment unresponsive to current American political thought and structures. 

Most distressing and shameful to us physicians is that the AMA’s policy is 
undemocratically maintained. We are convinced, from our personal acquaintance 
With the medical profession, that the overwhelming majority of physicians, like 
the American people in general, support the Federal social security system. In 
fact, it is so much an accepted part of our society that physicians never talk 
about it privately ; it is only brought up in public speeches of medical politicians— 
rabble rousing bombast and platitudes based neither on the realities of America 
today nor on the actual views of physicians generally. 

Supporting evidence for this last conviction of ours is the gross discrepancy 
between the official AMA policy and the objectively determined views of physicians 
towards inclusion of physicians in the Federal social security system. According 
to the most recent poll conducted by the independent magazine, Medical Eco- 
nomics, 56 percent of the Nations’ self-employed physicians want social security 
coverage and 30 percent do not. This has been confirmed by the many polls 
conducted by State medical societies, distorted reports, and interpretations by 
organized medicine’s leaders notwithstanding. It is difficult to believe that the 
majority of physicians favoring Federal social security coverage for themselves 
are opposed to the system in general. 

Thus, as practicing physicians, we believe the medical profession should wel- 
come the program set forth in the Forand bill as a first and essential element in 
the current nationwide effort to improve the health of the aged. 

One principle in the Forand bill deserves special endorsement by responsible 
physicians—the provision of medical benefits in the form of service rather than 
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cash. Unfortunately, too many patients with cash payment insurance are charged 
higher fees so that the value of their insurance is minimized. 

On the other hand, the medical profession would legitimately benefit in an 
economic way by a Forand bill program. Judging from the effects of voluntary 
health insurance, extension of coverage to a large new group of people with modest 
or low incomes, means full payment to physicians for many services previously 
provided on a charity or semicharity basis. 

It is important for physicians to realize that the Forand bill would not signifi- 
cantly alter the present pattern of providing medical service. Rather, it is pri- 
marily a mechanism for improving the method of financing medical care for the 
aged. 

Some organizations and individuals are suggesting that the surgical benefit 
provision of the Forand bill be deleted. Again, experience with voluntary health 
insurance proves that hospitalization without physician services and diagnostic 
procedures is costly medically as well as financially. Rather than restricting the 
proposed benefits, we strongly recommend their expansion to a more complete 
curative and preventive medical service. 

Last December, the AMA launched a major counteroffensive against the Forand 
bill. The principal new weapon-is a proposal that physicians lower their fees for 
care to the low-income aged, on the premise that this would permit health insur- 
ance plans to reduce their premiums correspondingly. This proposal partakes 
fully of the AMA's: penchant regarding social policy to be unbelievably old- 
fashioned, irrelevant, and even indifferent to the economic well-being of most 
physicians. 

This proposal is nothing more than a public relations stunt to divert the public 
and the profession from the basic attitude of the AMA: “For those who do not 
have sufficient resources of their own, indigent medical care programs should be 
supported with adequate State and local appropriations.” (Point 3 of “A Six- 
Point Health Program for Older Citizens” developed by the AMA committee on 
aging.) 

We are deeply disturbed that it is some of our fellow physicians who are so 
callous as to promote the charity medicine approach. We are confident that most 
physicians have a higher regard for their elderly patients and a sounder under- 
standing or what is good for the health of the aged. If the choice were presented 
to physicians fairly, they would reject the AMA position and enthusiastically 
endorse, as we do, the Forand bill which would give all our elderly patients the 
financial possibility for personal, continuous, and high quality medical care. 


THE Foranp BILL—A STATEMENT OF THE BOARD OF DIRECTORS OF THE PHYSICIANS 
ForuM 


PART I. GENERAL COMMENTS 


The Physicians Forum enthusiastically endorses H.R. 4700, Representative 
Aime Forand’s Social Security Amendments of 1959. This bill would correct, to 
a significant degree, one of the major deficiencies of American health insurance— 
inadequate coverage of the aged. What is most important, it does this in a way 
which meets most of the Physicians Forum’s: long-standing criteria for satisfac- 
tory health-insurance plans. 


Summary of the medical care section of the Forand bill 

H.R. 4700 adds to the benefits now available to persons eligible for retirement 
and survivors benefits under the Federal social security system, the following 
medical care benefits : 

(1) Semiprivate hospital care for a maximum of 60 days in a 12-month period; 

(2) Care in a nursing home when transferred from hospital for a maximum 
of 120 days in a 12-month period less the number of days of hospital care re- 
ceived in that same 12-month period ; and 

(3) Fully paid surgery in a hospital (including oral surgery) and in a hos- 
pital outpatient department or a doctor’s office. 

These medical care benefits are limited to services which are medically neces- 
sary. Free choice of surgeon is stipulated, provided the surgeon is certified by 
. one of the American surgical specialty boards, is a fellow of the American Col- 
lege of Surgeons, or is on the attending surgical staff of an accredited hospital 
except in cases of emergency, in cases where such qualifications are not practi- 
cable, and in cases requiring oral surgery when a dentist is acceptable. 
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A National Advisory Health Council would be available for consultation by 
the Secretary of Health, Education, and Welfare who is given the primary re- 
sponsibility for administering the program at the national level. Nonprofit vol- 
untary insurance plans or organizations representing the hospitals, nursing 
homes, or doctors may be utilized to the extent that their use contributes to the 
effective and economical administration of the program. . 

The bill contains the usual clauses guaranteeing the confidential nature of 
medical information about individuals and prohibiting federal control of or in- 
terference with the participating institutions or the practice of medicine. 


Basis of forum endorsement 


There is universal agreement that most retired aged persons have great diffi- 
culty in financing their medical care. Many who have been covered by health 
insurance while employed are not able to continue such coverage on retirement, 
for then, when their income is reduced, the cost of the health insurance is almost 
always at least doubled because of the termination of the employer's contribu- 
tion and the increase in rates that frequently occurs fur those over 65. 

The best solution to the problem is the use of the Federal social security sys- 
tem as proposed in the Forand bill. This solution has been advocated by the 
Physicians Forum for many years. It is also endursed by the AFL-CIO and 
major consumer organizations. This solution was alsu one of the unanimous 
recommendations of the last Presidential Commission on the Health Needs of the 
Nation, and was recognized as desirable by the Commission on Financing of 
Hospital Care. 

The use of the Federal social security system provides a sound financial 
base coupled with a scale of contributions p.vportionate to the individual's 
ability to pay. It also surmounts the geographical and nongroup enrollment 
problems commonly associated with other health insurance programs. 

The possible alternatives are admirably analyzed in the recent report of the 
Department of Health, Education, and Welfare “Hospitalization Insurance for 
OASDI Beneficiaries” issued by the Committee on Ways and Means of the House 
of Kepresentatives. In our opinion, the inescapable conclusion of this analysis 
is that the only other practical alternative is public assistance medicine. The 
only organization seriously advocating this solution is the American Medical 
Association. 

This solution, which is often inadequate, is distasteful to the American peo- 
ple and, in addition, is unacceptable to the Physicians Forum as not conducive 
to high-quality medical care and not compatible with good doctor-patient rela- 
tionships. , 

The AMA more recently has embarked on a program to lower the fees physi- 
cians charge to those over 65 with modest or low incomes with the hope that this 
would permit the development of effective insurance plans at reduced rates. Even 
if these efforts were successful, they would have little relevance to the overall 
problem. Physicians’ fees for the general population account for only 25 percent 
of medical care costs. The reduced-fee program obviously could not lower the 
costs of hospitalization, diagnostic procedures, nursing service, drugs and re- 
habilitation—all required to a much greater extent among older people. Even 
with respect to physician services, voluntary health insurance plans take care 
of only 20 percent of the fees charged to those covered. 

In view of the fact that a Nation as wealthy as ours can afford the fair cost 
of the medical cure required by its people and that it has established an effective 
mechanism »y which the people finance the basic needs of the older age group, 
the Physicians Forum seriously questions whether the medical profession should 
be asked to subsidize the cost of medical care for the aged. Moreover, physicians 
with upper-income clientele will make no real contribution to the reduced-fee pro- 
gram, while those with lower-income clientele, insured or noninsured, will have 
to make a substantial financial sacrifice. * 


Outstanding features of the Forand bill 


We particularly commend the requirement that the medical care benefits be 
in the form of services rather than cash indemnities. The Physicians Forum 
strongly believes cash benefits in any type of health insurance are so inadequate 
and so vulnerable to serious abuse that they often defeat the purpose of insuring 
the patient’s medical bills. 

Another most desirable and significant requirement is the restriction of par- 
ticipating surgeons to those properly qualified. The Physicians Forum believes 
that in the absence of standards for promoting a high quality of care self-im- 
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posed by the medical profession, the public has the right and responsibility to 
take measures such as this to insure itself against an inferior quality of care. 

A third clause deserving special favorable mention is the requirement that 
nonprofit health insurance plans shall be used if they contribute to the “effective 
and economical administration” of the program. If this discretionary power is 
properly exercised, it could have a salutary effect on existing health insurance 
plans. The exclusion of profitmaking plans maintains an important principle 
in Federal health and welfare programs. 

Although endorsing the Forand bill, we believe it has one major deficiency and 
several formulations which could be improved or added. 


Need for comprehensive scope of service 

The major deficiency is the iimited type of doctor service included. From a 
medical point of view, this is a most illogical and undesirable limitation. 

It is well known that the major types of illnessness afflicting the aged are not 
surgical—they are the diseases of the heart and blood vessels, and nervous 
system, the degenerative disorders and a wide range of other medical conditions 
which collectively outnumber the major surgical problems of the aged. More- 
over, even the individual requiring surgery frequently must receive care also 
from a nonsurgical specialist or general practitioner before, during, or after 
surgery. Lastly, regular medical supervision and preventive services are es- 
sential to minimize or prevent the impaired health and major disabilities caused 
by the aging process and chronic disease. 

The Physicians Forum strongly believes that comprehensive scope of service 
is an essential criterion for any health insurance program, no less for one 
covering the aged. 

If the underlying purpose of the Forand bill is the improvement of the health 
of the aged and the prepayment of their averaged medical bills, the benefits must 
include all doctor services. 

From a pragmatic point of view, the limitation to surgery is also unwise. The 
exclusion of nonsurgical doctor services will not mollify in the slightest those 
opposed to the program, whereas it makes the program less compelling to those 
in favor of it. 

From an administrative point of view, the special difficulties inherent in fee. 
for-service payment of nonsurgical doctor services have been studied and widely 
discussed. We surmise that this accounts for the decision not to add these spe- 
cial difficulties to those which will attend the inauguration of this program. 
But we do not believe this is a sufficient reason. Nonsurgical medical benefits 
are provided by most Blue Shield plans as well as the comprehensive health in- 
surance plans. The feasibility of insuring such benefits has been adequately 
demonstrated for many years. 

Moreover, the extensive experience with insurance limited to inhospital doc- 
tor services shows clearly that this limitation results in unnecessary hospitaliza- 
tion. Some experts estimate that this would be so great it would approach the 
cost of nonsurgical doctor services. 

The Physicians Forum, therefore, urges in strongest possible terms that the 
medical care benefits from the start be comprehensive, especially that all neces- 
sary services of specialists and general practitioners in the doctor’s offices, the 
patient’s homes, and the hospitals be provided. 

Further, comprehensive medical care also means a wide range of nondoctor 
services such as nursing, medicines, prostheses, and dentistry. In particular, the 
omission of diagnostic laboratory and X-ray procedures for nonhospitalized pa- 
tients decreases the medical effectiveness of the program and also encourages un- 
necessary hospitalization. We believe the inclusion of these services is a most 
desirable goal. 

The Physicians Forum believes that comprehensive scope of service is most 
effectively and efficiently provided through the group practice of medicine. 
This has significant advantages to both patients and doctors. We, therefore, 
recommend that wherever possible the program should encourage group practice. 


PART II. SPECIFIC COMMENTS 


1. On page 2, line 16 and several places thereafter the word “elective” ap- 
pears. This word is defined on page 6, lines 1-3 as meaning “not medically 
required.” Although the intent of the bill is quite clear, this definition is not 
the one in common use in the medical profession. 
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There are many medical services which are medically required but in the 
language of the profession are called elective. For example, the frequently 
performed and unquestionably necessary operative removal of a cataract from 
the eye is called an elective operation because the date of performance is 
“elected” by the patient and doctor at their mutual convenience. In contrast is 
a nonelective procedure like an appendectomy which must be done as soon as 
a diagnosis of acute appendicitis is made. We, therefore, believe the word 
“elective” is confusing and should be replaced wherever it appears by the 
phrase ‘‘not medically required.” 

2. The requirement that care in a nursing home will be available only if the 
patient is transferred to the nursing home from the hospital is undesirable. 
In practice it will certainly be ineffective as a restriction and will encourage 
unnecessary hospitalization to comply with this requirement. We, therefore, 
recommend that this requirement should be deleted. 

8. Criterion B for acceptance of a nursing home in the program (p. 5, lines 
16-19) is so broad that almost any institution could qualify. Unfortunately, 
there are many nursing homes which have little or no concern for the welfare 
of their patients and which function principally to exploit the financial re- 
sourees of aged or chonically ill individuals. Preventable deterioration of the 
health of the patient in this kind of environment is inevitable. The criterion 
for acceptance of a nursing home in this new program must assure a high 
quality of nursing home care even though this would mean the establishment 
of a suitable set of standards by the Federal Government. We, therefore, 
recommend that criterion B should be made more restrictive by inserting after 
the letter “B’’ the words “which meets standards prescribed by the secretary 
after consultation with the advisory council and.” 

4. The new clause accepting appointment on the attending surgical staff of 
an accredited hospital in lieu of board certification or ACS fellowship is too 
liberal as now worded. We had proposed this alternative previously for the 
“mature physicians whose competency is recognized by high appointment on 
the attending staffs of good hospitals.”. We, therefore, recommend that there 
be inserted after the words “to the” on page 7, line 2, “higher ranks of the.” 
Clause B, page 7, lines 17 to 20 needs rewording to conform with the changes 
made in subsection (2), pages 6 and 7. 

5. For obvious reasons there should also be a clause restricting payment to 
physicians or dentists legally licensed to practice medicine or dentistry in the 
State in which the services are rendered. 

6. The exclusion of minor surgery and of emergency surgery by a doctor 
who is not a qualified surgeon except “in cases of emergency where the life of 
the patient would be endangered by any delay” would literally mean that little 
minor and emergency surgery of nonhospitalized patients would be covered, 
as much of this is done by general practitioners and is not done on life-threaten- 
ing conditions. If this is the intent, the wording of the benefit of nonhospitalized 
surgery raises too many expectations. If the intent is to provide most non- 
hospitalized surgery, the requirement of performance by a qualified surgeon is 
unnecessarily high. As we favor the broadest coverage, we, therefore, recom- 
mend that there be inserted on page 7, line 5 after “in” the word “hospitalized” 
and on line 6 after “delay” the words “and in nonhospitalized cases unless the 
procedure is specified by the Secretary after consultation with the Advisory 
Council as one requiring the attention of a qualified surgical specialist.” 

7. If nonsurgical doctor services are included in the benefits, there should 
be appropriate provisions to assure a good quality of medical care and proper 
use of specialists. This might well be in the form of an authorization for 
the Secretary after consultation with the Advisory Council to establish the 
required standards and regulations. 

8. The rates of payment of physicians are of such crucial importance to the 
success of the program that we believe the bill itself should spell out certain 
basic principles to be used in determining these rates. 

For example, the bill might require that consideration be given to— 

(a) relevant regional, State, and local conditions and practices, 

(b) training, experience, specialty certification, skill and responsibility 
involved in rendering the services ; 

(c) annual income or its equivalent which the payments will provide; 

(d) postgraduate education, vacation time, and other fringe benefits. 
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And that there be professional and financial incentives to physicians to—— 
(a) advance professionally ; 
(0) render a high quality of service; 
(c) locate in areas where services of the type they can render are in 
short supply. 

9. On page 14, lines 16 to 19, it is stated that all regulations “shall be pre 
scribed by the Secretary” and he “shall consult with a National Advisory 
Health Council.” As the bill is now written, it is difficult to visualize what, if 
any, responsibility the Advisory Council has. 

We believe that this program is of such importance that the major regulations 
and standards required should have the benefit of detailed consideration by the 
Advisory Council. We, therefore, recommend that the wording of lines 16 to 19 
should be changed so that the Advisory Council has the responsibility to advise, 
consult with, and make recommendations to the Secretary on matters of general 
policy, to review the regulations and standards required, and to meet at least 
three times a year (rather than the once a year specified on p. 15, line 25). 

For the same general reason in five other sections of this statement we have 
recommended the strengthening of the responsibilities of the Advisory Council, 

10. The implications of this program in the medical area are obviously of the 
greatest significance. We believe, that the Federal agency dealing with medical 
matters—the Public Health Service—should be specifically represented on the 
Advisory Council. We, therefore, recommend that there be inserted after the 
word “officio” page 14, line 20, the words “the Surgeon General of the Public 
Health Service, ex officio.” 

11. The proposed title of the Advisory Council seems to us to be too vague 
and too easily confused with other bodies in and outside the Federal Govern- 
ment. We, therefore, recommend that it be changed to National Advisory Coun- 
cil on Social Security Medical Benefits. 

12. Another major area of discretion concerns the utilization of exitsing non- 
profit health insurance plans. Representatives of the consumers and of the pro- 
viders of the medical care benefits should participate in the formulation of the 
regulations governing the utilization of these plans. We recommend, therefore, 
that on page 16, line 5, there be added after “herein” the words “and in ac- 
cordance with regulations prescribed by the Secretary after consultation with 
the Advisory Council.” 

13. State and local advisory councils could play an important role by giving 
the public and the professions an established method for suggesting desirable 
individualized approaches to local problems, for coordination of this program 
with other local health and medical services, and for checking on the local ef- 
fectiveness of the program. Although such decentralization is not typical of 
most Federal activities, it has been of considerable value—at times, even a neces- 
sity—in Federal programs of health and medical services. We, therefore, 
recommend that there be added a clause providing for the establishment of State 
and local advisory councils constituted similarly to the National Council. 

14. A program like this which provides individualized personal services must 
be responsive to the attitudes and experiences of the individuals receiving the 
services and providing them. This is particularly important where the services 
involve matters of health and life, and intricate relationships between patients, 
doctors, and administrative agencies. 

Adequate representation on the policymaking bodies, though essential, is not 
sufficient to protect fully the rights, the feelings, and the dignity of the indi- 
vidual. We believe, therefore, that there must be a definite, fair, and simple 
method for the individual to express his views and obtain reparation, as appro- 
priate, for any injustice that may occur. 

We, therefore, recommend that a clause be added providing for the establish- 
ment of local impartial hearing officers and appeal tribunals which ean receive, 
investigate, evaluate, and redress grievances in accordance with regulations 
made by the Secretary after consultation with the Advisory Council. It should 
be required that grievances involving matters of professional practice or conduct 
should be evaluated by a hearing body which contains competent and disinter- 
ested physicians; and grievances involving only professional matters, by a hear- 
ing body consisting exclusively of such professional persons. 


Dr. Braun. The American Medical Association creates the im- 
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arts of the country and says, “We represent such and such number of 
octors”—as the doctor who previously spoke did. However, I would 
like to point out a few things. y 

First of all, there are approximately 250,000' doctors in the United 
States. However, there are only approximately about 137,000 who 
are members of the American Sadica! Association, and some of these 
are members because, in order to get hospital rights in various places 
in the country, they are compelled to be members of the American 
Medical Association. 

So I think that the figure might be a little bit smaller, even if 
doctors had freedom of choice as to whether they wished to belong to 
the American Medical Association. 

There are certain other facts about the American Medical Associa- 
tion which I would like to present for your information. 

About 2 years ago, there was a study showing that over a period 
of 10 years, only approximately 45 names of doctors appeared in the 
major offices of the county society. There are 7,000 members in the 
county society and there are between 25 and 35 major offices. 

Over a period of 10 years—not 1 year—there were only 43 dif- 
ferent names. 

Now, I will tell you something of how this happens. The people 
who have the major offices in the county medical societies set up a 
nomination committee. The nominations committee presents a list, 
among other things, of delegates to the State society. The delegates 
are elected to the State society and these delegates elect the delegates 
who are to go to the American Medical Association. Then, at the 
American Medical Association, these delegates select a board of trustees 
who essentially make all the important policy decisions of the AMA. 

To go along with this, most of the medical crafts, the magazines 
having to do with the social issues of medicine in addition to the medi- 
cal issues of medicine, are run by the various medical organizations 
throughout the country. For the most part, you cannot even get a 
letter introduced into one of these journals, with some exceptions, 
that is opposed to the official policy of the AMA. As a consequence, 
for the public view, doctors speak with one voice and the AMA 
speaks forall. I submit that this is not true. 

I would like to submit further that the history of the AMA’s posi- 
tion on various issues might be very interesting. 

In the early 1930’s, the American Medical Association was against 
the group practice of medicine. When various voluntary health in- 
surance plans were introduced, the AMA submitted that these were 
communism and socialism and socialized medicine. In fact, I submit 
with a touch of humor that the very voluntary plans that the AMA 
is now plugging for, as a solution to this major problem, they attacked 
originally because they were “socialized medicine.” 

I would like to give a more specific example of the way in which 
the American Medical Association is not representative of the opin- 
lons of the doctors. 

This is the question of social security coverage for the doctors 
themselves. 

The doctors continue to be one of the few groups who are excluded 
from the social security system. The AMA continues to oppose their 
inclusion. 
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An impartial poll was recently done by Medical Economics, which 
showed that doctors are approximately 2 to 1 in favor of coverage by 
the social security system. 

State after State has taken a vote and supported this position. 
There have been a few exceptions, but I would Vike to point out one 
of these exeeptions—the State of Maryland—where there was held 
a poll. In with the poll was sent material against social security. 
When it was suggested that some material also be included for social 
security, the State medical society refused. 

Then in Florida, there was a vote in which social security coverage 
for doctors was favored. The AMA discounted this on the groun 
that only 46 percent of the doctors voted. 

In Ohio, a considerable majority of the doctors vated in favor of 
social security coverage. 

A couple of years ago, the AMA said, “The doctors are_opposed. 

As soon as the doctors become in favor, then we will vote the way the 
doctors tell us.” 
More recently, the Ohio delegates to the American Medical Asso- 
ciation Convention said, “If they want us to change our vote, they 
will have to throw us out of office.” Despite the fact that the vote 
was a considerable majority in favor of social security coverage, the 
Ohio AMA delegates voted against social security coverage. 

I think that this makes my point that the AMA is not necessarily 
representative of all the doctors. 

I think that the Forand bill is a good bill—a good start. It is an 
insurance rather than a charity approach to the problem of medical 
care of the aged. 

I would like to point out that the AMA has suggested an alterna- 
tive: that the doctors reduce their fees to the aged in order to help 
meet this problem. 

I submit that 30 percent or less of the costs-of medical care of the 
aged are for doctors, so that if the doctors did take this charity 
approach to their part of the problem, even if they cut their fees 
by 50 percent, this would only meet 15 percent of the total cost, and 
I think that a good number of doctors are not going to agree with 
this approach and even now there has been some outcry among the 
doctors, which you do not hear about, elsewhere against cutting fees 
in this fashion. 

I would like to point out that the voluntary approach in which, 
by the numbers game, you can show 120 million people are covered, 
does not necessarily cover as much as it claims tocover. For example, 
in patients who are hospitalized the very excellent report to the 
Committee on Ways and Means of the Secretary of Health, Educa- 
tion, and Welfare points out that of surgical expenses of hospitalized 

atients, one-fifth of the total surgical expense is met by voluntary 
insurance, not more than one-fifth. This does not include medical 
expense or other expenses outside of the hospital. This is where 
there is voluntary insurance. 

I would like to also add that those who are already covered by 
voluntary insurance are the easiest ones to cover. The rest of them 
_ are going to be much harder to get into the system. 

I would like to point out, since the charge of socialized medicine 
has been raised, that actually the bill, as presented, suggests no 
change in the form of distribution of medical care. In fact, where 
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ossible, it would like to use the instrumentalities presently existing. 
We think that this is a good approach for this time. However, we 
cannot say all good for the bill. The bill does have one major weak- 
ness and a number of minor things that we would like to have 
changed which we have suggested in our written report. 

The major weakness, of course, is that hospitalization and surgical 
care are only one part, a significant part but only one part, of the 
costs of medical care. 

In this connection, we would like to point out that one major service 
which gives comprehensive medical care has found that their people 
who are covered by their comprehensive plan are hospitalized ap- 
proximately 20 percent less than the average of the general popula- 
tion. We therefore feel that it is very important that there be 

eneral medical coverage and not purely surgical coverage. 

We feel that when the doctors know what is involved, which they 
do not presently because they have been met with a barrage of coun- 
terpropaganda, that they will cooperate with the plan just as they 
have with the disability benefits and the freeze plan. if the plan is 
properly interpreted to the doctors as primarily insurance financing 
and not an alteration in the distribution of medical care, the doctor 
would be very much in favor because of the improvement of medical 
care of the aged made available to them in a dignified, noncharity 
manner. 

Thank you. 

Mr. Foranp. Thank you, Doctor. 

Are there any questions? 

Mr. Urr. I have a question. 

Mr. Foranp. Mr. Utt.‘ 

Mr. Urr. In your scathing indictment of the American Medical 
Association you have also indicted at least a thousand doctors in my 
own district by saying that they have no right of self-expression. 
I would like to say that in the last few days I have received over 
250 letters from doctors in my district in opposition to the Forand 
bill. Ido not consider that they are not an intelligent group of people, 
nor do I feel that they are under the complete domination of the 
American Medical Association, and many of them give a great deal 
of free service in the county. 

You say in your statement or the statement that you are giving in 
lieu of the other doctor, that that is simply a public relations stunt. 
That is‘an indictment of the medical profession in my district and I 
must say that [have as fine a medical group in my district as there is 
in the United States. 

Dr. Braun. Sir, I would like to submit that I did not say that doc- 
tors did not have the right of free expression, but that they could not 
present their point of view within the medical press, and therefore the 
doctors are not fully informed as to the nature of the Forand bill. 

Mr. Urr. You were present when Dr. Reynolds, president of the 
California Medical Association, testified that the doctors in his associ- 
ation had the right to express themselves in convention assembled and 
that they had complete free expression, were you not 

Dr. Braun. Yes, sir; but by the system of electing delegates which 
I mentioned, this does not necessarily represent all the doctors of 
California. 
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Mr. Urr. That is all. 

Mr. Aveer. Mr. Chairman. 

Mr. Foranp. Mr. Alger. 

Mr. Acer. Doctor, could you tell us how many doctors you repre- 
sent? You said in your statement, over a thousand. That could be an 
unlimited number. Can you pinpoint it? 

Dr. Braun. I have no exact figure. It is overa thousand. I do not 
know the exact figure. 

Mr. Atcer. It is probably just shortly over a thousand. 

Dr. Braun. I could not say. 

Mr. Aucer. That does not say a thing. 

Secondly, I am informed, and I want you to correct me if I am 
wrong, that the Physicians Forum has testified in times past for com- 
pulsory health insurance for every one covered by the OASI. Is that 
correct or is it not correct 5 

Dr. Braun. Yes, sir; that is correct. r 

Mr. Aucer. That is correct. 

Therefore, you recommend, if you are consistent with earlier testi- 
mony, that this compulsory medical insurance be extended to every- 
body that now enjoys social security of any age ? 

Dr. Braun. Sir, I do not recommend that at this time. What I 
recommend is coverage for the aged which I think is the most acute 
problem in the extension of medical care at this time. 

Mr. Aucer. All right. Let me ask it in another way. 

Do you repudiate the earlier testimony, then, which I understand 
was delivered at the time of the Murray-Wagner-Dingell bill at which 
time you said, you just agreed, that you were for universal] coverage? 
Do vou repudiate that belief ? 

Dr. Braun. No, sir; I confirm it. 

Mr. Atcer. Therefore, since more help is extended in free clinics to 
those under 65 than those over 65, consistently you would say that 
everybody under social security should have medical care? 

Dr. Braun. My testimony does not go that far and I do not think 
we have reached the stage where that is feasible at this time. I have 
not seen what would happen with this system as introduced. I would 
like towsee the result. I think this is the major problem which has 
to be met now. 

Mr. Acer. Then what was the reason for testifying earlier saying 
that at this time you believed in coverage for everybody under OASI! 

Dr. Braun. At that time it was our considered opinion that that 
was the thing which would improve an extended medical care to the 
greatest degree for the most people in this country. 

Mr. Aucer. I think that pretty well establishes it. 

Would you care to say, then, whether you are for or against so- 
cialized medicine, the whole kit and caboodle? 

Dr. Braun. If you will tell me exactly what you mean by socialized 
medicine, I will try to answer as honestly as I can. 

Mr. Avcer. I am asking the same thing you have already covered, 
and I think you gave your answer already when I asked you if the 
Physicians Forum was for complete coverage of every one of the 

Murray-Wagner-Dingell bill. 
’ What do you think about the part of this bill that does not cover 
some of the people who are over 65? How about those who are not 
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oe by OASI? They do not get this Federal help. How about 
them 

Dr. Braun. I do not know at this time what method should be 
used to cover these. I think that some methed should be developed 
to give them full and adequate medical care. 

Mr. Acer. Let me ask you something else. I see on page 3 of the 
additional statement beyond the one you gave, the statement that you 
make here, that “The use of the Federal social security system pro- 
vides a sound financial base * * *.” I simply want to ask you, do you 
think it is a sound financial basis when all of the people that now 
enjoy the OASI will be extended this additional medical care without 
paying anything into it at all themselves? 

Dr. Braun. I think that this is the system under which social se- 
curity works, like many insurance systems, that the people who have 
not paid for it now are paid for by the people who are paying cur- 
rently so that you are not exactly paying for what you get but the 
number of people around who are paying are covering the service for 
all who are getting it. 

Mr. Aucer. Have you made a study as to whether this is actuarily 
sound ? 

Dr. Braun. I have not personally made a study because I am not 
an actuary. 

Mr. Atcer. Has the Physicians Forum done so? 

Dr. Braun. The Physicians Forum has studied the material avail- 
able and considers it a very sound system. 

Mr. Aucer. Does it make any difference whether it is sound as to 
whether the Physicians Forum supports it or not ¢ 

Dr. Braun. It certainly would. If it were not sound, it would not 
be feasible. 

Mr. Aucer. So that, if we could show that this is not actuarily 
sound, you would then be opposed to it ? 

Dr. Braun. It depends on what you mean by actuarily sound. If 
you mean that everything has to be paid in advance, I would not agree 
with that but if over a period of time the expenses are covered, yes, I 
would agree that it should be actuarily sound. 

Mr. Aucer. Then let me ask you your definition, and I am quoting 
from what you have in your statement. What do you suppose the 
ky anaes Forum had in mind when they said “a sound financial 

ase” ? 

Dr. Braun. The soundness of the social security system in general 
and the ability of the social security system to meet the economic 
exigencies which arose. 

Mr. Arcer. Do you think that those coming on, our grandchildren, 
are going to be able to put up enough money in order to pay for the 
12 million, or however many it is, who are going to get free medical 
service without paying? 

Dr. Braun. I think it will be worked out that way, yes, sir, because 
my grandchildren will not be paying. The oe will be payin 
who are paying into the system now, not my grandchildren, and 
think when my grandchildren come along, the system will be in sound 
financial state. 

Mr. Aucer. Thank you very much. 

Mr. Hertone. Mr. Chairman. 


44432—59——_14 


an 
not 
am 
ym- 
hat 
sti- 
ry- 
it I 
> 
and 
lich 
ge! 
s to a 
chat 
has 
yin 
that 
the 
$0- 
ized 
red, 
the 
the 
over 
not 


194 BENEFITS FOR OASI BENEFICIARIES 


Mr. Foranp. Mr. Herlong. 

Mr. Hertone. Dr. Braun, you said that you thought this was a 
sound program but you said that soundness did not necessarily mean 
that it had to be paid for in advance. 

Dr. Braun. That is correct, just as, for example, the Government 
issues many bonds to pay for additional services for which they do 
not have the money right at the time. 

Mr. Hertone. How do you expect the social security trust fund to 
get the money to pay for these pilditional benefits if they do not have 
the cash on hand 

What I am trying to get at is, do you expect the Federal Govern- 
ment to make a general appropriation to the social security trust fund 
to make up for the difference that this is going to cost above what 
we have in cash on hand 4 

Dr. Braun. It is my opinion that as presently constituted the plan 
would cover its expenses. 

Mr. Hertone. It.would cover its expenses ? 

Dr. Braun. That is right. 

Mr. Hertone. Then if it would cover its expenses there would not 
be any deficit. 

Dr. Braun. That is correct. 

Mr. Hertone. And you said a moment ago that the fund would not 
have to have the cash in hand. 

Dr. Braun. There may be a temporary deficit. 

Mr. Hertonc. Who pays the temporary deficit ? 

Dr. Braun. There has been a deficit in the social security system 
for a number of years which came out of the social security fund and 
in the regular course of events the rate of taxation was changed so 
that in the long run there will be an increase in the amount of the 
social security trust fund so that over a long period of time the system 
is very canned ind I have no reason to believe that the system, as ap- 
plied to medical care of the retired aged, would be in any wise different. 

Mr. Hertone. You would be in favor, then, of reducing the social 
security trust fund in order to take care of the deficit these additional 
benefits would cause ? 

Dr. Braun. No, sir; I made no such suggestion. I simply felt that 
no such deficit would arise and that, if it did, it could be met within 
the fund in any case. It did not have to use the general social security 
fund. 

I simply drew the parallel of what happened with the general 
social security trust fund which, for a couple of years, had a deficit 
and yet over a long period of time is financially very sound. 

Mr. Hertone. Now the point has been made here on a number of 
occasions that this is going to cost more money than is going to be paid 
into the fund. The fund has been made, too, that voluntary health in- 
surance programs have been costing more money, that rates have been 
raised from time to time in these voluntary health insurance programs; 
that they cannot operate even a nonprofit program on the basis of 
the rates that have been charged. Is there any reason for any of us 
to beliéve that the Federal Government can operate such a program 
_cheaper than a nonprofit voluntary company can do it, like Blue Cross, 
for example? 
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Dr. Braun. I would like to point out that in New York City within 
the past year there have been two raises in Blue Cross rates, one of 
about 22.3 percent and the other of about 25 percent. 

Mr. Hertone. That is a nonprofit organization, is it not? 

Dr. Braun. This is a nonprofit organization, so that it appears 
that the question of finance and the fact that medical care is costing 
a lot and may cost more actually has very little to do with the system 
of distribution of medical care. The expenses could increase under a 
completely private system of distribution of medical care and people 
could be even more financially embarrassed by the medical costs than 
they are now and that would have nothing to do with the Government 
playing any part whatsoever in the costs of medical care. 

I think the two issues should be kept separate, the fact that medical 
care and good medical care costs a lot of money and is probably going 
to cost more money than it is costing now, and whether or not this 
should be dealt with under a private practice voluntary insurance com- 
bination or a Government insurance universal coverage with the same 
method of practice that we have now. This does not have to do with 
the amount of money that medicine is going to cost except for the fact 
that it may save, under the Government insurance plan, a good deal 
on the administrative costs. 

Mr. Hertone. You think the Government could administer a pro- 
gram cheaper than a nonprofit corporation can administer a program ¢ 

Dr. Braun. Yes, I think this is true and has been shown to be true 
time after time in the social security system and in the comparison of 
the administrative costs of various insurance companies, the Gov- 
ernment generally comes out very favorably. 

Mr. Herione. It is my opinion, based on what I have heard here, 
that the thing that would actually occur is that we would find out 
if we get into a program like the one proposed that it would cost so 
very much more than any one anticipated, that the trust fund would 
be greatly reduced and that there would be a tremendous pressure on 
Congress to appropriate money from the general revenue to the social 
security trust ae so that we would, in effect, destroy our whole social 
security system and bring about a dole. 

Dr. Braun. Sir, I would like to submit that if this were true, then 
I think that it would be simply because the costs of medical care are 
not being met at this time and that there is an unsatisfied demand for 
medical care which would then be satisfied. That might conceivably 
only prove how much of a need there is for this system. 

However, I think it is very unlikely that some of the higher esti- 
mates of the costs of this system would turn out to be true and I would 
like to point out that the various estimates have varied more than 
100 percent. 

Mr. Mason. Would the gentleman from Florida yield there ? 

Mr. Hertona. Yes, sir. 

Mr. Mason. Mr. Cruikshank testified that this would not pay for 
itself and that, of course, his solution would be to raise the $4,800 up 
to $6,000. 

Dr. Braun here, if I understand his testimony, has already said 
that this would be sound but it would probably need increased rates 
later on to make up for the deficit created now. 

Is that not practically what you stated ? 
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Dr. Braun. I would like to say on that that, as I understood Mr. 
Cruikshank, he said that in effect for the purposes of the argument 

iving the worst estimate of what this would cost, a system could be 

gured out whereby the system would remain sound, but I do not 
believe that Mr. Cruikshank thinks that the costs will run as high 
as Mr. Flemming maintained that they would. 

Mr. Mason. That is all. 

Mr. Hertona. That is all, Mr. Chairman. 

Mr. Foranp. Are there any further questions? 

Mr. Aucer. Mr. Chairman, I have one other thing to ask, if I may. 

Mr. Foranp. Mr. Alger. 

Mr. Acer. Something stuck in my memory, Dr. Braun, and I am 
going to choose my words very carefully and I want you to listen 
carefully because I do not want to cast any unfair aspersions on you. 

I have read something and I have checked with the Committee on 
Un-American Activities to check my recollection. I do not say this 
has anything to do with the testimony that you submit here as to its 
logic, as to your position, but we must be very careful where we get 
our information and I am interested in this. Regardless of how my 
colleagues may feel, I am expressing only myself. I have checked 
with our House Committee on Un-American Activities and have been 
told by them that Bella Dodd, a former Communist, testifying giving 
us information made the statement that— 
the Physicians Forum was established primarily by the Communist Party, that 
every one in it is not a Communist and many of them do not know anything about 
this connection possibly but the initiative came from the Communists. 

I am only telling you what we have in our files here and making 
up nothing. 

I am told further that the Physicians Forum has contributed arti- 
cles to the Communist Daily Peoples World, and this comes from our 
own Committee on Un-American Activities files and reference section. 
Further, I have been told, and I do not know that this is so, that the 
Physicians Forum is listed as a subversive organization by the Calli- 
fornia Legislative Committee on Un-American Activities. 

Do you know if this is so? 

Dr. Braun. I can answer the others. I know nothing about the 
California statement. 

Mr. Aucer. Could you answer the others ? 

Dr. Braun. Yes, I can. 

Mr. Aucer. I want this record very clear, Doctor, that I am not 
casting any aspersions against you. 

Dr. Braun. The statement that the forum was formed by the 
Communist Party is a flat and downright lie. 

The next statement was what? 

Mr. Arcer. This was Bella Dodd’s statement that it was at the 
initiative of the Communists, and she was a former Communist. It 
is only her word. 

Dr. Braun. This isa flat and downright lie. 

Mr. -Arcrer. The Physicians Forum has contributed articles to the 


_Communist Daily Peoples World. 


Dr. Braun. I believe I can explain that. The Physicians Forum 
submitted no such articles. The Physicians Forum submitted a col- 
umn to Federated Press which is a general news-distributing agency, 
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and this was published there and there has been no other connection 
of any sort whatsoever with any publications. 

Mr. Auger. All right. Now, Doctor, you understand thatI did not 
make up any of this. This comes from our-own congressional Com- 
mittee on Un-American Activities. This is not something to impugn 
ai statement but I am interested in the origin of your Physicians 

orum. 

If you would like, I would like to ask the chairman to leave the 
ra open so that you can correct it on this matter of the Cali- 

ornia 

Dr. Braun. I think I have corrected it. 

Mr. Acer. You said you did not know. I beg your pardon. I 
was going to ask that the record be left open so that you can set the 
record straight on that. 

Dr. Braun. Are there any other charges that I may answer ? 

Mr. Auger. That is all I have at the moment. 


THE PHYSICIANS ForovuM, INc., 
New York, N.Y., July 20, 1959. 


Representative D. MILLs, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.C. 


DEAR REPRESENTATIVE MILL: I am enclosing for submission into the record, as 
requested by Representative Bruce Alger, a statement replying to the allegations 
against the Physicians Forum he repeated from the House Un-American Activi- 
ties Committee at the hearings on H.R. 4700 of the House Ways and Means 
Committee on Tuesday, July 14, 1959. 

We are most pleased to have had the opportunity to discuss with the com- 
mittee our views on medical care for the aged. If at any time in the future we 
can be of further assistance, please do not hesitate to call upon us. 

Sincerely yours, 


EpMunp M. Braun, M.D. 


In response to Congressman Alger’s request for information concerning cer- 
tain allegations made against the Physicians Forum obtained from the records 
of the House Un-American Activities Committee, the following is submitted 
for the record: 

1. The charge of Bella Dodd that the Physicians Forum was formed by the 
Communist Party is a complete lie. In 1939, the New York County Medical 
Society attempted to impose a rule stating that anyone holding office in the 
society could not issue any public statement that did not agree with official 
policy. A considerable number of physicians, including some prominent leaders 
of the profession banded together to oppose this policy. They were able to 
enlist such wide support that this gag rule was defeated. This group of physi- 
cians felt that discussion of controversial subjects should be encouraged rather 
than suppressed. They therefore set up regular discussions of controversial 
issues in medicine, in which all sides were presented. Hence, the name “Physi- 
cians Forum.” In 1941, this group was incorporated and in 19438, it was en- 
larged to become a national membership organization. 

2. Medical information appearing in the Peoples World was a health column 
prepared by the Physicians Forum and syndicated through the Federated 
Press (an independent news service). The Physicians Forum had nothing 
directly to do with the subscribers to the Federated Press nor use of the health 
column by the Peoples World. The Physicians Forum, an organization dedicated 
to the improvement and extension of medical care and freedom of thought and 
expression in medicine, is politically nonpartisan. 

3. The Physicians Forum had never before heard that it was cited as a sub- 
versive organization by the California State Committee on Un-American Ac- 
tivities. The California committee never held hearings on the Physicians Forum 
hor questioned Forum officers. The list of organizations cited as subversive by 
State and Territorial committees, part III of “The Guide to Subversive Organi- 
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zations and Publications,” issued by the House Un-American Activities Com- 
mittee (1957 edition) does not include the Physicians Forum. 

From the foregoing, it is apparent that the allegations raised by Mr. Alger 
are groundless. We believe that it is unfair to publicize such destructive mis- 
information. Above all, we believe that this attack on the Physicians Forum 
has nothing whatsoever to do with the merits of the Forand bill, H.R. 4700. 


JULY 20, 1959. 

Mr. Foranp. I am sorry that this question of communism has been 
injected in here. This is the second time in 2 days. We had a doctor 
here yesterday who labeled my bill as communistic. 

I sincerely hope that if there are any questions of communism to be 
involved here that it be made known to the committee so that we can 
be on our toes. 

Insofar as I am concerned, I resent the introduction of communistic 
matters into the discussion of this bill. ' 

Thank you very much for your appearance, Dr. Braun. 

The next witness is Dr. Hunter. 4 

Come forward, sir; and for the purpose of the record, identify your- 
self by name, address, and the capacity in which you appear. 


STATEMENT OF DR. G. B. HUNTER, JR., MEMBER, BOARD OF GOV- 
ERNORS OF THE COLLEGE OF AMERICAN PATHOLOGISTS, AND 
CHAIRMAN OF THE LEGISLATIVE COMMITTEE 


Dr. Hunter. Iam Dr. Oscar B. Hunter, Jr., of Chevy Chase, Md., a 
member of the board of governors of the College of American Path- 
ologists, and chairman of the legislative committee. 

Mr. Foranp. Doctor, you are recognized for 5 minutes. 

Dr. Hunter. Thank you, Mr. Chairman. 

Mr. Chairman, the College of American Pathologists is the national 
organization of pathologists composed of more than 2,500 members 
who are the directors of laboratories in all qualified hospitals and 
the directors of departments in the medical schools of this country. 

We appear here today because of our particular knowledge of one 
phase of medical care; namely, the diagnostic and treatment control 
carried out by laboratory procedures. Under our supervision a mul- 
titude of pathologic tests are carried out daily by registered medical 
technologists in the country’s hospitals. This phase of medical care 
comprises 20 percent of the cost of medical care. Improperly man- 
aged, it could amount to 50 percent of the cost of medical care. 

We appear today because of our concern on H.R. 4700. This bill 
calls for medical care for social security beneficiaries in hospitals and 
nursing homes, including necessary surgery. We share with the pro- 
ponents of this bill a great concern for the medical care of the aged 
and have evidenced this concern by working actively to improve the 
voluntary insurance program in every area of the country, including 
the Blue Shield and private insurance company plans. 

It is our belief that this bill proposes a plan which is ill conceived 
and will not only not provide the care desired but will worsen the 
care for not only the aged but every other individual now enjoying 
the high standard of medical care now available. Mr. Chairman, our 
. reasons for these statements are these: 

1. The care of the aged is primarily medical, not surgical. Care of 
degenerative diseases requires pathologic laboratory procedures pr1- 
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marily. The demand in this area could swamp the existing path- 
ologic facilities with unnecessary requests. 

2. The bill would lead to Federal control but control must. be local 
and by physicians in the area, if medical .care is to be the best 
available. 

3. Experience with all socialized schemes of medical care, note- 
worthily the English, which I know firsthand, has always cost far 
in excess of estimates. In this particular area the costs have increased 
seven times during the period of its operations. 

4. The bill would destroy the excellent voluntary programs fos- 
tered by Blue Cross, Blue Shield, and the private insurance com- 
panies which are rapidly mobilizing effective means for care of the 
aged. These plans are doing this task in an orderly, well-integrated 
manner. Necessary actuarial experience is being gained which in a 
relatively short period of time will enable everyone to obtain the 
care they need at a reasonable price under the free enterprise system 
which has up to this time given us the excellent medical care we 
enjoy. 

Finally, Mr. Chairman, I would like to point out two examples 
of the etfect of governmental influence on medical care which tend 
to highlight the statement we have made. The first is the problems 
associated with Medicare. Congress wrote a free ticket at the initia- 
tion of the act of medicine but when the costs were found to be con- 
siderably higher than initially estimated, Congress cut back the budget. 
This disrupted the excellent medical planning and caused much con- 
fusion between patients and their private physicians. This we do 
not want to see now in this particular area. 

The second is an example in our own field of pathology. The Col- 
lege of American Pathologists has distributed literature throughout 
this country on the early diagnosis of cancer of the uterus by the ex- 
amination of cells from the vagina. This has been proven to diagnose 
cancer of the uterus at an early treatable period. Pathologists in 
this country have been anxious to utilize these tests. However, when 
we attempted to distribute this information to pathologists in Canada, 
where socialized medicine exists, we were told by the pathologists there 
that they did not want these pamphlets distributed because it would 
make too much work for them. We have had similar experience in 
South American countries. And in that area the interest is directly 
related to whether or not the physicians are under a free system. 
This proposed legislation can only stifle the initiative of physicians 
in a similar fashion. 

Insummary, we are opposed to H.R. 4700 because: 

1. It does not provide the care needed by the aged. 

2. It is asocializing concept of medical care. 

3. It would be excessively expensive. 

4. It is disruptive of good medical plans which are now being de- 
veloped to care for the aged. 

5. It provides for Federal control where local medical control is 
superior. 

Mr. Chairman, I thank you for the opportunity of appearing before 
this committee to make this presentation. It will be happy to answer 
any questions. 
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Mr. Foranp. Doctor, I believe that pathologists such as you repre- 
sent are in many cases employed by hospitals which are receiving 
Federal money through such programs as maternal and child welfare, 
public assistance, veterans programs, and the Defense Department 
programs, is that correct 

Dr. Hunter. Well, pathologists are in most instances, Mr. Chair- 
man, = contracts in hospitals. They are not employees of the 
hospitals. 

Mr. Foranp. That does not say that the money that is used to pay 
your fees does not come from the Federal Government. 

Dr. Hunrer. Some fees are paid from Federal sources. 

Mr. Foranp. I have already indicated that I would like the co- 
operation of all groups interested in this problem of the aged. I 
would like your advice on proposals for the remuneration of path- 
ologists and other specialists in the manner that would be recom- 
mended as equitable. Would your organization give to mer to the 
committee assistance in regard to making provisions on remunerations 
that you would like to have included in such a bill? 

Dr. Hunter. Well, sir, number one, we will be happy to cooperate 
in any way weean. However, as I want it clearly understood, we are 
definitely opposed to the bill and, although we are happy to cooperate 
in any way we can to help improve the care of the patient, we are not 
in favor of this bill as it was written. 

Mr. Foranp. You are opposed to the bill. What do you have as an 
alternative program ? 

Dr. Hunter. Well, our alternative program is, I think, rather clear 
cut inthestatement made. What we believe is that the present system, 
the voluntary insurance system which now exists is a good system. 
This is a system which is now working and working well in the areas 
in which it has gone. 

In the aged, we have problems which are not yet answered because 
we have not had enough experience. All we need is sufficient time for 
these things to be developed, but you cannot develop them overnight 
and these things, I think, will answer the problem in a relatively 
reasonable period of time. 

Mr. Foranp. Again that question of time. We have been studying 
this question for years and years and years. We get no action but we 
get a lot of talk and a lot of requests for time. 

Dr. Hunter: Mr. Chairman, I beg your pardon for interrupting. 

Mr. Foranp. Go ahead. 

Dr. Hunter. Would you not agree that the experience that we have 
had shows an increase and improvement in the care of the people of our 
country by the voluntary program ¢ 

Mr. Foranp. For about 2 years now there has been some real action 
and it was about 2 years ago that I introduced my bill that set off 
the keg of dynamite under the seat of these people. 

Dr. Hunter. My congratulations to you. 

Mr. Foranp. I think I will have to get another keg of dynamite to 
blow this thing wide enough so that we might get a solution. 

Dr. Hunter. When we see that something like 120 million people 
in this country are covered by insurance and it is expanding at a 
rapid growth rate, we have every indication that we are going to be 
able to do the job in a very short period of time. 
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Mr. Foranp. Of course, “short” is very indefinite. 

Dr. Hunter. Well, I would say as things go from the present time, 
we will be doubled in 5 years and probably covered up to about 80 
percent in 10 years. ar 

I think, from my way of looking at it, that is a’ very reasonable 
period of time. 

Mr. Foranp. I am going to tell you for the benefit of you and all 
others concerned that I am going to keep fuel on that fire. I want a 
solution to that problem. 

Dr. Hunter. se power to you, sir. I am in favor of a solution, 
too. 

Mr. Foranp. Mr. King. 

Mr. Kine. Dr. Hunter, I was not following your written statement. 
I wish you would elaborate a bit in connection with your reference to 
the submission to Canada of some findings that they were too busy 
to look at or deal with. Would you elaborate there ? 

Dr. Hunter. I was referring to the Papanicolau procedure with 
which you may be acquainted. We had published a large number of 
pamphlets indicating how the procedure should be carried out and 
the details of just how it should be done. This isa yan procedure 
at the present time. It has been proven to be able to diagnose the pres- 
ence of the early stages of a malignancy in the uterus and thereby the 
patient can be treated before the disease has gotten a head start. 

This literature was distributed throughout the ig! and at the 
present time it is widely used and I think well used. e have some 
colleagues in Canada who are members of our association. We dis- 
tributed it to them, and wrongly or rightly—I do not understand 
completely their ideas on this—they felt that if they distributed this, 
this would increase their work excessively for them and they are not 
particularly interested in it. 

This we ees: to be the result of the fact that most of these men 
are federally controlled by the Canadian Medical Service, and, al- 
though they are interested in taking care of patients, they are not 
interested in the same degree that their American colleagues are in 
the sense that they are anxious to forge ahead and make improve- 
ments in medical care. 

This we believe is a byproduct of Federal medical care. 

Mr. Kina. I dislike to believe, Doctor, that anything as important 
as this can be handled in such a way regardless of what form medicine 
would take in any country. 

Do you not believe that conscientious doctors there, regardless of 
what impediment they might be suffering under, would cry out against 
their workload and say that an important finding like this would be 
made available to them and they are too busy to handle it? Is it 
true that it is your feeling that because of Government interfering 
with medicine in Canada they are not able to have disseminated valu- 
able information such as you describe ? 

Dr. Hunter. This information, Mr. King, is available to the doctors 
there perfectly freely but this is more a matter of publicity and the 
spread of the publicity has been an effective means of improving the 
control of cancer of the uterus in this country. 

I believe that with the facilities that the Canadian doctors have 
that it is their belief that they will not be given the facilities, the per- 
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sonnel. This requires many, many technologists and much equipment 
tocarry out. I believe that they do not believe that they will be given 
the necessary facilities to have this carried out the way they would 
like to have it done. 

Mr. Kina. Isee. Thank you, Doctor. 

Mr. Berts. Are youa member of the AMA? 

Dr. Hunter. Yes, sir; Iam. 

Mr. Berrs. What do you say about the freedom of expression ? 

Dr. Hunrer. Well, I am a member of the house of delegates of the 
AMA and I assure you that the AMA is a forum where every one has 
a perfectly free right to express himself and if you are a member of 
the AMA, you can express yourself any way you want just like you 
can here. 

Mr. Berrs. Without fear of reprisal ? 

Dr. Hunter. Without fear of reprisal. ; 

Mr. Foranp. Mr. Alger. 

Mr. Arcer. Dr. Hunter, the factor of timing is certainly an inter- 
esting one. There was an earlier statement here today that holding 
hearings focuses attention on this problem and maybe there is a salu- 
tary effect no matter what happens. 

Dr. Hunter. I think you are absolutely right. 

Mr. Arcer. From your knowledge, have you any idea of what the 
personnel requirements would be in the Federal Government to put this 
program into effect and how much time that might take? 

Dr. Honrer. Well, anything I would have to say in this regard 
would be a guess and I do not think it would be accurate except that, 
if you would say that a program like this would be similar to medicare, 
it took about a year to put medicare into effect and after it got into 
effect, it was a very jumbled up mess for about 8 months. Then when 
the budget was cut and disrupted the organization of the setup, at that 
time it was further distorted or upset, so that a matter of 2 years 
would be a minimum to get a thing like this into effect, and I think the 
growing pains associated would be very, very severe for another 2 
years. 

Mr. Aucer. I do not know whether the gentleman from Rhode Island 
has a time limit on you, but vou had better hurry. If we were too 
quickly to go toa compulsory Federal plan, would it cause the breakoff 
of voluntary programs which are just getting started ? 

Dr. Hunter. I believe somebody made the point earlier that in- 
dividuals would not be interested in taking up two insurance plans 
and this would kill it. 

Mr. Arcer. Would you go so far as to say that, if compulsory in- 
surance came in, it would kill off the development of new voluntary 
efforts ? 

Dr. Hunver. It would kill off voluntary efforts to improve the care 
of the aged and this would kill off the terrific amount of work that is 
already given by doctors on a quasi-free basis. They do the work 
and just do not send the bill for it in many cases where the person 1s 
indigent or their income is low. 

Mr. Arcers. This seems like a real concern for us to certainly bear in 
mind, Doctor. 

Thank you, Mr. Chairman. 
Mr. Foranp. If there are no further questions, we thank you, Doctor. 
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Dr. Hunter. Thank you very much. 

Mr. Foranp. The next witness on the calendar is Mr. Gerdon E. 
Brewer. 

The Chair is advised that Mr. Brewer has consented.to change places 
with Mr. Adolph Held. Isthat correct ? 

Mr. Brewer. That is correct. 

Mr. Foranp. Our next witnesses are Mr. Held and the delegation of 
the Council of Golden Ring Clubs. 

Mr. Held, for the purpose of the record, will you identify yourself 
and those with you ¢ 

Your council has been allotted 15 minutes. 


STATEMENT OF ADOLPH HELD, PRESIDENT, COUNCIL OF GOLDEN 
RING CLUBS OF SENIOR CITIZENS, NEW YORK, N.Y. 


Mr. Hexp. I will not take that much time. 

Mr. Foranp. Before you start your statement, Mr. Keogh has a 
statement. 

Mr. Krocu. I wanted to be here when Mr. Held and his group were 
presented and I was momentarily called out. 

I am sure, Mr. Chairman, you will recall that you had the pleasure 
of appearing before a meeting of this fine organization in New York 
as I have on occasions, and I am delighted to pay my respects to Mr. 
Held and to his associates for the great work they are doing in connec- 
tion with the Golden Ring Clubs and, personally, I am delighted to 
see you all here in Washington. 

Mr. Foranp. I may add right there that it was my pleasure last year 
or 2 years ago to speak before this group in Carnegie Hall where the 
place was packed to the rafters. There is real interest by this group 
in this proposal. 

Mr. Mason. May I ask, Mr. Chairman, what are the qualifications 
for belonging to this Senior Golden Club? Is it just age? 

Mr. Hexp. It is age. 

Mr. Mason. What is the age limit ? 

Mr. Hexp. Sixty-five-and over. 

Mr. Mason. Well, I have been eligible for nearly 15 years. 

Mr. Hexp. We are very glad to meet you. You are very welcome. 

Mr. Foranp. You may proceed, Mr. Held. 

Mr. Hetp. My name is Adolph Held. I am president of the Coun- 
cil of the Golden Ring Clubs of Senior Citizens. This is a voluntary 
position. Professionally, I am director of the health and welfare de- 
partment of the International Ladies’ Garment Workers’ Union. I 
was formerly president of the Amalgamated Bank of New York. 

I am accompanied to these hearings by Mr. Arthur Adams of the 
Big Six Pensioners Club, Typographical Union; Mr. Oscar Anderson 
of the Senior Citizens Community Center, St. Luke’s Lutheran Church, 
Queens; Mr. Abraham Beder of the Washington Heights and Inwood 
Social Action Committee; Mr. Peter Gallegos, membership president, 
Sirovich Day Center (named after the late Representative William 
E. Sirovich) ; Mr. Louis Guss of the Golden Ring Club of Senior Citi- 
zens; Mrs. Fanny Kriegsfeld of the Golden Age Club, YM & YWHA; 


Mr. Zalman J. Lichtenstein program director, Golden Ring Clubs; 


Mrs. Ann Mulrooney, president, Golden Age Drop-In Center, Pater- 
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son, N.J.; Mr. Sam Resnick of the Golden Ring Clubs of Senior Citi- 
—, and Mr. Antony Sassa of the Italian-American Golden Ring 
ub. 

You were kind enough to permit us to make a statement before your 
committee last year for the improved social security benefits which you 
embodied in the final bill, for which accept our sincerest thanks. 

We consider it a privilege to testify before you on the pending For- 
and bill. Its provisions are of vital importance to millions of senior 
citizens. 

Older citizens face a major threat to their security when they become 
ill. Their meager income and limited savings are quickly wiped out 
when catastrophe strikes. The burden placed on their children is 
frequently unbearable. 

Members of my delegations, if time permitted, could give you many 
cases of relatives and friends who were brought to destitution as a re- 
sult of such illnesses, 

The Forand bill, now being considered by you is, in our opinion, 
designed to help older people achieve a measure of security against 
the most dreaded disaster of later life—serious and expensive illness, 

It is imperative that Congress enact this bill as soon as possible. 
The very wealthy among our senior citizens are amply protected. The 
very poor are also more fortunate in this respect. They may turn to 
the welfare departments of their localities which take care of the in- 
digent. Caught in between are millions of the so-called middle group, 
who are financially not in a position to take care of their health in the 
years of retirement. 

We are shocked to hear the advice of representatives of organized 
medicine that those not covered by private insurance, may, in case of 
need, turn to welfare agencies. This is an affront to the dignity of 
millions of men and women, who in the course of a lifetime have built 
a modest nest in which to live out the final stage of their lives. When 
catastrophic illness exhausts their savings, it is cruel to compound the 
tragedy by subjecting them to the means test for welfare support. 

What strikes us as most illogical is the fear expressed by some doc- 
tors that the Forand bill would deprive the patients of freedom of 
choice of hospital and physician. 

Nothing could be further from the facts. The Forand bill clearly 
states that persons eligible for social security benefits will have the 
right to choose any hospital, nursing-home, or surgeon meeting spe- 
cific broad standards of professional qualifications. 

The bill provides that the cost, up to 60 days a year in a qualified 
hospital, including complete cost of all normal hospital and surgical 
services certified by a physician, will be covered. The bill for this 
care with the doctors’ certification or the bill of the surgeon freely 
chosen by the patient will be submitted to the Social Security 
Administration. 

The medical profession does not object when such bills go to Blue 
Cross, Blue Shield, or to private insurance companies—but why do 
they object to the old age and survivors’ insurance receiving the bills! 

he recent flooding of offers by private insurance companies to 
furnish health insurance to elderly people is rather interesting. It 
is not so long ago that insurance companies discontinued such insur- 
ance when the insured retired from work. Frequently, the insurance 
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companies canceled the insurance after the first prolonged illness. 
We are rather suspicious of the present offers of the insurance com- 

— It seems to us that this is an attempt to stymie the Forand 

ill. ‘ 

The latest offers of the companies is but a caricature of the provi- 
sions in the Forand bill. These policies offer $100 per day for hos- 
~ care for 31 days and a surgical allowance of $5 to $200. ‘These 

nefits are far from sufficient to cover actual catastrophic costs. 

The proponents of private health insurance for elderly people seem 
also to overlook the fact that three-fifth of our aging population have 
incomes of around $1,000 per year. The cost o ma 65-plus insur- 
ance plans would eat up a substantial part of their already inadequate 
income. 

The Federal insurance plan, such as proposed in the Forand bill 
would solve this problem on a sensible basis. Some critics say that 
such insurance would be a heavy tax on our economy. These critics 
predict that it would cost about $2 billion a year. With the great 
strides in gross production in our country, such an expenditure is not 
too great. Our annual gross national income is now well over $400 
billion. Surely the health and dignity of our senior citizens are fully 
deserving of one half of 1 percent of our economy. 

We are proud to find that the great labor organization, the Ameri- 
can Federation of Labor-Congress of Industrial Organizations hold 
the same position as we. They have fully endorsed the purposes of 
this bill and we are happy to join them in their effort. 

We owe it to our senior citizens to guarantee the fall and winter 
years of their lives. The Forand bill proposes to raise social security 
payments by one-half percent. This would guarantee our veteran 
citizens high quality care in hospitals and nursing institutions, the 
preservation of good health and a speedy return to their own homes 
and an enjoyable life. 

The 70 million now employed in business and factories throughout 
our great country will be happy to contribute to this new feature of 
health security, just as we were when we laid the foundation for the 
social security system. 

The lawmakers of our country are building a healthier and more 
abundant America. Gentlemen, by speedy enactment of the proposed 
Forand bill, you will show vision and will alleviate unnecessary suf- 
fering of millions of our senior citizens. 

Thank you. 

The Cuarrman. We thank you, sir, for coming to the committee, 
and we thank those who have accompanied you to the witness table. 

We appreciate your statement representing the views of the Council 
of Golden Ring Clubs. 

Are there any questions of Mr. Held? 

We thank all of you for coming. 

Mr. Foranp. Mr. Chairman, I ask unanimous consent that cor- 
respondence received from the Honorable William H. Meyer, the 
Congressman from the State of Vermont; Mr. George O. Shecter, 
administrator of the American Hospital in Los Angeles, Calif.; Mr. 
Thomas G. Walters with the Government Employees’ Council of the 
AFL-CIO; and Dr. Gustav Loewenstein be inserted in the record 
at this point. 

The Cuarmman. Without objection, they will appear at this point. 
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HOovsE OF REPRESENTATIVES, 
Washington, D.C., July 2, 1959. 
Hon. WILBuR D. MILLs, 
Chairman, House Ways and Means Committee, 
House Office Building. 

DEAR CHAIRMAN MILs: I write to indicate my support for H.R. 4700, the 
Forand bill, to provide insurance against the cost of nursing home and surgical 
services to those receiving old-age and survivors benefits. 

I believe that such an extension of our social security system is warranted 
as an effort to assist those who are not able to protect themselves from the 
eventualities of medical and hospital expenses at a time when they are depend- 
ent upon social security benefits. Such care is needed if the ever-increasing 
cost of medical expenses are to be met by retired persons, widows, and others 
who are covered by the social security system. I have had numerous indications 
of support for such legislation from Vermont, and there is great need for medical 
assistance of this type in our State. 

I would appreciate having an early chance to consider this bill on the 
floor of the House. 2 

With best personal regards. 

Sincerely yours, 
WILLIAM H. MEYER. 


AMERICAN HOSPITAL, 
Los Angeles, Calif., July 17, 1959. 
Re hospitalization for people over 65. 
Hon. D. 
House of Representatives, 
Washington, D.C. 

Dear Mr. Mitts: I would like to express to you my Very strong support for 
H.R. 4700, a bill to provide insurance against the cost of hospital and surgical 
services for recipients under OASI. 

I am of the opinion, however, that the bill is too generous in providing 60 
days of hospitalization in each 12-month period and up to 120 days of nursing 
home eare in a 12-month period. I would like to see this reduced until substan- 
tial experience has been gained. 

The bill, itself, is well written and it is my hope that your committee will 
approve it as soon as possible. 

Respectfully yours, . 
GEORGE SHECTER, 
Administrator. 


GOVERNMENT EMPLOYES’ COUNCIL OF THE AFL-CIO, 
: Washington, D.C., July 6, 1959. 
Hon. D. MILLs, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.C. 

My Dear CHAIRMAN MILLS: By way of introduction I am Thomas G. Walters, 
operations director of the Government Employes’ Council, AFL-CIO. The 
council is made up of 24 national and international unions and associations whose 
membership, in whole or in part, are Federal and postal employees, representing 
a membership in excess of one-half million. 

On behalf of the Government Employes’ Council I express to Congressman 
Aime J. Forand our thanks and appreciation for the introduction of H.R. 4700, 
and to you, Mr. Chairman, for scheduling hearings on this most important and 
much needed legislation. 

We greatly appreciate the opportunity of presenting this statement as an 
endorsement of the intent of H.R. 4700. We believe that we have waited much 
too long to give some hospital and medical attention to our older people, and we 
trust*that this committee will favorably report legislation having for its purpose 
the intent of H.R. 4700. 

Appreciate the opportunity of having the privilege of endorsing this type of 
legislation. 

Most sincerely, 
THOMAS G. WALTERS, 
Operations Director. 
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LITTLE Fats, N.Y., July 11, 1959. 
Hon. WILBuR D. MILLs, 
House of Representatives, é 
Washington, D.C. 


DEAR Sir: Having spent 30 years in the (successfud ) practice of medicine as a 
general practitioner, as a physician in mental institutions, and in the private 
practice of psychiatry I feel qualified to express an opinion: All is not well with 
providing adequate medical care for the people in general, for the aged in partic- 
ular, claims to the contrary notwithstanding. 

I am in favor of the Forand bill. 

Very truly yours, 
Gustav LOEWENSTEIN, M.D., 
Member, New York State Medical Society, the AMA and the American 
Psychiatric Association. 


The Caiman. Our next witness is Dr. Hampton. 

Mr. Hertone. Mr. Chairman, while Dr. Hampton is taking his seat, 
I should like to present him to the committee. He is a warm personal 
friend of mine, a distinguished member of the medical profession of 
the State of Florida. 

He is the chairman of the committee on legislation and public pol- 
icy of the Florida Medical Association, an association in which, in my 
judgment, is a most progressive association and which is doing some- 
thing about this problem of medical assistance to the elderly in a 
State which has probably as high or a higher percentage of elderly 
people among its population as any other State. 

The Cuarrman. Thank you. 

Dr, Hampton, if you will, give us your ful] name, address, and the 
capacity in which you appear. 


STATEMENT OF DR. H. PHILLIP HAMPTON, CHAIRMAN, COMMITTEE 
ON LEGISLATION AND PUBLIC POLICY, FLORIDA MEDICAL ASSO- 
CIATION 


Dr. Hampron. Thank you. 

Tam Dr. H. Phillip Hampton, of Tampa, Fla., where I am engaged 
in the private practice of medicine. 

The CuairmMan. You are representing the Florida Medical Asso- 
ciation 

Dr. Hampron. Yes, sir. I am representing the Florida Medical 
Association as a member of the board of governors of the legislative 
and public policy committee. 

The CHarrMan. You are recognized, sir, for 5 minutes. 

Dr. Hameron. Thank you, sir. 

Due to limitations, I will not be able to read my entire statement. 

The Cuarrman. It will appear in the record. 

Dr. Hamrpron. Thank you, sir. 

If a problem in the economy and distribution of medical and hos- 
pital care exists in this country, can it not be solved by application 
of American ingenuity with the incentive and under the proven princi- 
ples which have been our strength and not resort to questionably 
effective plans as tried by other governments foreign to our way and 
destructive of our traditional principles ? 

That was the purpose of the medical doctors of Florida when, in 
1954, they requested the Governor to appoint a committee to study the 
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problems of medical and hospital care in this State with particular | gg 
reference to those who were unable to provide this care for themselves, } p¢ 
The committee report, published in two volumes, presented the fol- {| yw, 
lowing major findings: Although the Florida constitution charged } 
the county government with the responsibility of providing hospital 
care for the indigent, the majority of counties either ignored the | 4, 
responsibility or budgeted an amount entirely inadequate to provide { re 
proper hospital care. Asa result (a) hospitals were usually required | sy 
to absorb all or part of the cost of indigent hospitalization and passed 
this cost on to paying hospita) patients and (b) the county lines often ] pe 
acted as a barrier to good medica) care and prevented efficient use of } of 
existing hospitals established under the regional hospital system in | ¢ 
neighboring counties. be 
There are two groups of individuals unable to pay for medical and ] ¢h 
hospital care: (a) those persons on the State welfare rolls who re- [| ¢¢ 
quire public assistance for food, clothing, and shelter and (b) those 
persons who, after proper investigation, are found able to provide | jp 
the basic necessities for themselves but cannot meet the cost of medical | ¢ 
care and hospitalization—the medically indigent. co 
The committee recognized that indigency was a disease with eco- | m 
nomic, sociologic, medical, and political causes which needed to be | to 
eradicated by specific treatment in order to rehabilitate the individual pa 
to independence. A merely supportive approach to the problems of , 
indigence leads to an incurably chronic condition of indigence as a a 
way of life with the individual completely dependent upon the State | 4), 
and free of responsibility. eX 
The committee recommended establishment of a uniform system of | tig 
hospitalizing the acutely ill indigent by creation of a State and county | | 
matching fund out of which payments might be made directly to | Qj 
hospitals for the costs of caring for certified indigent; the smaller | pe 
government (county) units would be encouraged to assume the major ’ 
administrative and financial responsibility. Plans for care.of the | gy, 
chronically ill and outpatient care of indigent were to be made after | the 
additional study. It was assumed the doctors of Florida would con: | po; 
4 tinue their services to the acutely ill, hospitalized indigent persons ‘ 
- without charge, pending further study. Th 
= The recommendations were enacted into law by the Florida Legisla- | gop 
ture and became effective January 1, 1956. The program is adminis | pr 
tered through the county health officers and is flexible enough to | yjq 
meet the individual problems of each county. The health officer may | 3 
delegate determination of indigence and other duties to qualified agen- | foy 
cies. A one-page form is used by the physician who makes the diag- } py 
nosis and refers the patient for hospital admission, by the social 
worker who determines indigence, and by the hospital for the bill. of t 
Of Florida’s 67 counties, 64 (97 percent of the population) volun- | tai 
tarily joined the statewide program to provide hospital care for the | 4 
acutely ill indigent and the plan has functioned to the satisfaction | tho 
of patients, hospitals, and physicians. No one is denied hospital care | anc 
who needs it. of 1 
With a yearly expenditure of approximately $2 million in State | ord 
funds, and $2 million in county funds about 22,000 indigent are | the 
rovided hospital care each year at an average hospital daily cost of | 5 
20 and average hospital stay of 9.6 days; 46 percent have been public | rea] 
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assistance recipients and 54 percent medically indigent. Some 26 
percent were age 65 and over. In only 10 percent of the admissions 
was there participation in payment to the hospital by family, charit- 


able organizations, or insurance. 

As the 1959 Florida Legislature found itself hard pressed for 
funds, the State appropriation for hospita) care of public assistance 
recipients was made to the State board of health with instructions to 
supplement it with Federa) matching funds, 

A\though we are of the opinion that indigent care programs should 
be administered and financed as close to home as possible, the doctors 
of Florida have cooperated in advising the State heard of health and 
State welfare department on a contract by which os care can 
be provided welfaie recipients by using State and Federal funds in 
the same program of hospital care for the medically indigent using 
State and county funds as previously described. 

However, the arrangements have not been easy due to the rigidit, 
in Federal regulations, as interpreted by the State welfare board, 
concerning the use of Federal matching funds. One might almost 
conclude that the law and regulations were so written as to require 
medical care to be completely administered by welfare agencies and 
to exclude the medically oriented agencies and medical doctors from 
participation in the planning or administration of the health pro- 
The legislation under consideration would vastly 

roaden health care under the department of welfare and another 
broad health program has been proposed to the Congress in an 
expansion of rehabilitation activities under the department of educa- 
tion. 

Continuing their study‘ on the problems of medical care, the second 
Citizens Medical Committee on Health appointed by the Governor 
recently made the following pertinent recommendations: 

1. For the extension of the benefits of health insurance: Through 
every practicable channel encourage the development and promote 
the use of voluntary low-cost health insurance which will extend 
benefits to the aged and cover long-term illnesses. 

2. For reduction in the costs of hospital care in long-stay illnesses : 
The encouragement of the construction and operation of “limited 
service hospitals” in close proximity to major general hospitals to 
promote early transfer of patients from general hospitals and to pro- 
vide efficient long-term care of chronic diseases. 

3. For more adequate nursing home care: Legislative authorization 
for the welfare board to cmipieenent a program to pay the cost of 
nursing home care for public assistance recipients, this to be provided 
by county, State, and Federal matching funds; also encouragement 
of the active participation of religious groups in developing and main- 
taining nursing home facilities. 

4, ry or accessible and economical medical care for the aged and 
those with chronic illness; The expansion of present outpatient clinics 
and the organization of additional clinics to meet the medical needs 
of the indigent aged and the chronically ill, with such services co- 
ordinated with and fully utilized in expanding and strengthening 
the intern and resident medical training program. 

5. For home care of the aged and the chronically ill: Within the 
realm of existing health agencies expand and modify community 

44432—59——15 
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nursing programs so the services of visiting nurses will be widely 
available and existing welfare agencies to sponsor foster home car, 
and homemaker and friendly visitor services. 

6. For the provision of medical services to recipients of publi 
welfare: The assignment of responsibility for medical and health 
matters to the medically directed health agency with the evolution 
of appropriate interagency administrative relationships. 

7. For increased State and local responsibility for medical care of 
the indigent program: Use every possible influence to obtain a release 
to the States of tax sources now utilized by the Federal Government 
for the support of health services with planning and administrative 
responsibility centered as close as practicable to those served. 

In accordance with these recommendations the Florida Legislature 
this year amended the hospital service for the indigent law to include 
outpatient medical care and development of ancillary medical and 
nursing outpatient services and implementation is proceeding as 
rapidly as available funds permit. 

The Florida Medical Association has created the Florida Medical 
Foundation for the purpose of providing medical services for care of 
the indigent, postgraduate medical education, and research. This 
organization can work closely with the State board of health and 
State welfare department in providing and coordinating these medical 
services. 

The fabulous advances made in the field of hospital and medical 
insurance in recent years attest the responsibility the people of this 
country feel to individually provide medical care for themselves. In 
1958, a survey revealed that 63 percent of the population have health 
insurance, but only 35 percent of those aged 65 and over were insured. 
Led by Blue Shield and Blue Cross, insurance companies in Florida 
are improving their insurance coverage and are offering medical and 
hospital insurance on an individual basis to the aged. This is the 
American way. 

In Florida, no one who needs it goes without hospital care. Volu- 
tary health insurance is being rapidly expanded and is the answer 
for the majority. Health needs of the idiot are provided for by 
medically directed statewide programs. 

Only the practicing medical doctor can prevent the abuses neces 
sary to insure the economical and efficient operation of these medical 
insurance and indigent care programs. The initiative of the medical 
profession must be encouraged to assume the responsibility of thes 
efforts, but it would be thwarted by Government programs such asthe 
proposed legislation. 

Florida is well on the way to finding answers to the economic prob 
lems of modern medical care through novel applications of traditional 
principles of individual responsibility in a cooperative manner. 

We do not need additional Federal legislation to solve these prob: 
lems but we do need a relaxation of the rigid regulations directing 
health activities under Federal welfare control and we do need releas 
of certain Federal taxes collected in our State so that these fund 
might be applied to solving our particular health problems 1n ol! 
way. 

(The remainder of the statement follows :) 


: 
Ke of 
of 
me 
the 
me 
me 
Fu 
lim 
dif 
pre 
tio! 
nel 
am 
wel 
thr 
the 
par 
1 
pre 
of 
COS 
ag 
fun 
met 
ach 
T 
pro 
pro: 
the 
fre 
pow 
Yo 
100 
the 
1S ( 
can 
\ 
a 


widely 
> Care, 


public 
health 
lution 


are of 
"elease 
nment 
rative 


lature 
nelude 
il and 
ng as 


edical 
‘are of 

This 
h and 
edical 


edical 
of this 
s. In 
health 
sured, 
‘lorida 
al and 
is the 


V olun- 
Nswel 


for by 


neces: 
redical 
redical 
f these 
as the 


prob- 
itional 


prob: 

recting 

release 
funds 
in our 


BENEFITS FOR OASI BENEFICIARIES 211 


TRADITIONAL PRINCIPLES 


Medical care has been a matter of individual responsibility of both the patient 
who seeks the care and the doctor who administers it. This historical principle 
of medical economy as practiced in our country has produced the highest quality 
of medical care more generally available than in any other nation in the world 
today or in history. 

Those governments who, in recent years, assumed the obligation to provide 
medical care for its citizens have, as a result, diminished the quality, increased 
the cost, and thwarted medical progress in comparison to the achievements of 
medical care in the United States provided under the principle of bilateral in- 
lividual responsibility. 

Traditionally, the individual physician has assumed the obligation to provide 
nedical care to those who request his services regardless of their ability to pay. 
Fulfillment of this responsibility depends upon the physician’s abilities and 
limitations of the environment. As the need for hospital facilities to provide 
good modern medical care for serious illness has increased, it has become more 
dificult for the individual physician, especially in the urban environment, to 
provide medical care for those unable to pay the costs of the facilities, medica- 
tions and services required. Local and State governments in a variety of man- 
ners have assumed some of these costs for the indigent sick. More recently, by 
amendments to the social security law, the Federal Government has sought to 
standardize medical care for the indigent as a function of the department of 
welfare and assume the bilateral responsibility of medical care for these citizens 
through the medium of Federal-State matched payments to “vendors” of med- 
ical services to public assistance recipients. 

The proposed legislation under consideration, H.R. 4700, would assume for 
the Federal Government the responsibility of providing medical services for a 
segment of the population without the requirement of indigence. With only a 
change in age limits the entire population would be relieved of this vital in- 
dividual responsibility and the services of the medical profession would be a 
part of the Government welfare program. 

Thus a program of Government medical care would be achieved with little 
promise of providing a better quality or less costly medical care for the people 
of this country. Admittedly, the bookkeeping would be streamlined, but at what 
cost in individual liberty inevitably lost when responsibility is surrendered. Can 
a government founded on the sovereignty of the people afford so great a loss 
of individual responsibility which is the foundation of sovereignty ? 

Laws and regulations must not be created that will thwart exercise of the 
fundamental American medical economic principle of bilateral responsibility for 
nedical care in solving today’s health problems as they have so successfully 
ichieved major medical advances in the past. 

The commerce and institutions developed in the solution of today’s health 
problems by voluntary health insurance and medically directed indigent care 
programs would strengthen the economy and our most vital national resource, 
the initiative of individual responsibility. Government financed welfare directed 
free medical care programs will tax our economy and weaken the sovereign 
power of the people. 


The Cuarrman. Dr. Hampton, we thank you, sir, for bringing to 
us the views of the Florida Medical Association on this legislation. 
You have presented your case in a very fine manner. You have made a 
rood witness. 

Dr. Hampron. Thank you, sir. 

The Cuarrman. Mr. Mason ? 

Mr. Mason. All I want to say, Dr. Hampton, is this: You are 


the second physician today who has been telling us what your tSate 


s doing toward the solution of this problem, and that is the Ameri- 
“an Way, 
Mr. Hertone. Will the gentleman yield at that point? 
he Cuamrman. Mr. Herlong. 
Mr. Hertona. I would like to stress a statement that the doctor 
nade that no one in Florida is denied hospital care that needs it. 
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The Cuarrman. Thank you again, Doctor. 

Dr. Hamrron. Thank you. 

I would like to say, if I may, that I was impressed by Mr. Alger; 
comments this morning about catastrophic or major medical ingy. 
ance. I believe that is the answer as he pointed out this morning, 

This thing of preventing the abuses to any type of insurance policy 
whether it is voluntary, whether it is commercial, or whether jt ; 
Government, is the key because, if the patient stays in the hospit,] 
one more day on an average, that is where the costs go up and th 
doctors are practically the only people who can prevent those abusy 
and they must be encouraged to assume that responsibility rather thay 


letting that initiative and responsibility atrophy by Government 
paternal assumption. 


The Coarrman. Thank you, sir. 

Dr. Hampron. Thank you, sir. 

Mr. Aucer. Mr. Chairman. 

The Cuarrman. Mr. Alger. 

We have a rule around here that when you refer to a membe, 
he is expected to pick up at that point and say something in his om 
defense, so we will have to recognize Mr. Alger. 

Mr. Acer. Mr. Chairman, I do not think we always wait tok 
recognized in that circumstance. 

Dr. Hampton, you make the point, if I get it, that there are two 
groups of individuals that do need help and you are not contesting 
that, first, people on the welfare rolls who cannot take care of then- 
selves; secondly, the medical indigent, and Florida law, as brought 
out under questions by the gentleman from Florida, is moving to help 
these two groups of people who have the difficulty and you are doing 


this without asking an overall, all-inclusive Federal program. 

Dr. Hampton. That is true, sir. 

Mr. Areer. You made another statement on page 5 that I want to 
compliment you on because you pointed out that the medical car 
quality we have in this Nation is greater than in any other nation i 
the world today. This has occurred, if you please, without the typ: 
of compulsory Federal legislation now eg: asked for. 


Secondly, you make another statement here which supports what 
the gentleman from Florida said earlier, quoting from page 5: 

Traditionally, the individual physician has assumed the obligation to provide 
medical care to those who request his services regardless of their ability to pay. 

Over and over we are hearing from the doctors, unless they at 
falsifying before this committee, that people who need the medical 
care are getting it, and those who are proponents of this bill and 
who think we also ought to have compulsory legislation are not prov 
ing their case that the people are not getting medical care. 

I hope that you will follow these hearings because I asked Mr. 
Cruikshank this morning if he would submit a list of the record of 
cases where people are being turned away and, if there is any legitr 
mate statement which he makes in that regard, I hope that you folls 
will be prepared in turn to answer Mr. Cruikshank. 

Dr. Hampton. Thank you, sir. We invited the inspection. 

Mr. Arcer. I did ask that the record be left open and that wis 
granted. 
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If the AMA would add further light to this, I would appreciate it. 

The CuamrrmMan. That permission has already been granted. 

Thank you again, sir. 

Our next witness is Dr. Irving. 

Dr. Irving, the Chair observes our colleague from Iowa, the Hon- 
orable Ben Jensen, who is present. 

Mr. Jensen, would you like to introduce these gentlemen ? 


STATEMENT OF REPRESENTATIVE BEN F. JENSEN, OF IOWA 
Mr. Jensen. I would be pleased and honored to do that, Mr. Chair- 


man. 

Mr. Chairman and members of the committee, I would like to intro- 
duce two very eminent doctors of Iowa. I have learned to respect 
the doctors of Iowa and the doctors of America. These doctors are 
very modest people. They cover their light under a bushel. 

he doctors of Des Moines, Iowa, I have learned, do many opera- 
tions and serve a lot of old people for exactly nothing. It warms 
my heart to know such people. 

We are proud of these doctors of ours in the State of Iowa and I 
am sure they are a fair example of the doctors of this Nation. 

First, I want to introduce Dr. Irving, who is chairman of the Legis- 
lative Committee for the Medical Society of Iowa, and next Dr. 
Wichern, who is the cochairman of the Legislative Committee of the 
Iowa State Medical Society. 

Dr. Irving will speak first, Mr. Chairman. 

The Cuarrman. Dr. Irving, you live in Des Moines, do you? 


STATEMENT OF DR. NOBLE W. IRVING, CHAIRMAN, IOWA STATE 
MEDICAL SOCIETY’S COMMITTEE ON LEGISLATION; ACCOM- 
PANIED BY DR. HOMER E. WICHERN, COCHAIRMAN 


Dr. Irvine. Yes, sir. 

The Cuarrman. Dr. Wichern, you live in Des Moines? 

Dr. Wicuern. Yes, sir. 

; The CuamMan. You are going to make the statement, are you Dr. 
ving? 

Dr. Irvine. Yes. 

The Cuairman. I notice we have you limited to 5 minutes. 

You are recognized for 5 minutes. 

Dr. Irvine. Thank you, sir, and members of the committee. 

Honorable chairman and members of the committee, I am Dr. Noble 

. Irving, of Des Moines, Iowa, where I am engaged in the pri- 
vate practice of medicine. I am chairman of the Iowa State Medical 
Society’s Committee on Legislation, in which capacity I am appear- 
ing. Accompanying me is Dr. Homer E. Wichern, also of Des Moines, 
and in private practice. He is cochairman of our committee. 

I wish to thank your committee for the opportunity and privilege 
of appearing before it on behalf of the Iowa State Medical Society 
and in behalf of the 2,500 Iowa doctors of medicine to discuss H.R. 
4700, introduced by Hon. Aime J. Forand, of Rhode Island. 

lowa physicians have reached a degree of unanimity seldom at- 
tained in: First, proposing and carrying out a positive plan of action 


= 


214 BENEFITS FOR OASI BENEFICIARIES 


for improving voluntary ways and means of financing health care fy 
our senior citizens; and secondly, in opposing H.R. 4700. 

Our society some 3 years ago intensified its studies toward solving 
some of the medico-economic problems of the aged. The Iowa State 
Medical Society, cooperating with the Iowa Hospital Associatioy, 
Towa Dental Association, and Iowa Nursing Home Association, estab. 
lished the Iowa Joint Council for Care of the Aged—one of the first, 
if not the first, such State groups to be organized. Its purpose is to 
determine the extent to which health care problems of all types exis 
in Iowa and to recommend remedial measures. 

The Iowa State Medical Society’s Blue Shield plan was the first in 
the Nation to place a special, low-cost “senior 65” plan on the market 
at a rate within the ability of nearly all except the indigent to pay. It 
has met with an excellent public response. The same is true for the 
Iowa Hospital Association’s Blue Cross plan sold concurrently. At 
least two large, private insurance companies have chosen Iowa within 
the past 2 years to introduce policies for the aged and others are en- 
tering this field on an accelerated basis. 

Iowa doctors are assuming that this committee, proponents, and 
opponents of H.R. 4700, all sincerely want the same thing: the bes 
medical care for our senior citizens, together with all others. We 
earnestly thank Mr. Forand for focusing attention on this matter of 
health care for the aged at the national level and in Iowa, which has 
one of the highest percentages of people 65 or over in the Nation, 

However, Iowa doctors feel the approach inherent in ELR. 470 
toward solving the various problems through the medium of further 
expansion of social security into this field is seriously in error because: 

1. Any problem, that can be met voluntarily by private enterpris 
should not be entered by Government. 

2. It would interpose the Government between the patient and the 
doctor. 

3. The vast majority of Iowa doctors are convinced that the time- 
tested practice of medicine on a voluntary basis provides the best pos 
sible care for any segment of our population. So firmly convinced ar 
they of this fact, that they are underwriting, where needed, mor 
than half the cost of their services. 

4. It is unnecessary. Accelerating forces are at work that will 
reduce substantially the number of retired persons supposedly requi 
ing subsidization by Government. More and more insurance com 
panies in Iowa are following the lead of the Blue plans in allowing 
policyholders to retain health insurance after age 65, or retirement, 
without loss of coverage or increase in premium. In some areas of 
coverage, such as paid-up-at-65 policies and major medical, insurance 
companies are leading Blue Shield. 

5. The doctors of Towa see this bill as a major beginning toward 
an ever-expanding Government-controlled health care program leat- 
ing inevitably to compulsory national health insurance and all its 
evils. - 

The examples of positive plans and cooperative efforts and accoll- 
plishments in Iowa which I have listed are continuing to grow. Sue 
voluntary methods, in conjunction with already existing State and 
local agencies, including Federal aid, can and will solve the problems 
of health care for the aged in Iowa without the intervention of the 
Federal Government. 
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We ask that this committee give us reasonable time to perfect these 
Jans and cooperative efforts for the health and well-being of over 
2.700.000 Lowans. 

Thank you. 

The CHAIRMAN. Dr. Irving, we thank you, sir, and Dr. Wichern, for 
coming to the committee and giving us the thinking of the Iowa State 
Medical Society. We appreciate your coming from Iowa to the com- 
mittee for this short period to help. 

Mr. Jensen, we want to say we appreciate your accompanying these 
gentlemen. We know you have a very busy schedule. We appreciate 
your being here to introduce them. 

Mr. Jensen. Thank you, Mr. Chairman. 

The Cuamman. Are there any questions ? 

Mr. Mason. I just want to make the statement that this is the 
third State that is doing constructive work toward solving this 
problem. 

Mr. Foranp. Mr. Chairman. 

The CHamrMAN. Mr. Forand. 

Mr. Foranp. Dr. Irving, you have commented on the fact that 
Iowa was the first State to have the Blue Shield senior-65 plan 
accepted by the physicians and put into operation. 

You did not intend to leave with the committee the impression that 
all the doctors in Lowa were very heartily in favor of this, did you? 

Dr. Irvine. No, I certainly did not, Mr. Forand. 

Mr. Foranp. Because I have information here that on a motion to 
defeat the adoption of the plan, the vote was 43 for defeating it and 
in favor of it. 

Dr. Irvine. In the house of delegates, as I recall the figures—and 
I have to recall them from memory—in adoption of the plan it was a 
2-to-1 vote ; 66 to 33, sir. 

Mr. Foranp. 66 to 33. 

Dr. Irvine. I believe that is right. 

Mr. Foranp. [have here 43 to 56. 

Dr. Irvine. I think that was the vote on reconsideration of the 
plan. 

Mr. Foranp. Whatever it was, there was opposition to it ¢ 

Dr. Irvine. Yes, there is opposition to the plan. 

Mr. Foranp, A substantial segment of your organization. Then, 
[have further information which I received from a doctor in Iowa, 
who does not want his name published, of course, because he says, “One 
would certainly be crucified if his name were to become known,” indi- 
cating that sanctions would be used against him. 

However, he goes on further to say that : 

If only seven men had changed their minds, there would have been no senior 
6) and no Iowa Blue Shield. The only thing which held it together even then 
was the totalitarian way in which the executive committee of the Iowa Blue 
Shield, several of them officers of the Iowa State Medical Society, was bullying 
this program through and published it in the newspapers statewide before the 
doctors of the State had even a prayer to say. No, the Soviet at its very best 
could not have bullied their ideas through any better. 

Have you any comments on that / 

Dr. Irving. We have had opposition, Mr. Forand, but I believe as 
a physician and trying to conduct our manners in the State society, 
we have done it on a democratic basis. We had this problem before 


“3 
» 
= 
va 


216 BENEFITS FOR OASI BENEFICIARIES 


the special house of delegates in February. It was voted by a 2-to1 
vote then. 

It was also from then until April reconsidered by the membership 
The delegates voted in April again by that size vote to put the pro. 
gram into effect. 

Mr. Foranp. That followed quite a series of information bulletin; 
sti were issued by the Union County Medical Society of Chariton, 

owa. 

I have here their bulletins fighting tooth and nail against the 
adoption of any Blue Shield plan, so I would not want the committe 
m get the impression that this was all peaches and cream by a long 
shot. 

Dr. Irvine. I did not wish to leave that impression with the com. 
mittee, Mr. Forand. 

Mr. Foranp. I am not accusing you of having done that, but 
just want to clear the picture. 

Dr. Irvine. I think there is inherent in Iowa, perhaps in other 
States, the difference in the rural community and the urban con- 
munity, and that raises differences of opinion as to how this should 
best be done, but this was carried on in a democratic way in my opin- 
ion and was received by the membership and we feel that we should 
get behind the program and try and make it a success. 

Mr. Foranp. May I say this only: That whether it is this program, 
or the pees outlined in my bill, or some other program that would 
solve the big problem that we are facing, and that is care of the aged, 
I hope all of us will continue our efforts to that end. 

Thank you very much. 

Dr. Irvine. That is right. 

I would like to say that I am sure you will find the physicians of 
Iowa will go behind such programs the majority feel are necessary 
to take care of this problem and you won’t see a resistance movement 
on their part oat your bill become law. We are physicians firs, 
sir. 

Mr. Foranp. Thankyou. That is all. 

The Cuatrman. Are there any further questions? 

If not, gentlemen, again we thank you for coming to the committee 

Our next witness is Mr. Gordon Brewer. 

Mr. Brewer, will you identify yourself for the record by giving us 
your name, address, and capacity in which you appear. 


STATEMENT OF GORDON E. BREWER, CIVIL SERVICE COUNSEL, 
AMERICAN FEDERATION OF STATE, COUNTY, AND MUNICIPAL 
EMPLOYEES, AFL-CIO; ACCOMPANIED BY LAWRENCE T. SMED- 
LEY, RESEARCH DEPARTMENT, AND KATHERINE ELLICKSON, 
ASSISTANT DIRCTOR, DEPARTMENT OF SOCIAL SECURITY, 
AFL-CIO 


Mr. Brewer. Mr. Chairman and members of the committee, I am 
Gordon E. Brewer, civil service counsel for the American Federation 
of State, County, and Municipal Employees, AFL-CIO. 

I am accompanied today by my associate, Mr. Lawrence Smedley, 
of our research department, and Mrs. Katherine Ellickson, of the 
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social security department of the AFL-CIO, who has very kindly con- 
sented to assist us in case of technical questions. ; 

First of all, let me say that our union is comprised of approxi- 
mately 200,000 members—public employees, in 46 States. 

I wish to express my appreciation, as well as that of our members, 
to the committee for this opportunity to present our views in favor 
of H.R. 4700, popularly known as the Forand bill which will provide 
hospital, nursing home care, and surgical services for the recipients 
of old age and survivors insurance benefits. ; 

Mr. Nelson Cruikshank, director of the department of social secu- 
rity of the AFL-CIO, has hee! made a detailed statement in sup- 

rt of Congressman Forand’s bill. We wholeheartedly endorse the 
position taken by Mr. Cruikshank on this proposal as the spokesman 
for the organized labor movement in this country. We intend to 
supplement Mr. Cruikshank’s excellent statement by some additional 
information, showing the great need of our own members for the type 
of protection which will be afforded to all recipients of old age and 
survivors insurance benefits by this bill. 

As civil service counsel for our union, I am responsible for the work 
of the department of research and service. In addition to the usual 
wage and fringe benefit surveys which research people customaril 
prepare, we advise our membership on questions relating to civil 
service, retirement, social security, and health insurance plans. We 
have drafted many of the retirement laws which are in existence 
throughout the country. We have also worked closely with State 
and local governments in obtaining the adoption of health and acci- 
dent insurance plans. Consequently, we are intimately acquainted 
with the problems of retired public employees in this field. 

State, county, and municipal employees in general, and our mem- 
bers in particular, desire the passage of the Forand bill. There are 
approximately 2 million employees of State and local governments 
participating in the social security program at the present time. 
OASDI provides the only retirement benefits available to approxi- 
mately 800,000 State and local governmental employees, a grou 
which comprises one-eighth of all State employees and seep a 
of all local governmental employees. OASDI coverage represents 
the only form of retirement benefits available for 30 percent of all 
county and 21 percent of all special district employees. In 12 States, 
social security provides the only retirement protection for a majority 
of public employees within our jurisdiction. While it is true that 
a majority of State, county, and municipal employees participating 
in the social security program are covered by additional retirement 
systems, it should be pointed out that where a combination with social 
security has taken place, by and large there has been a diminution 
of the benefits received under the State or local retirement systems, 

Even though retirement benefits in the public employee field are 
still far from adequate, it is only fair to state that in some cases 
where a combination of retirement systems and social security has 
taken place, the retirement coverage allowances received by our mem- 
bers compare favorably with those received by the general popula- 
tion. In spite of this fact, the experience of our retired oteel m6 in- 
dicates that they are having considerable difficulty in paying for 
adequate health coverage, and have suffered great hardships as a 
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result of costly medical bills. Our union is not only aware of the 
hardship among our own members but we find ourselves in a uniqu 
position to understand the problems of the aged generally, We 
have thousands of our members who are social caseworkers or ep. 
ployees in hospitals, institutions, and homes for the aged, and they 
have firsthand knowledge of the problems of retired workers anq 
their families. From my discussions with these members, one of the 
foremost problems is adequate health care for the aged. 

I do not believe anyone can dispute the difficulties and hardships 
that persons over age 65 experience in trying to provide adequate 
health coverage for themselves and their dependents. There are jp 
this country today approximately 15 million people of 65 years or 
older, 60 percent of whom have incomes of less than $1,000 a year and 
approximately half of whom have financial assets of $500 or less, 
Only a minority have voluntary health insurance and most of such 
coverage is inadequate, and will only meet a small part of their medical 
bills. Persons in this 65-year age group actually require twice as 
much hospital care as younger people. Thus, these people find them- 
selves in a high risk, high cost group, with inadequate resources to 
pay their surgical and hospital costs. Adequate coverage by private 
insurance is not possible since premiums fairly computed will be 
higher than most aged people can afford. 

It is true that some commercial insurance companies have recently 
established health insurance coverage for older people. Despite 
favorable publicity, careful analysis shows the impossibility of pro- 
viding adequate health insurance for the aged by private means. Let 
us look for a moment at the plan which has received the most favor- 
able response. It includes— 

$10 per day maximum for hospital benefits; 
Maximum of 31 days in the hospital: 
maximum of $100 for hospital extras; 
payments for surgery limited to not more than $200; 
No coverage for skilled nursing home care, home nursing, 
or any nonsurgical medical care; 
(7) Six months’ exclusion of preexisting conditions. 

These benefits are to be provided for a premium of $6.50 per month 
per person. It is obvious that such policies will cover only a small 
portion of the total medical care costs today. Special note should be 
made of the exclusion of preexisting conditions as few people reach 
age 65 without some prior ailments. There is certainly no guarantee 
that the rate for this inadequate coverage will not be raised for the 
overall group. Medical cost is the fastest rising item of all the 
major components comprising the cost-of-living index. There } 
every indication that this trend will continue and even accelerate. 
Thus, it should be obvious that the cost of health insurance will rise 
at a faster rate than retirement allowances and will require an 10- 
creased percentage of total retirement income. 

The average old-age and survivors insurance primary benefit, even 
now, is only slightly over $70 per month. The premium of the pre 
viously described plan, $6.50 per person per month, amounts to about 
9 percent of such income. This is equivalent to $36 on a $400 income. 
Nine percent is the most favorable percentage comparison which cal 
be made for this average benefit. As I stated before, there are other 
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plans which are even more costly. When one considers that the wife 
receives only one-half the primary benefit or the widow three-fourths, 
the percentage which must be taken from retirement income to provide 
this grossly inadequate insurance becomes even more startling. How 
are these people expected to pay the costs for a catastrophic illness 
when such expense far exceeds the previously described benefits? 
Elimination of frills is not possible on a small retirement income 
which is entirely consumed in providing the basic necessities of life 
such as food, clothing, and shelter. The sacrifice of basic necessities 
isa very high price to pay for insurance coverage when one still has 
topay the bulk of the medical bills. 

fh addition, persons presently covered by health insurance are indi- 
viduals whose health and financial condition enable them to secure 
coverage. It will be increasingly difficult to broaden coverage by 
private insurance in the future to less fortunate members of our aged 
population. There will always be a large number who will never be 
able to secure any type of health insurance coverage. While there 
is some care available for the medical indigent, it is usually sub- 
standard and inadequate. The aged should be spared the humilia- 
tion of charity and given the right to receive medical care with dig- 
nity. Thus, it seems clear that proper health protection for this 
group can only be provided by governmental action. Proper care of 
the aged has always been considered a social responsibility and there 
isno reason why the definition of proper care should not be broad 
enough to cover adequate medical care, which most aged are currently 
unable to afford. 

The old-age and survivors insurance system is the best mechanism 
to administer a program of medical care for the aged. It is the 
logical means of spreading the cost of hospital care for the aged over 
the entire working population at a time when they are able to bear such 
costs. Thus, in the future, individuals who retire will receive medica] 
care which they have paid for in advance and which is theirs as a 
matter of right. The administrative difficulties resulting from imple- 
menting the program would be held to a minimum since the same 
records and procedures could be utilized. For example, existing tax 
reports and wage records could be used for identification of eligible 
persons. It only requires a small increase in the social security tax 
rate to provide protection to those now 65 years or older who would 
be entitled to immediate benefits. 

Removal of the aged from private health insurance coverage will 
enable insurance companies to provide greater benefits at lower cost 
tothe rest of the people. In addition, there are many secondary social 
benefits. For example, the bill will ease the financial burden of hos- 
pitals by relieving them of the care they must now give on a charity or 
below-cost basis. It will relieve welfare agencies, both private and 
governmental, of a considerable financial load now carried by the 
public, 

Fears are always expressed whenever social insurance legislation is 
Proposed. We only have to look back to when the old-age and sur- 
vivors Insurance program was first advanced. There were fears that 
costs would be excessive, that individual decision making and thrift 
would deteriorate, that private savings would be curtailed and capital 
formation impeded, and that private insurance provisions for old age 
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result of costly medical bills. Our union is not only aware of the 
hardship among our own members but we find ourselves in a unigue 
position to understand the problems of the aged generally, We 
have thousands of our members who are social caseworkers or em. 
ployees in hospitals, institutions, and homes for the aged, and they 
have firsthand knowledge of the problems of retired workers anj 
their families. From my discussions with these members, one of the 
foremost problems is adequate health care for the aged. 

I do not believe anyone can dispute the difficulties and hardships 
that persons over age 65 experience in trying to provide adequate 
health coverage for themselves and their dependents. There are jp 
this country today approximately 15 million people of 65 years or 
older, 60 percent of whom have incomes of less than $1,000 a year and 
approximately half of whom have financial assets of $500 or less, 
Only a minority have voluntary health insurance and most of such 
coverage is inadequate, and will only meet a small part of their medical 
bills. Persons in this 65-year age group actually require twice as 
much hospital care as younger people. Thus, these people find then. 
selves in a high risk, high cost group, with inadequate resources to 
pay their surgical and hospital costs. Adequate coverage by private 
insurance is not possible since premiums fairly computed will be 
higher than most aged people can afford. 

It is true that some commercial insurance companies have recently 
established health insurance coverage for older people. Despite 
favorable publicity, careful analysis shows the impossibility of pro- 
viding adequate health insurance for the aged by private means. Let 
us look for a moment at the plan which has received the most favor- 
able response. It includes— 

(a) $10 per day maximum for hospital benefits; 

(6) Maximum of 31 days in the hospital; 

(c) maximum of $100 for hospital extras; 

(d) payments for surgery limited to not more than $200; 

(e) No coverage for skilled nursing home care, home nursing, 
or any nonsurgical medical care; 

(7) Six months’ exclusion of preexisting conditions. 

These benefits are to be provided for a premium of $6.50 per month 
per person. It is obvious that such policies will cover only a small 
portion of the total medical care costs today. Special note should be 
made of the exclusion of preexisting conditions as few people reach 
age 65 without some prior ailments. There is certainly no guarantee 
that the rate for this inadequate coverage will not be raised for the 
overall group. Medical cost is the fastest rising item of all the 
major components comprising the cost-of-living index. There 3 
every indication that this trend will continue and even accelerate 
Thus, it should be obvious that the cost of health insurance will rise 
at a faster rate than retirement allowances and will require an 1- 
creased percentage of total retirement income. 

The average old-age and survivors insurance primary benefit, evel 
now, is only slightly over $70 per month. The premium of the pre 
viously described plan, $6.50 per person per month, amounts to about 
9 percent of such income. This is equivalent to $36 on a $400 income. 
Nine percent is the most favorable percentage comparison which cal 
be made for this average benefit. b I stated before, there are other 
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jlans which are even more costly. When one considers that the wife 
receives only one-half the primary benefit or the widow three-fourths, 
the percentage which must be taken from retirement income to provide 
this grossly inadequate insurance becomes even more startling. How 
are these people expected to pay the costs for a catastrophic illness 
when such expense far exceeds the previously described benefits? 
Elimination of frills is not possible on a small retirement income 
which is entirely consumed in providing the basic necessities of life 
such as food, clothing, and shelter. The sacrifice of basic necessities 
isa very high price to pay for insurance coverage when one still has 
to pay the bulk of the medical bills. 
? addition, persons presently covered by health insurance are indi- 
viduals whose health and financial condition enable them to secure 
coverage. It will be increasingly difficult to broaden coverage by 
private insurance in the future to less fortunate members of our aged 
population. There will always be a large number who will never be 
able to secure any type of health insurance coverage. While there 
is some care available for the medical indigent, it is usually sub- 
standard and inadequate. The aged should be spared the humilia- 
tion of charity and given the right to receive medical care with dig- 
nity. Thus, it seems clear that proper health protection for this 
group can only be provided by governmental action. Proper care of 
the aged has always been considered a social responsibility and there 
isno reason why the definition of proper care should not be broad 


F enough to cover adequate medical care, which most aged are currently 
unable to afford. 


The old-age and survivors insurance system is the best mechanism 
to administer a program of medical care for the aged. It is the 


logical means of spreading the cost of hospital care for the aged over 


the entire working population at a time when they are able to bear such 


costs. Thus, in the future, individuals who retire will receive medical 


care Which they have paid for in advance and which is theirs as a 
matter of right. The administrative difficulties resulting from imple- 


/menting the program would be held to a minimum since the same 


records and procedures could be utilized. For example, existing tax 
reports and wage records could be used for identification of eligible 
persons. It only requires a small increase in the social security tax 
rate to provide protection to those now 65 years or older who would 
be entitled to immediate benefits. 

Removal of the aged from private health insurance coverage will 
enable insurance companies to provide greater benefits at lower cost 
tothe rest of the people. In addition, there are many secondary social 
benefits. For example, the bill will ease the financial burden of hos- 
pitals by relieving them of the care they must now give on a charity or 
below-cost basis. It will relieve welfare agencies, both private and 
governmental, of a considerable financial load now carried by the 


public, 


Fears are always expressed whenever social insurance legislation is 
Proposed. We only have to look back to when the old-age and sur- 
vivors Insurance program was first advanced. There were fears that 
costs would be excessive, that individual decision making and thrift 
would deteriorate, that private savings would be curtailed and capital 
ormation impeded, and that private insurance provisions for old age 
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would be destroyed. None of these fears have come to pass. In fac, 
the security offered by old-age and survivors insurance has greatly 
peedee oarey to the growth of private insurance. It is obvious thy 
as old-age and survivors insurance stimulated the development of pri. 
vate retirement pensions, the passage of this bill will similarly stim. 
late the development of more private health insurance coverage. 

Let’s take a more recent example. You gentlemen, of course, ay 
very familiar with the fears expressed concerning the disability 
amendment to the Social Security Act. The program has worked 
well and all of the fears proved groundless. The costs were less thay 
expected. It must be a source of great satisfaction to those member 
of this committee who had the foresight and wisdom to support the 
disability amendment. 

When all the testimony has been completed, when all the facts hare 
been studied, when all the statistics have been compiled, one in. 
escapable fact cannot be ignored—the aged require more and mor 
medical care at a time when they can afford less. Society must either 
share their burden or callously ignore the grossly inadequate medical 
care they can now afford. The gains in economic benefits resulting 
from the passage of this bill will be great, but the gains in human 
values will be even greater. We sincerely hope that after this con 
mittee has given careful attention to this pressing problem, favorable 
action will be taken. 

The Cuatrman. Mr. Brewer, we thank you, sir, for bringing us for 
consideration the views of the American Federation of State, County, F 
and Municipal Employees. We appreciate your bringing Mrs. Ellick- 
son back with you and this gentleman. : 

Mr. Keoeu. Mr. Chairman, may I express my appreciation to Mr f 
Brewer ? 

The Cuarrman. Yes. 

Mr. Keoeu. I understand you were good enough to take the plac f 
of the Council of Golden Ring Clubs and give them yours so that they 
might get back to New York at a reasonable hour, and I appreciateit 
very much. 

Mr. Brewer. Certainly. 

The Cuarrman. Thank you very much. 

Are there any 

Mr. Alger will inquire, Mr. Brewer. 

Mr. Areer. Briefly, Mr. Brewer, on page 3 of your statement yol 
say this: 

Medical cost is the fastest rising item of all the major components comprisilg 
the cost-of-living index. 

Are you acquainted with the report submitted to this committee 
the request of the Ways and Means Committee by the Health, Educ 
tion, and Welfare Department? ie 

Mr. Brewer. I have looked over the report. I have not studied tt 
in great detail, but I have examined it somewhat. af 

Mr. Ataer. We will take this up more at some other time, but I dil f 
want to call your attention to several sections in it: 

Over a longer period, from 1938 to 1958, the price of medical care, as measured 


by the Consumer Price Index, increased only slightly more than the average for 
all goods and services. 
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Later : 

You pay more, but you also get more. 

Speaking of the hospital services under “technical equipment,” it 
says: 

There has been, however, significant increase in the proportion of hospitals 
offering a more specialized service. 

Finally, then, under “length of stay” on page 35: 

There has been a large increase in persons going into hospitals, but they stay 
a shorter period. 

We are enjoying the highest level of care I guess of any nation of 
the world, and all of this without compulsory Federal insurance and 
in view of your comment about the rising cost of living, which we are 
allaware of, I wanted you to check this further. 

Then I wanted to ask, later in the page, if I may, about the matter 
of medical incident, and we are certainly aware of this. 

Maybe you heard the other doctors testify. We are troubled and 
we are trying to solve this in some way, but what disturbs me is your 
statement here, and I will directly quote you, because I am trying to 
understand your reasoning. Yousay this: 


The aged should be spared the humiliation of charity and given the right to 
receive medical care with dignity. 


What is this given the right by the Federal Government, and fur- 


ick- | ther, given by the Government from a compulsory taxing of all the 


at they 


people ? 
r. Brewer. We feel that our members who will have paid in ad- 


vance for the cost of medical care which they will receive will then 
_ beentitled to such coverage. 


I believe that your discussed this point this morning with Mr. 


| Cruikshank. 


ciate it 


Mr. Arcrr. I got no better answer then, and I asked him the same 
thing. I do not mean to cast an aspersion against your statement 


| now. 


Let me add this thought. When I asked Mr. Cruikshank, yes, he 
said, what you have said just now too; as he said, the members who 
have paid the cost. ‘These members have paid no cost to receive this, 
Mr. Brewer. They will pnnoadtinialy get medical service without 
having paid wig honey and there will be millions of them, and we 
say virtuously here at the Federal level we are giving them the 


right. 

{ do not know what right we give when we immediately enforce 
compulsory taxation on all our people. 

Mr. Brewer. Congressman, if you and I subscribe to an insurance 
plan today, we will receive as a matter of right benefits tomorrow 


_ ifwe become ill and need care, so that we may not have paid in advance 


either when any tpye of plan such as this is instituted. That is the 


: rery theory of the insurance, that it will become effective immedi- 
ate 


a There has to be a starting date. 

r. Acer. However, look at the great difference between this 
OASI and insurance. We establish it clearly by saying at age 65 you 
qualify, and that means anybody now on OASI who is over 65 imme- 


diately has that right without paying in a cent. 
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When a man takes out a policy, he is taking out a risk factor, 

Mr. Brewer. He may become ill the next day. 

Mr. Acer. Yes, but this is entirely different from the outline jus 
pointed out to you. He may have paid for months or years, but the 
people do not pay a penny, if you want to take the case of those who 
are now 65. 

Mr. Brewer. But those who follow will be paying their own fair 
share. 

Mr. Aucer. Wait a minute. 

The ones who follow will be paying for those who are getting the 
free ride. 

The thing that troubles me though is the statement you have said, 
even as Mr. Cruikshank said, this right that we are giving people. 
I do not understand what right you speak of. 

If I may, and I want to tie into your later statement, here is what 
you said and I want to quote it : 

Proper care of the aged has always been considered a social responsibility 
and there is no reason why the definition of “proper care” should not be broad 
enough to cover adequate medical care, which most aged are currently unable 
to afford. 

If medical care is only one in this broad area of proper care, what 
premise are you establishing here that proper care of the aged has 
always been considered a social responsibility ? 

I do not understand you at all. 

Mr. Brewer. Congressman, in this country we have subscribed to 
the right to life, liberty, and the pursuit of happiness under the 
Constitution. 

Now, certainly there has been adequate testimony here before this 
committee today and yesterday, and I believe that you have ex- 
pressed similar sentiments, that we do not throw our aged out in the 
street, that we do take care of them, and certainly that indicates a 
social responsibility or a social consciousness on our part. 

Mr. Atcer. Who takes care of them; Mr. Brewer ? 

The Federal Government ? 

To take care of the aged has always been a social responsibility, 
and you immediately conclude that that is the Federal Government. 

Mr. Brewer. Not necessarily. 

All the aid to the aged is not coming from the Federal Government. 

Mr. Axcer. I cannot explore this further, and I do not want to 
take too much time. I have to express my concern now because you 
are not coming through to me, and I am trying to understand as 
best I can. 

Thank you very much, Mr. Chairman. 

The Cuamman. Are there any further questions of Mr. Brewer! 

Our next witness is Mr. Franzoni. 

Will you give us your full name? 


STATEMENT OF DR. WILLIAM S. APPLE, ASSISTANT SECRETARY, 
AMERICAN PHARMACEUTICAL ASSOCIATION 


Dr. Arrte. Mr. Chairman, Mr. Franzoni is at court and I am ap- 
pearing for him. 

The Cuarman. All right; please give us your name, address, and 
capacity in which you appear. 
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Dr. Arete. My name is William S. Apple. I am incoming secre- 
tary and general manager of the American Pharmaceutical Associa- 
tion. 

The Cuamman. Dr. Apple, you are recognized for 5 minutes. If 
there is any part of your statement that you do not orally present to 
the committee, that part will also be included in the record. 

Dr. Appte. Thank you, Mr. Chairman. 

Mr. Chairman and members of the committee, the American 
Pharmaceutical Association, organized in 1852, is the oldest national 
association of individual pharmacists in the United States. It is 
completely representative of the pharmacists of this country, both 
vocationally and geographically. 

Through its house of delegates, in which all State and National 
pharmaceutical associations are represented, it speaks for the prac- 
ticing pharmacists of the United States. Included in this group are 
owners, managers, and other registered pharmacists who practice 
their profession in the community pharmacies and hospitals of our 
country, as well as those who are engaged in the practice of pharmacy 
as educators, industrialists, and researchers. 

Two affiliates of our organization are the American College of 
Apothecaries, a group of prescription specialists serving the public 
directly, and the American Society of Hospital Pharmacists, a group 
of specialists engaged in hospital pharmacy service. 

The members of our association meet more people from day to day 
in the course of their professional practice than do any other members 
of the allied health professions. ‘They are, therefore, in very close 
touch with people in all walks of life and in all economic circum- 
stances. Because of the nature of their service and contact with the 
public they are made aware continuously of the kind, quality, and 
extent of medical care available to our citizens at the community 
level. 

The American Pharmaceutical Association holds the view that com- 
pulsory health insurance in any form would retard rather than advance 
fundamentally sound contributions to medical care. It is too unsuited 
tothe American way of doing things to be relied upon in correcting 
the defects in medical care programs. Effective medical care plans 
must be consistent with the professional ideals and objectives of the 
health profession and in harmonious accord with those social and 
political concepts to which this country owes its progress and its great- 
ness, This is not the time to encourage socialistic experiments either 
im medical care or in any other phases of our national life. This is 
not the time to centralize in Washington control over the health pro- 
fessions. Rather, every attempt, governmental and otherwise, should 
be directed at strengthening medical care within the limits of free 
enterprise. Once personal initiative is stifled or emasculated it can no 
longer be depended upon to give the American people those high 
standards of medical services to which they have long been accustomed. 

We are thoroughly aware of the necessity for the growing need of 
providing adequate health care for our senior citizens. The best. of 
medical care is available to this segment of our population, just as 
itis available to our citizens as a whole. The real problem with which 
We are confronted is to provide this medical care in a manner which 
is best suited to this group under the free enterprise system. We recog- 
lize that they are not all in the same economic circumstances. 
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The same is true of the citizenry in all other age groups. There. 
fore, the principles involved in providing free enterprise medical car 
are not different even though the peculiar requirements of an agi 
Jonge ene need special study and application of these principles, 

ver since the beginnings of our Nation, the special problems of pro- 
viding health services have been considered on an individual or com- 
munity basis. In considering legislation such as is contemplated in 
H.R. 4700, we are senibnatad with the great question as to whether 
communities should surrender the solution of their intimate problems 
dealing with health and medical care to the Federal Government, or 
whether they should be met at the community level. Many of the 
problems entering into the care of the aged require specialized ap- 

roaches, depending upon environmental and other local conditions, 

uch approaches cannot be made adequately by the Federal Govern. 
ment. They are fundamentally the responsibility of local community 
agencies, if they cannot be handled satisfactorily by the individual or 
the family. 

Throughout the history of our country, the genius of private enter- 
— has been responsive to the ever-changing needs, wants, and 

emands of our population. It is our feeling that in the matter of 
health care of the aged, this national trait should be given every oppor- 
tunity to accomplish the solution of problems such as this proposed 
legislation is intended to solve. 

Although the full seriousness of the problem of medical care of the 
aged has been clearly recognized only recently, the response of pri- 
vate enterprise as reflected in the insurance industry has been remark- 
ably effective. 

Voluntary health insurance programs have now progressed beyond 
the experimental stage and are being improved continually. There 
are nearly 1,000 individual competing firms engaged in offering pro- 
grams to meet the needs of voluntary health insurance, including 
special programs devised for our senior citizens. 

It is important to recognize that while there are some 15 million 
persons over 65 years of age, about 25 percent, or about 4 million of 
them have no need for or interest in securing health insurance. An- 
other 18 percent of the aged are recipients of public welfare programs 
and are receiving health care under the federally aided programs. 
There are an indeterminate number who are already included under 
Federal, local, public, or private programs, including those who 
receive care as permanently and totally disabled members of military 
establishments, veterans, seamen, et cetera. It is therefore estimated 
that of those who need and want health insurance in the group above 
65 years of age, over 50 percent have it. It has been estimated that 
by 1960 about 60 percent of those who want and need such protection 
will have it. By 1965 this figure will rise to at least 75 percent and to 
ra than 90 percent by 1975. These are considered conservative 

res. 

From all we have been able to gather in committee studies of the 
problem, it is necessary to keep in mind that the costs of the program 
proposed in H.R. 4700 have not been and really cannot be estimated 
with any degree of accuracy. Experiences and available information 
on the system of health care in England show excessive costs for com- 
pulsory health insurance and there is no reason to expect our experience 
to be more favorable. 
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Attention has already been directed to the pressures which will un- 
doubtedly be exercised in due course to extend Federal protection to 
other aged groups once the system has been adopted for those who 
are over 65. The increased taxation necessary to — the system 
will fall heaviest on our lower income group and add to their burdens. 

Unquestionably we face a problem which must be met and solved 
but there are convincing arguments, at least at this time, that indicate 
that the solution to this problem is not via the provisions outlined 
in H.R. 4700. The Joint Sounell To Improve the Health Care of the 
Aged, the White House Conference on Aging, and constructive action 
being taken by individual professional associations, local community 
public and private agencies, and a host of research workers are all 
striving to establish programs which, in essence, are designed to help 
take care of the many socioeconomic problems of this group. 

These efforts should be given every opportunity to produce pro- 
ductive results. 

Thank you very much. 

The CuatrMAN. We thank you, Dr. Apple, for bringing to us the 
views of the American Pharmaceutical same We appreciate 
your doing so. 

Are there any questions? 

Thank you, sir. 

Dr. Arete. Thank you. 

The CHArRMAN. Our next witness is Mr. Phillip Coontz. 

Mr. Coontz, would you identify yourself for the record, please 
sir. 


STATEMENT OF A. PHILLIP COONTZ, PRESIDENT, IOWA 
PHARMACEUTICAL ASSOCIATION 


Mr. Coontz. Yes, sir. I am A. Phillip Coontz, president, Iowa 
ae Association, and a practicing pharmacist from Water- 
00, Iowa. 

The Cuamrman. Mr. Coontz, you are recognized for 3 minutes, sir. 

Mr. Coontz. Thank you, sir. 

My association is grateful for the privilege of appearing before this 
committee to present our picture on H.R. 4700 as seen through the 
eyes of the pharmacists, daily serving in the 835 licensed drugstores 
inthe State of Iowa. 

_ We are aware that pharmaceutical service is not directly involved 
in the proposed H.R. 4700, but is indirectly involved through drugs 
furnished to patients in the hospitals under this program. 

We are, however, cognizant of the fact that such a program could 
be the initial step toward an eventual and inevitable socialization of 
our own profession. This is one primary reason for objecting to the 
passage of this bill. 

The Iowa Pharmaceutical Association fully concurs with the state- 
ments which have been presented by our national professional society, 
the American Pharmaceutical Association. We stand in opposition 
toany trend which might— 
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(2) Lower the high standard of medical treatment, healt) 
education, and medical and pharmaceutical research which the 
citizens of our country enjoy today ; 

(3) Place an additional tax burden upon the working peopk 
and business people of this Nation ; 

(4) Place Federal controls over any program which can le 
better administered, both professionally and economically, at 
local, State, or county levels. 

The Iowa Medical Society has made tremendous progress within 
the past few years toward solving these problems at the local level, 
We of Iowa pharmacy take pride that we have been able to assist them 
in making these programs successful and of realistic benefit. 

The majority of Iowa pharmacists are in everyday contact with the 
public. Many of our everyday customers are in the over 65 age 
group. We do not feel that this group is suffering from lack of 
medical treatment or hospitalization. We attribute this to the fact 
that medicine, as practiced in Iowa, is performed on an individual, 
personalized basis which cannot be duplicated in any federally con- 
trolled program. I, personally, have found out through informal 
discussion with my customers, that they do not feel there 1s a need for 
a national compulsory health program which would be administered 
and financed through social security payments. 

Pharmacy has always welcomed the opportunity to work with medi- 
cine to produce improved health facilities and services for the public. 
We firmly believe that only through individual effort of all the allied 
health professions can proper medical care be provided for all who 
are in need of it. We do, however, recognize that special attention 
must be given to those who are in need of assistance. But that need 
of assistance must, of necessity, be determined on a local basis and 
administration and medical treatment be performed at a local level. 
Such a program will provide the continued high level medical care 
enjoyed ie the populace of the United States, and will not effect undue 
and unfair penalties against an individual segment of our accepted 
and democratic way of life. 

The Cuarrman. Mr. Coontz, we thank you, sir, for bringing to us 
the views of the Iowa Pharmaceutical Association. 

Are there any questions of Mr. Coontz? 

Thank you, sir. 

Mr. Coontz. Thank you very much, sir. 

The Cuarrman. Dr. Goldman. 


STATEMENT OF DR. FRANZ GOLDMANN ON BEHALF OF THE GROUP 
HEALTH ASSOCIATION OF ST. PAUL 


Dr. GorpMann. Mr. Chairman, my name is Franz Goldmann. | 
speak on behalf of the Group Health Association of St. Paul, Minn. 
The Cuairman. Doctor, you are recognized for 10 minutes, sir. 

Dr. GotpMann. I am a physician specializing in the social and eco- 
nomic aspects of medicine and related disciplines, a diplomate of the 
American Board of Preventive Medicine, and a fellow of both the 
American College of Preventive Medicine and the American Public 
Health Association. I am grateful for the opportunity to appear 
today to testify on an important social problem: 
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My testimony is on behalf of the Group Health Association of St. 
Paul, to which I have repeatedly rendered consultant service because 
it believes, as I do, in the social concept of democracy. 

This association uses a special organization, known as Group Health 
Mutual, St. Paul, for the operation of a voluntary insurance plan that 
at present serves more than 140,000 persons, including large numbers 
of rural people. 

Twenty years of experience show that the numerical and propor- 
tional increase of insured senior citizens, and especially of elderly 
people living on farms, has caused many difficulties to the operation 
of the Group Health Mutual, which is the insurance organization cov- 
ering about 140,000 persons in 5 States served by Group Health 
Association. 

Elderly people need more service more often and for longer periods 
than younger persons, and accordingly, the cost of service to this age 
group is relatively high. Extension of group contracts to rural 
people, and especially to those living on farms, involves payment of 
the whole premium by the insured, and this all too often is an expense 
older people cannot afford. 

With further increase in the proportion of insured senior citizens in 
the near future, the situation is likely to become critical. To avoid a 
deficit, either the premiums for all members will have to be raised to 
continue coverage of the elderly, or higher rates must be charged for 
group contracts of farm people. 

Group Health Mutual, much like many other voluntary insurance 
plans, would operate more effectively if insurance of senior citizens 
were financed in a better way than it is now. It would be able to 
reach more of the senior citizens who at present are not insured. It 
could continue to serve those who have crossed the 65th parallel in- 
stead of finding that members of long standing drop out simply and 
only because of inability to afford the premiums. It might have an 
opportunity to improve the insurance benefits, once the greatest finan- 
cial risk is removed. 

It is my considered opinion that voluntary health insurance plans 
can only gain if the mechanism of the old-age and survivor’s insur- 
ance system is used for the purpose of financing health services for 
senior citizens. This principle has been approved by the delegates 
of the Group Health Association, St. Paul, at annual meetings of the 
Group Health Association of America. 

The task to be solved in protecting senior citizens against the cost 
of illness is highly complex because of the interplay of a variety of 
socloeconomic and health factors. 

These factors are infrequent employment of older persons, low 
average income of those who are fortunate enough not to require in- 
stitutional care, indigence of the majority of those living in institu- 
tions and of a considerable proportion of those outside institutions, 
need for much, and often very prolonged, health service, and high 
costs of medical care. 

The health needs of senior citizens are numerous, complex, in many 
respects different from those of younger people, and subject to steady 
merease with advancing years. They are greater than those of 
younger persons because of a higher frequency of physical and mental 
illness, longer duration of illness, and the substantially larger number 
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(2) Lower the high standard of medical treatment, healt) 
education, and medical and pharmaceutical research which the 
citizens of our country enjoy today; 

(3) Place an additional tax burden upon the working people 
and business people of this Nation; 

(4) Place Federal controls over any program which can be 
better administered, both professionally and economically, at 
local, State, or county levels. 

The Iowa Medical Society has made tremendous progress within 
the past few years toward solving these problems at the local level, 
We of Iowa pharmacy take pride that we have been able to assist them 
in making these programs successful and of realistic benefit. 

The majority of Iowa pharmacists are in everyday contact with the 
public. Many of our everyday customers are in the over 65 age 
group. We do not feel that this group is suffering from lack of 
medical treatment or hospitalization. We attribute this to the fact 
that medicine, as practiced in Iowa, is performed on an individual, 
personalized basis which cannot be duplicated in any federally con- 
trolled program. I, personally, have found out through informal 
discussion with my customers, that they do not feel there is a need for 
a national compulsory health program which would be administered 
and financed through social security payments. 

Pharmacy has always welcomed the opportunity to work with medi- 
cine to produce improved health facilities and services for the public. 
We firmly believe that only through individual effort of all the allied 
health professions can proper medical care be provided for all who 
are in need of it. We do, however, recognize that special attention 
must be given to those who are in need of assistance. But that need 
of assistance must, of necessity, be determined on a local basis and 
administration and medical treatment be performed at a local level. 
Such a program will provide the continued high level medical care 
enjoyed by the populace of the United States, and will not effect undue 
and unfair penalties against an indiyidual segment of our accepted 
and democratic way of life. 

The Cuarrman. Mr. Coontz, we thank you, sir, for bringing to 1s 
the views of the Iowa Pharmaceutical Association. 

Are there any questions of Mr. Coontz ? 

Thank you, sir. 

Mr. Coontz. Thank you very much, sir. 

The Cuarrman. Dr. Goldman. 


STATEMENT OF DR. FRANZ GOLDMANN ON BEHALF OF THE GROUP 
HEALTH ASSOCIATION OF ST. PAUL 


Dr. Gorpmann. Mr. Chairman, my name is Franz Goldmann. I 
speak on behalf of the Group Health Association of St. Paul, Minn. 
The Cuarrman. Doctor, you are recognized for 10 minutes, sir. 

Dr. GotpMann. I am a physician specializing in the social and eco 
nomic aspects of medicine and related disciplines, a diplomate of the 
American Board of Preventive Medicine, and a fellow of both the 
American College of Preventive Medicine and the American Public 
Health Association. I am grateful for the opportunity to appear 
today to testify on an important social problem. 
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My testimony is on behalf of the Group Health Association of St. 
Paul, to which I have repeatedly rendered consultant service because 
it believes, as I do, in the social concept of democracy. 

This association uses a special organization, known as Group Health 
Mutual, St. Paul, for the operation of a voluntary insurance plan that 
at present serves more than 140,000 persons, including large numbers 
of rural people. 

Twenty years of experience show that the numerical and propor- 
tional increase of insured senior citizens, and especially of elderly 
people living on farms, has caused many difficulties to the operation 
of the Group Health Mutual, which is the insurance organization cov- 
ering about 140,000 persons in 5 States served by Group Health 
Association. 

Elderly people need more service more often and for longer periods 
than younger persons, and accordingly, the cost of service to this age 
croup is relatively high. Extension of group contracts to rural 
people, and especially to those living on farms, involves payment of 
the whole premium by the insured, and this all too often is an expense 
older people cannot afford. 

With further increase in the proportion of insured senior citizens in 
the near future, the situation is likely to become critical. To avoid a 
deficit, either the premiums for all members will have to be raised to 
| continue coverage of the elderly, or higher rates must be charged for 

group contracts of farm people. 
| Group Health Mutual, much like many other voluntary insurance 
plans, would operate more effectively if insurance of senior citizens 
were financed in a better way than it is now. It would be able to 
reach more of the senior citizens who at present are not insured. It 
could continue to serve those who have crossed the 65th parallel in- 
stead of finding that members of long standing drop out simply and 
only because of inability to afford the premiums. It might have an 
opportunity to improve the insurance benefits, once the greatest finan- 
cial risk is removed. 

It is my considered opinion that voluntary health insurance plans 
can only gain if the mechanism of the old-age and survivor’s insur- 
ance system is used for the purpose of financing health services for 
senior citizens. This principle has been approved by the delegates 
of the Group Health Association, St. Paul, at annual meetings of the 
Group Health Association of America. 

The task to be solved in protecting senior citizens against the cost 
of illness is highly complex because of the interplay of a variety of 
socioeconomic and health factors. 

These factors are infrequent employment of older persons, low 
average income of those who are fortunate enough not to require in- 
stitutional care, indigence of the majority of those living in institu- 
tions and of a considerable proportion of those outside institutions, 
need for much, and often very prolonged, health service, and high 
costs of medical care. 

The health needs of senior citizens are numerous, complex, in many 
respects different from those of younger people, and subject to steady 
increase with advancing years. They are greater than those of 
younger persons because of a higher frequency of physical and mental 
illness, longer duration of illness, and the substantially larger number 
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and proportion of cases of partial permanent disability and jp. 
validism. 

Multiplicity of health conditions requiring attention, repeated short. 
term excerbations of old chronic conditions, prolonged illness, and 
severe impairment of function, especially disability lasting 6 months 
or longer, pose the most serious problem to the financing of a satis. 
factory program. 

Compared with other age groups, senior citizens require medical, 
nursing, and other professional services, drugs, and appliances more 
often, in larger amounts, and over longer periods of time. They are 
admitted an readmitted to general and related hospitals more fre- 
quently and stay much longer. 

Furthermore, the aged constitute a considerable proportion of the 
patients in mental hospitals and the vast majority of persons living in 
institutions for long-term care. 

Senior citizens as a group spend more on personal health services 
than younger age groups, and they must do so at the very time when 
income from gainful employment has ceased or become small for 
most. Expenditures for service to people 65 years and over make up 
a relatively large part of the total national expenditures for medical 
care in the wide sense of the term, accounting for substantial propor- 
tions of the public as well as private outlays for all types of personal 
health services. 

To look forward, one must believe in old age. If the ideal of grow- 
ing old gracefully is to become a reality, if the concept of equal 
opportunity is to be translated into a practical plan, then individual 
effort must be combined with social action directed toward develo 
ment of as comprehensive a health program as can be devised on the 
basis of present scientific knowledge and technical skill. 

The most important alternatives of social action requiring dis- 
cussion at present are two: 

1. Extension of voluntary insurance without direct aid from the 
Federal Government; and 

2. Use of the mechanism of OASI to finance health services for 
senior citizens. 

I am refraining from remarking on other alternatives, as they 
are not under active consideration at present. 

Extension of voluntary health insurance from the present level of 
about 40 percent to a majority of the senior citizens is possible. De 
gree and pace of increase are contingent on the number of ins 
persons who “grow old under the plan.” But many self-employed 
persons with small incomes and many family dependents are likely 
to remain uninsured. 

How long senior citizens will be able to maintain their insurance 
depends on development of lifetime insurance under both m- 
dividual and group contracts. This implies readiness of all com- 
mercial insurance carriers to discontinue the practice of terminating 
contracts for reasons of health or age and, equally important, pay- 
ment of higher premiums by all insured people during the years of 
earning. The introduction of such provisions in group contracts 
raises countless questions of personnel policy by employers and of 
labor-management relations, in addition to those about method of 
financing and regular collection of the premiums. 
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To consider solely the frequency of insurance among senior citizens 
is to disregard the maxim “thou shalt not worship numbers.” What 
counts most is the type, scope, and period of benefits covered. Senior 
citizens, more than other age group, need home care by physicians, 
nurses and other personnel, medical and nursing services in the in- 
stitution for long-term care, and drugs and appliances—benefits rarely, 
if at all, included in contracts—and they require full coverage of 
hospital care and professional services in the hospital for a much 
longer period than is offered by most plans at present. 

if continuation of nonsubsidized voluntary insurance is the official 
policy, considerable expansion of medical care through public assist- 
ance will be necessary to help persons why cannot meet the full costs 
of needed health services, including those who are not insured and 
those who have exhausted their benefits. Adoption of such a policy 
would involve considerable new expenditures out of general tax funds 
and, naturally, establishment of eligibility standards and application 
ofa “means test.” It would jeopardize all efforts to reduce the need for 
public assistance to the irreducible minimum. These implications 
should be clearly understood. 

The principle of financing health services for senior citizens through 
the mechanism of OAST has clearly definable advantages and poten- 
tial disadvantages. As 9 out of 10 gainfully employed persons are 
already covered and the contributions toward the cost of the present 
benefits are regularly collected by OASI, most of the future senior 
citizens and their survivors could easily acquire paid-up insurance for 
health service as well as for income maintenance. They would qualify 
for health services through regular prepayments during the working 
years and be eligible for them regardless of place of residence. To 
future senior citizens this would mean protection through organized 
self-help. To physicians in private practice and the voluntary hos- 
pitals and institutions for long-term care the advantage would lie in 
the certainty of payment for services rendered to senior citizens, with 
decrease in the amount of free service and less time and money spent 
on collection of charges. There would be a marked reduction in the 
expenditure of general tax funds for the medical care of senior citi- 
zens and the maintenance of families impoverished because of the ill- 
ness of an elderly member. 

Inclusion of health benefits in OASI would be of limited value if 
the pattern of benefits set by most of the voluntary plans were fol- 
lowed and it would be open to serious question if the emphasis were 

laced on payment of medical bills rather than on maintenance of 
high standards of service. These dangers can be avoided, though. If 
the choice is between letting the voluntary plans do it and extending 
OASI, a strong case can be made for financing health services for 
senior citizens through the mechanism of OASI. At the risk of labor- 
Ing the obvious, it must be stated that organization of payment and 
organization of service are entirely different matters. 
he bill under consideration (H.R. 4700) has three noteworthy 
merits: (1) It provides for service benefits, thereby affording very 
much better protection than that offered to the majority of the persons 
carrying voluntary insurance; (2) it covers the full costs of hospital 
service for a period of 60 days, in contrast to the large number of 
Voluntary plans terminating fail benefits after about 30 days; (3) it 
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includes nursing home services following hospitalization for a com. 
bined total of 120 days, thereby filling a serious gap in the benefits 
provided by the vast majority of all voluntary plans. 

The bill is deficient in that it calls for coverage of surgical servig 
only, whereas elderly people need nonsurgical services as much, if not 
more. It would not work out satisfactorily, unless definite steps are 
taken to assure maintenance of high standards of service. It appears 
advisable to stimulate improvement of the standards of those nursing 
homes which do not meet basic requirements by allowing performance 
grants. And it seems worthwhile to consider addition of Visiting 
nurse service so as to help those—numerous—elderly people who do 
not need hospital or institutional care or do not need it any longer 
and, that the same time, prevent unnecessary or unecessarily long 
hospitalization. 

Thank you, sir. 

The Cuatrman. Dr. Goldmann, we thank you, sir, for bringing us 
your views and those of the organization you represent, and particu- 
larly do we appreciate your analysis of the various alternatives in 
this effort. 

Are there any questions of Dr. Goldmann ? 

We thank you again. 

Our next witness is Mr. Waite. 

Mr. Waite, please identify yourself for the record by giving us your 
full name and address and capacity in which you appear. 


STATEMENT OF BENJAMIN E. WAITE, LYNN, MASS. 


Mr. Warre. Mr. Chairman and gentlemen of the Ways and Means 


Committee, my name is Benjamin E. Waite, of Lynn, Mass. 

In the brief time allotted, I have just given a few notes. The bulk 
will be in the brief that I furnished you. 

The Carman. Your entire paper will appear in the record, Mr. 
Waite. 

(Prepared statement of Mr. Waite follows:) 


RESPECTFULLY SUBMITTED BY BENJAMIN E. WailIrTe, J.P., oF LYNN, MASS. 
APRIL 7, 1959 


To the Ways and Means Committee on the Forand bill, H.R. 4700: 


I was born in England 1877, now 82. Migrated 1913 to United States of 
America on family bereavement. Six years on my town council, 1906-10; was 
parliamentary subagent which saw the birth and passage of England social in- 
surance law, 1911. 

I did not see England again until 1951 when I carried greetings from mayors 
of Massachusetts and Connecticut who were offsprings to mother towns in Eng- 
land. I had unique opportunity over widespread areas to judge results of 38 
years under a complete social security system. I found tranquility of mind, 
displaced tensions and fears which existed prior to 1911, superb health fit for 
any change or chance. That gave me fresh impetus for continuance of cam 
paign. I have worked to that end from 1906 to 1958, and now 1959 so I celebrate 
golden wedded to social security. Until 1934 in United States of America social 
security was politically absent. But in that year I got through a resolution for 
a national health law to be a part of a national security law at Washington con 
ference. 1935-36, 1939, filed amendments in Massachusetts Legislature; 1936 
filed memorization law for Congress to enact a national health law, lost; 1956, 
filed memorization for Congress to enact a national health law, Massachusetts, 
passed ; 1936, appeared before Senate Labor and Education on 8. 3475: 1958 filed 


brief and endorsements on H.R. 9467 before Ways and Means Committee, pages 
1200-1205. 
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[have been a designated justice of the peace, Massachusetts, 39 years. Social 
security has 3 prongs. We have unemployment compensation OASI, but the 
most important is missing, national health. Precedents exist unless United 
States of America is like (Raleigh Fain would I climb but fear I to fall). Con- 
cord 184 years ago did not need a precedent or President Roosevelt in the 1930's 
with NRA, Blue Eagle, AAA, CCC, NIRA, FERA, and others. 

The 47 most favored nations have health coverage. I give also a partial list 
of dates: Algeria, Albania, Argentina, 1944; Australia, Austria, 1893; Belgium, 
Bolivia, Czechoslovakia, 1948; Denmark, Dominican Republic, Ecuador, El Sal- 
yvador, France, 1986-45; Germany, 1884, 1911, 1933; Great Britain, 1911, 1948; 
Greece, Hungary, 1891, 1927; Mexico, Netherlands, New Zealand, Norway, Pan- 
ama, Paraguay, Peru, Poland, 1920-47; Portugal, 1919-33; Spain, 1933-43; 
Sweden, cradle to grave, 1955; Switzerland, Turkey, Soviet Socialist Republic, 
1911-27; Venezuela, Yugoslavia, 1922-47. Breathes there a man who will say 
these 47 nations are wrong and national health has deteriorated. Yet the United 
States of America denies its people health coverage when every sane person 
knows that in this fierce competitive age, industrial health is the most powerful 
factor in industry for the successful flow of goods. Any nation without national 
health law may win short races but not marathons. When Asia, Europe, Africa, 
Russia start full rolling, the United States of America will face cutthroat com- 
petition. It has already begun. Switzerland won over G.E. for three gen- 
erators that would have given 150 men a full year’s work. Massachusetts indig- 
nation later caused cancellation. Therefore, at all costs, the United States of 
America must have a compulsory health law to survive. Seventy-five thousand 
released from Army as unfit March 1959. 

I was born in an era of folk medicine, 1877, in England. All around were 
small towns and villages. In each of these was usually a woman who knew 
medicinal value of herbs and roots which when brewed were found almost per- 
fect remedies for most ills. Doctors in those days carried a small cabinet of 
supplies for immediate use. A Jonathan Rashleigh recently died, up to his end 
did just that, his cabinet contained tincture of rhubarb, genuine turkey powder, 
tincture of henbane, extract of taxaxacum, power of jalop, bottle of laudanum, 
ipecacuanha wine, scammony, sal volatile, brandy, blue pills, true jam powder, 
mercury with chalk. Doctors then were on a 24-hour day, 7 days a week, long 
before the phrase was invented beyond the call of duty; rarely submitted bill; 
patients paid of of meager funds. Folk medicine still persists even in the 
United States of America. In Vermont, United States, for most all ills is 2 
teaspoons each of honey and vinegar and honecomb. Gypsies, Indians, tribes 
still also practice. Globe, November 7, 1958, Henry Smith, age 101 states what 
kept him alive was a teaspoon of baking soda after each meal. 

Globe, February 2, 1958, states Makhmud Evazov of Soviet Union, age 150, still 
farms and rides horseback. 

Globe, December 1958, states there are 40,000 people over 100 years old regis- 
tered at University of Kharkov. 

Russia with a population of 200 million has 344,000 doctors, 70 percent are 
women. There are 16 doctors for every 100,000; said to be the highest ratio in 
the world. Could it be that lady doctors can prolong life better than males, or 
these men like penguins whose digestive track is free from bacteria. Russia’s 
mortality is 7 to 9, United States is 9 to 3 per 1,000. In my four generations I 
have seen the passing of blood letting, leeches to stop bleeding. Surgeons operat- 
ing with unclean clothes, instruments not clean, or rooms before germ infection 
was fully understood. Births not painless; handled mostly by midwife under 
candle and paraffin lights. 

Registered hospitals 1957 in the United States were 6,848. Massachusetts is 
ninth with 209. In Massachusetts medical institutions are, I believe, best in the 
United States. But all hospitals need substantial funds despite endowments and 
COmmunity funds. In Beth El Hospital 20,000 babies were born in 1950-58, 
600,000 used this hospital; gave 4 million days free time. Boston City Hospi- 
tal, where no means test is required, gave 35,000 free treatments, 1957. They 
have 1,570 beds, 600 doctors, most on salaries, also all administration staff clinic 
” cents. Face, in outlay of million for facelifting. Boston General Hospital, 
before admittance to a clinic, a form must be filled (form enclosed) more search- 
pe | that income tax; clinics, $8. Peabody City Hospital faces an outlay of 
$650,000 for repairs. Most hospitals require on entry and exit—who is going 
to pay? If a national health insurance law is passed a greater part of free time 
Will be abolished by payments that in conjunction with nursing home care will 
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reduce caseload. Abolish small hospitals—share expensive equipment, poo 
by medical faculty of all new and successful methods and make available to qj 
practitioners. Not all hospitals are perfect. Richard Blum found four ¢ 
California hospitals he examined needed complete changes in ethics and audit 
In an understatement Eleanor Roosevelt column, hospital charges are almog 
prohibitive and vacancies exist in New York hospitals. 

Charges in one Lynn hospital (form appended) are $17 a day; many ap 
higher. 

England has now taken in addition to hospitals 3,426 voluntary and teaching 
nursing homes and their endowments, 1910, 1911, 1948. Medical powers in ql 
branches opposed came in later in full cooperation. Now England is united ani 
has the cheapest managing cost. England and Russia pay time loss as well 
as medical care during sickness. Time loss is sound economy. In Russia 
women with jobs get full pay and 124 days free maternity. In Russia 50,0M 
women have 10 or more children, belong to the Order of Motherhood. The 
common cold caused 50 percent of absentees, Cost the United States $5 bil- 
lions a year in man-hours and medicines. 

U.S. News: 8 millions go in debt from heavy medical expenses. I have seen 
far too often a single carrier infect large numbers of workers. If pay loss 
existed carriers would stay home. 

All doctors cannot take or care for their patients in hospitals. If Lynn is 
average, 1957 Lynn had 200 qualified doctors, 158 were ostracized. Hospital 
facilities should be available to all qualified doctors 

There are 171 veterans hospitals, 17 domiciliaries in the United States. Bach 
State has one or more. Twenty-three million veterans served in all wars, 
22,633,000 can be potential users of these medical facilities. United States 
population, 175 million; that leaves 152,367,000 not covered. If the United 
States can finance and manage veterans hospitals with sound defined policies, 
then why should not civilian veterans of labor have the same free medical pro 
tection, United States control, OASI and unemployment compensation. Why 
should health protection be the remarkable exception? I have belonged to the 
Blue Cross since 1946 (form appended), Blue Shield was out at 65. My pay- 
ments were raised in stages $6.35, $10.25, $15.25, $22.05 a quarter. These raises 
got only minute benefits. Since an OASI retirement no more payments are re 
quired. Then on retirement all payments should cease whether Blue Cross 
or others and each retired person should have full medical health protection. 
In 1956 there were 221,700 doctors, only 160,387 belonged to AMA ; 99,227 dentists, 
only 86,872 belonged to Dentists Association. It seems to be the policy of these 
bodies to prevent publicity unless approved. If these minorities could state 
by secret ballot, I feel sure numbers would vote a national health law. Doctors 
in main object to be on salary. (Since 1929 dentist salaries increased 83 per- 
cent, doctors 157 percent.) So much for each patient as plan of other nations. 
January 1959 there were 7,000 research projects in 700 universities and private 
laboratories. United States Public Health Service, Bethesda, Md., support one 
half of medical research of one-half of 6,500 employees are technicians, scientists 
on salaries (now even have testers). All on salaries, as well as Mayo, Ford, 
and other clinics. Salaries are not a bar to incentive to work at highest capacity. 
On the contrary, I believe these dedicated people work more serenely at their 
highest mental capacities. The world owes a debt to these men who in invel- 
tion, prevention, curative medicine have developed methods to combat yellow 
fever, cholera, smallpox, cancer, typhoid, dysentery, typhus and finding causes, 
preventing overcrowding, lice, mosquitoes, epidemics, are possible, even n0W, 
1947, 200 died daily in New York of smallpox, 7 million vaccinated ; influenza, , 
1928, one-half million died in the United States, 20 million affected over world 
from Iceland to New Zealand. Vaccine for influenza is available but not fully 
used, and polio shots in Detroit sent back cost and apathy of public. Some 
public health bodies do a great job in discovering carriers. Mary Fallon was 
the great carrier of diphtheria, and raw pork cause of another epidemit. 
October 1958, Boston, 1,600 osteopathic surgeons where Dr. Levitt warned that § 
abuses of ‘prepaid medicine, plans of patients by doctors and hospitals may lead B 
to Government health insurance. Let’s be frank. There are abuses by patients, 
doctors and drugstores, if some towns in Massachusetts are a criterion of Nation. 
Each is now alive as never before to police their organizations to prevent abuse. 

If and when national health law is passed, any illegal or evasive actions should 
be penalized in full. Clem Norton, March 14, 1959, 500 million spent on phony 
remedies for shortcut cases. News report $250 million vitamins sold ove 
counters. Doctors state 240 millions wasted. Under health coverage patients 
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would seek medical aid and not buy medications on impulse. Some doctors 
might aid drug buying in their newspaper columns in which they give advice 
to unseen inquirers. Some sell pamphlets at 25 cents; one advised a series 
at $7.50. Sign I saw in window of drugstore “Come in, try pill, ’twill make 
you feel good. On the house.” When I read that fine piece of literature the 
“Hippocratic Oath, one part I will abstain from whatever is deleterious and 
mischievous” (oath appended). When druggists, doctors, osteopathic surgeons 
have in meetings warned their members that abuses of prepaid medicine plans 
may lead to national health insurance. In many towns and cities prices, fees, 
drugs, have been excessive and protested, and each have promised to police their 
organizations. In 1947, 48 million prescriptions were filled in which wonder 
drugs were featured at stiff prices at a cost of 2 billion. A survey made by a 
reputable man showed 1,000 tablets of vitamins cost $1 to produce, sold to drug- 
store $5.40, to patients $8. Dexedrine, wholesale price for 1,000 tablets, $22.60 
one firm, another firm $1.50. A tranquilizer drug, prices in 12 stores varied from 
% cents to $4.95 for 50 tablets. Aspirin, 12 cents to 67 cents, 100 tablets. 
Ihave known many cases of expensive prescribed drugs thrown away as harmful. 
But when these drugs are good for patients are beyond reach, if for protractive 
use and means of most particularly those over 65, who on August 1958 average 
on OASI end of February 10, 1959, $71.62 checks. This sum must cover a 
month’s expenditure. News, March 1959, Jerome D. Fenton resigned from 
Labor Relations because $20,000 a year was not enough. State aid is more 
generous. Average monthly check $96.20, plus $6.50 day nursing home, $8.95 
medical center, $11 a day chronic hospital; doctors, $3 office, $4 home; no limit 
on visits. Lynn limits $25 a month for drugs. Massachusetts is fourth for 
welfare care, eighth in wealth, sixth in spending, ninth in number of hospitals. 
Even congressmen, when in session, get free medical treatment. Doctors’ pri- 
vate patients charges are not standard in Massachusetts: $4-$6 specialists, 
$10 to $15 for office visits. Doctor’s home visits $5 to $6, plus drugs, transporta- 
tion, and other charges; transfusion, $25; X-rays, $10. There are 84,166 on 
Massachusetts State aid; may have some shysters as are unfortunately in other 
parts of system of the United States, but the majority are victims of the unequal 
distribution system. No one I affirm would want to go back to separation of 
family and over the hill to the poorhouse. I have seen many a husband and 
wife going to different workhouses and treated worse than animals. There 
can be no return—England has turned poor-law institutions into hospitals. 

In cities practice is growing for doctors grouping in office buildings, telephone- 
answering services. Immediate contact is delayed, sometimes results in undue 
suffering weekend and nights. Doctors sometimes are not found. When ap- 
— are made, waits of long periods sometimes occur, wasting patient’s 

e, 

Drew Pearson, August 30, 1958, states AMA spent $499,906 to create better 
public relations. Why was this necessary if doctors kept the Hippocratic oath. 
There is a break in their ranks, 181,000 professional nurses favor Forand H.R. 
4700 bill (News Report). William Decker, Corning Glass Co., says H.R. 4700 the 
best solution. Dr. Graham Beaumont of England, visiting the United States, 
when asked to compare British and United States systems said, in effect, there 
is no substitute for total health coverage as in England. Most large industries 
have some form of medical care but this is lost on severance and termination of 
employment. Doctors don’t seem to like this form because it does not give free 
choice of doctors; other doctors generally feel that free choice of doctors is a 
fetish. I believe in free choice of doctors and hospitals. 

In 1958 amendments, which increased OASI recipients 7 percent to 12.6 mil- 
lion, extra cost was $50 million. That $50 million I affirm will be spent largely 
on food (not vieuna coats). That should help farmers. Drew Pearson also 
States $6 million paid to subsiduaries, farms—billions for defense. News, 
March 2, 1957, Stanley Jankus fined $3,370—1956 for growing more than quota 
of crops for his own stock. That doesn’t make sense. The United States had 
given Formosa $2 to $5 million and $1 million for training and equipment of 
farmers; Italy, $220 million; Austria, $52 million; Yugoslavia, $11 million. 
The United States spends untold millions on space missiles—money is always 
found. While there are nearly 5 million unemployed and vast numbers in need 
of medical care beyond their present means, money remains in Fort Knox. 
UASI pensioners, 67,787 in number, have left the United States to live in Italy, 
Canada, Greece, England, Philippines, Yugoslavia, West Germany, Ireland, 
Norway, Portugal, Spain, and Sweden, because their pensions can secure a 
higher standard of living. If they remain in the United States they are outside 
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looking in—before retiring they were inside looking out (above nations haye 
health insurance). If instead of giving these huge amounts to other countries 
for economic aid these sums were used for larger pensions and complete national 
health coverage, the United States would be the greatest of democratic nations, 

Perils of migrants (Coronet, September 1958): 2 million migrants roam 
for work in seasonal occupation; roam States of Texas, California, Pennsy). 
vania, Maine, Georgia, and others for crops, such as tomatoes, potatoes, cran. 
berries, cotton, and others. Housed frequently in unhealthy chicken coops, 
barns, some without sanitation, running water, light, etc., poses a threat of 
carrier disease and public-health authority should be given greater funds and 
power. 

Since the trends have over successive decades gone from rural to urban, ten- 
sions and fears have grown. Man is no longer a complete unit. He is a part 
of a production system. Day work to piece, assembly lines, high-speed ma- 
chines; time studies, factories moving to other towns or States—competition to 
jobs, costs of sickness; time studies for minimum motions, unemployment mak- 
ing mortgage payments difficult. When a man gets a job he cannot put his fam- 
ily on payroll. In Massachusetts there are 30,000 mental patients ; suicides 10th 
highest in the United States. A new Branch Rescue, Inc., privately finances 
part of Boston City Hospital. They deal with 150 a month; they save 74 def- 
nite in 1 month—results of tensions and fears could be largely eliminated with 
national health coverage and adequate pensions. Pursuit of happiness in this 
troubled world for those retired is blocked by sickness costs, of high charges of 
funerals which have to be met by relatives because of inability to make provi- 
sion out of inadequate pensions. Therefore adequate pensions must be provided 
and relief given by passage of H.R. 4700, which provides national health insur- 
ance. Freedom of speech exists but audience is missing for those retired ex- 
cept those who in standing room only meet on street corners or public squares— 
no comfortable plush hall, even these pass away and over years fresh groups 
form. 

Freedom of religion, yes, before retirement, but after pension cannot con- 
tribute on former level. Therefore they sometimes stay away or be ostracized 
for low pledges. Pursuit of progress cannot be high geared—absence of NHI 
without a national health law. 

Before retiring food, shelter, clothing was reasonably possible. They were 
inside looking out. After retiring on an average end February 1959, $71.62, 
are outside looking in and wondering how to make both ends meet with material 
that won’t stretch even by a market expert on bargaining and cheapest of food 
items. March News, Boston, given a grant of $39,000 to find out why men grow 
old—above the answer—larger checks and health coverage. In four generations 
I have seen these heroic men, famous veterans of labor, bloodied and charged 
by lancers under material law for the right to organize in England. The 
United States 1934 is martial law bloodshed on two, each killed in San Francisco, 
Minneapolis, Toledo, for the right to organize. Those were days when secrecy 
at start was a must or else get beaten up or lose your job. Courageous men 
led their meetings heavily policed, taking conspicuous notes and on trivial words 
arrest speakers. Yet these men worked very long hours at starvation wages. 
Few pleasures and no luxuries. England gave Sam Gompers, to become father 
of the labor movement, United States, but their loins sprung the race that have 
built the standards of living that exist today beyond the dreams of prophets who 
lived in previous centuries. They have given their all so that future generations 
shall not be called upon to endure the bitter hardship and untold suffering of 
the past. With national health coverage there will be problems of those not 
qualified at start to come under but are financed by public drives, 1959, are 
nationwide; $170 million collected in United States, cost $26 million to collect. 
These drives increase each year. I get 17 appeals each year. These drives 
should be consolidated and eventually come under national health coverage. 
In this ultra modern age permanent limits of standards cannot be defined. 
Changes occur almost with rapidity of light. To all it should be evident that 
if any considerable segment of population is impoverished from heavy costs 
of sickness, cannot buy goods through lack of funds in the U.S. mar 
kets, labor will suffer economic loss. Shall we be governed by past century 
thinkers, such as John Stuart Mills, John Waltham, Herbert Spencer? 12 
their philosophies land could not support an expanding population or grow 
food adequate for its need; that extreme poverty would always be with Us; 
that war and pestilence would kill the weak and unfit have survival of the 
fittest ; that births should be curtailed. How wrong they were. 
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There is no foreseeable limit to what land can produce if the United States 
isa guide. Where land is taken out of cultivation and quotas of crops fixed 
for each producer, yet despite this there are in the United States surpluses 
of millions—$9 million worth in U.S. warehouses. Extreme poverty is not an 
insoluble problem in the United States. U.S. population even increasing—no 
diminution of adequate food with proper distribution. 

In the United States we want the greatest good for all the people, then we 
must follow the light lit by two great humanitarians in the United States. 
Franklin D. Roosevelt, who said to Francis Perkins, “I believe in the cradle 
to the grave,” pasage 1935, social security laws, Roosevelt national health 
survey, 1935-36, and his frequent attempts to have compulsory health insurance 
in the United States, and it is reported he with a doctor at the time of his 
death was drafting such a measure. Harry Truman only 5 months in office 
drafted plans and in subsequent years drew public attention to utmost need 
of national health insurance. He published in 1952 “Health Needs of Nation” 
in five volumes. 

The heat is on by four national bodies, each claims to be our best friend to 
stop compulsory health insurance. Insurance companies state we have the 
know-all and can give very low rates but, in their invisible print, we shall have 
to make profits to pay for our $100 million buildings (as in Boston). 

Some doctors say under national health law you get only what you pay 
for. We can give you better service as private patients. They neglect to state 
that 47 nations who have health average have better health standards than 
existed before. If under U.S. health law they gave less than their best, they 
would not last long. The public can’t be fooled long. Druggists say, do it 
yourself if you are feeling unwell; use our drugs; you will find them in stores 
and markets vividly labeled just what they are and what they do and read 
our national publicity for other information. Nonprofit bodies racing to get 
under cover by adding 65’ers to Blue Shield. None admit that the President of 
the United States is head of a family of 175 million and is therefore vested with 
responsibility to keep his family vigorously and healthy, and the only way is 
what 47 nations found is by a national health law. The United States cannot 
longer stand among nations in splendid unisolation. 

Allen Toynbee states the time will come when all the friends of civilization 
will be shared equally by all and that is practical politics. He and Vice Presi- 
dent Nixon were on same platform in Boston recently and Nixon quoted above 
and said he was in accord. I shall watch our Vice President with great interest 
onall humanitarian measures. 

“There is a tide in the affairs of man which, taken at the flood, leads on to 
fortune.” The flood is here. On the crest is the long-awaited ship H.R. 4700 
with a manifest and charter for a national health insurance law for United 
States of America. Ready, aye, ready to land. Awaits Pilot Forand with the 
Ways and means to tie up to the 47-nation buoy. 

Since writing above I have read report submitted to Ways and Means Com- 
mittee, April 3, 1959, entitled “Hospital Insurance for OASI Beneficiaries” with 
astonishment because in that report pursuit of information did not go further 
than the booth on the front porch. I looked in vain for visits to Sweden, Eng- 
land} Russia, cradle-to-grave nations, whose systems are national successes, 
tor did this committtee recommend books as helpful that are in the Congres- 
sional Library: Melchior Palyi, “Compulsory Medical and Welfare States”; 
J. G. Thwait’s “Modern Medical Discoveries”; A. L. Barron, “Men Against 
Germs”; James Cook, “Remedies and Rackets”; W. Shiver, “Mid-Century Jour- 
hey ;” James Howard Means, “People and Government”; Arthur M. Schlesinger, 
Jr, “Coming of the New Deal”; Galbraith, “Affluent Society”; John Gunther, 
“Inside Russia.” 

There are many others ably written, judicial in character, that the Ways and 
Means Committee would do well to study, aiso in Congressional Library. 


BENJAMIN E. WAITE. 


JULY 8, 1959. 
Then there appeared before me Benjamin E. Waite, of Lynn, Mass. He stated 

under oath, that the above material was from what he believes to be accurate 

Sources. With malice to none and that he is paying all expenses personally 

80 that United States of America shall ultimately have complete social security 

“leat? and that is his concept of brotherhood of man, 
SEAL] 


CHARLES V. HOGAN. 
My commission expires December 1, 1962. 
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The Cuarrman. You are recognized for 3 minutes. 

Mr. Warre. I was born in England in 1877 and am 82 years of age, 
I was on my town council from 1906 to 1910, and parliamentary = 
agent in three national elections. 

Isaw the birth and passage of England’s social security law. 

In 1913, on family agreement I migrated to the United States, 
In the United States I am a small real estate owner and designated 
justice of the peace for 39 years in Massachusetts. 

In 1934 I resumed social security activities, local, State, National, 
b septa before Senator David Walsh in Congress here, and 
filed ills in Massachusetts. 

In 1956 I filed a bill and filed a memorization to Congress to enact 
a national health law, passed as 47 nations now have. Filed brief on 
Forand bill, 1958, pages 1200-1205. 

I have filed brief endorsements, supporting letters, and the required 
number of copies to be included in the report of H.R. 4700, which 
Massachusetts endorses, our mayors of Lynn, Salem, and Beverly, food 
workers of Lynn, Salem, and Seaeti, in national convention endorse 
ments, 14 Representatives and 8 Senators of Massachusetts, three Gen- 
eral Electric locals, including the General Electric 201, and the GE 
pensioners of 201 of Lynn, meat cutters and butchers of Lynn, and 
the city welfare boards of Lynn, Salem, Beverly, and Peabody. 

Now in conclusion I want to quote: 

There is a tide in the affairs of man which, taken at the flood, leads on to 
fortune. 
The flood is here. On the crest is the long-awaited ship H.R. 4700 
with a manifest and charter for a national health insurance law for 
USA, awaiting Pilot Forand with ways and means to tie up with the | 
47 nations boys who have health insurance. | 

Thank you, gentlemen. 

The Cuatrman. Mr. Waite, we thank you, sir, for coming to the 
committee. 

Are there any questions of Mr. Waite? ; 

Without objection, the committee adjourns until 10 in the morning. 

(Thereupon, at 4:40 p.m., the committee recessed, to reconvene at 
10 a.m., Wednesday, July 15, 1959.) 
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HOSPITAL, NURSING HOME, AND SURGICAL 
BENEFITS FOR OASI BENEFICIARIES 


WEDNESDAY, JULY 15, 1959 


Hovse or REPRESENTATIVES, 
CoMMITTEE ON Ways AND MEans, 
Washington, D.C. 

The committee met at 10 a.m., pursuant to recess, in the committee 
hearing room, New House Office Building, Hon. Wilbur D. Mills 
(chairman of the committee) presiding. 

The Cuarrman. The committee will please come to order. 

Our first witness this morning is the Honorable Wayne Morse, U.S. 
Senator from the great State of Oregon. 

Senator Morse, we welcome you to the committee. We are pleased 
to have you appear before us in regard to the legislation under con- 
sideration. 

You are recognized, Senator. 


STATEMENT OF HON. WAYNE MORSE, A U.S. SENATOR FROM THE 
STATE OF OREGON 


| Senator Morse. Mr. Chairman and members of the committee, it 

isa great pleasure and honor to appear before you. I wish to begin 
my statement by thanking you for scheduling these hearings on the 
subject of the health insurance needs of the elderly and retired in 
our population. 

I am also appreciative of the opportunity you have given me to 

present this statement, because I regard medical care needs as one 
of the foremost welfare problems in the Nation. 
_ Although tax measures, including social security, must be initiated 
in the House of Representatives, I have thought this matter so im- 
portant that last year I introduced my own medical insurance bill in 
the Senate. It was taken from the original Forand bill of the 85th 
Congress, and I pay my tribute to Congressman Forand, of Rhode 
Island, for the great leadership he has furnished in this entire field 
of health costs. 

My bill in the 86th Congress is S. 881, and I ask consent to have 
the text of it appear in the record at this point. It was introduced 
on February 2, 1959, and does not reflect the minor changes which 
I understand Congressman Forand has made in his bill this year. 

se CHarrMan. Without objection, that will be included in the 
record. 

Senator Morsr. Thank you. 
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(The bill, S. 881, follows:) 


[S. 881, 86th Cong., 1st sess.] 


A BILL To amend title II of the Social Security Act and the Internal Revenue Code of 
1954 to extend the insurance program established by such title so as to include insurance 
against the costs of hospital, nursing home, and surgical service 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That (a) title II of the Social Security Acq 
is amended by adding after section 225 the following new section: 


“HOSPITALIZATION AND SURGICAL INSURANCE 
“Eligibility for Insurance 


“Sec. 226. (a)(1) The cost of hospital or nursing home services furnished to 
any individual during any month for which he is entitled to monthly benefits 
under section 202 (whether or not such benefits are actually paid to him) or is 
deemed entitled to such benefits under the provisions of paragraph 2, or the cost 
of such services furnished to him during the month of his death where he 
ceases to be entitled by reason of his death, and the cost of surgical services 
which are not of an elective nature, shall, subject to the provisions of this sec- 
tion, be paid from the Federal Old-Age and Survivors Insurance Trust Fund to 
the hospital, physician, and nursing home which furnished him the services. 
Services to be paid for in accordance with the provisions of this section include 
only services provided in the United States. 

“(2) For purposes of this section, (A) any individual who would upon filing 
application therefor, be entitled to monthly benefits for any month under section 
202 shall, if he files application under this section within the time limits pre 
scribed in section 202(j) be deemed, for purposes of this section only, to be en- 
titled to benefits for such month, (B) such individual shall, whether or not he 
files application under this section, be deemed to be entitled to benefits under 
section 202 for such month for purposes of determining whether the wife, hus- 
band, or child of such individual comes within the provisions of clause (A) 
hereof, and (C) any individual shall, for purposes of this section, be deemed 
entitled to benefits under section 202 if such individual could have been deemed 
under clauses (A) or (B) of this paragraph to have been so entitled had he 
not died during such month. 

“(3) For purposes of paragraph (2), an individual’s application under this 
section may, subject to regulations, be filed (whether such individual is legally 
competent or incompetent) by any relative or other person, including the hos- 
pital, physician, or nursing home furnishing him hospital, surgical, and nursing 
home services and, after such individual's death, his estate. 

“(4) Payments may be made for hospital services furnished under this sec- 
tion to an individual during his first sixty days of hospitalization in a twelve- 
month period that begins with the first day of the first month in which the 
individual received hospital services for which a payment is made under this 
section, and during his first sixty days of hospitalization in each succeeding 
twelve-month period; and for nursing home services furnished under this section 
to an individual if the individual is transferred to the nursing home from the 
hospital, and if the services are for an illness or condition associated with that 
for which he received hospital services: Provided, That the number of days of 
nursing home services for which payments may be made shall, in any twelve 
month period as described above, not exceed one hundred and twenty less the 
number of days of hospital services (in the same twelve-month period) for 
which payments are made under this section. 

“(5) The provisions of section 205 relating to the making and review of 
determinations shall be applicable to determinations as to whether the costs 
of hospital, nursing home, and surgical services furnished an individual may be 
paid for out of the k‘ederal Old-Age and Survivors Insurance Trust Fund under 
this subséction, and the amount of such payment. 


“Description of Hospital, Nursing Home, and Surgical Services 


“(b) (1) For purposes of this section, the term ‘hospital services’ means the 
following services, drugs, and appliances furnished by a hospital to any indi- 
vidual as a bed patient; bed and board and such nursing services, laboratory 
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services, ambulance services, use of operating room, staff services, and other 
services, drugs, and appliances as are customarily furnished by such hospital 
to its bed patients either through its own employees or through persons with 
whom it has made arrangements for such services, drugs, or appliances ; the 
term ‘hospital services’ includes such medical care as is generally furnished by 
hospitals as an essential part of hospital care for bed patients ; such term shall 
include care in hospitals described in paragraph (1) of subsection (d) ; such term 
shall not include care in any tuberculosis or mental hospital. J 

“(2) The term ‘nursing home services’ means skilled nursing care, related 
medical and personal services and accompanying bed and board furnished by a 
facility Which is equipped to provide such services, and (A) which is operated 
in connection with a hospital, or (B) in which such skilled nursing care and 
medical services are prescribed by, or are performed under the general direction 
of, persons licensed to practice medicine or surgery in the State. 

“(8) The term ‘surgical services’ means surgical procedures (other than elec- 
tive surgery) provided in a hospital, or in case of an emergency or for minor 
surgery, provided in the outpatient department of a hospital or in a doctor’s 
ofice. Surgical services may include oral surgery when provided in a hospital. 
The term ‘elective Surgery’ means surgery that is requested by the patient, but 
which in the opinion of cognizant medical authority is not medically required. 


“Free Choice by Patient 


“(e)(1) Any individual referred to in paragraphs (1) and (2) of subsection 
(a) may obtain the hospital or nursing home services for which payment to the 
hospital or nursing home is provided by this section from any hospital or nurs- 
ing home which has entered into an agreement under this section, which admits 
such individual and to which such individual has been referred by a physician 
or (in the case of hospital or nursing home services furnished in conjunction 
with oral surgery) dentist licensed by the State in which such individual resides 
or the hospital or nursing home is located, upon a determination by the physician 
or dentist that hospitalization or nursing home care for such individual is medi- 
cally necessary ; except that such referral shall not be required in an emergency 
situation which makes such a requirement impractical. 

“(2) Any individual referred to in paragraphs (1) and (2) of subsection (a) 
may, With respect to the surgical services for which payment is provided by 
this section, freely select the surgeon of his choice, provided that the surgeon 
is certified by the American Board of Surgery or is a member of the American 
College of Surgeons except that such certification shall not be required in cases 
of emergency where the life of the patient would be endangered by any delay, 
or in such other cases where such certification is not practicable, and except that, 
in the case of oral surgery, such individual may select a duly licensed dentist. 

“(3) Regulations under this section shall provide for payments (in such 
amounts and upon such conditions as may be prescribed in such regulations) 
to (A) hospitals for hospital services rendered in emergency situations to indi- 
viduals referred to in paragraphs (1) and (2) of subsection (a) by hospitals 
which have not entered into an agreement under this section, and (B) physi- 
cians for surgical services rendered by physicians not certified by the American 
Board of Surgery or not members of the American College of Surgery. 


“Agreements With Hospitals, Nursing Homes and Providers of Surgical Services 


“(d)(1) Any institution (other than a tuberculosis or mental hospital) shall 

eligible to enter into an agreement for payment from the Federal Old-Age 
and Survivors Insurance Trust Fund of the cost of hospital or nursing home 
services furnished to individuals referred to in paragraphs (1) and (2) of 
subsection (a) if it is licensed as a hospital or nursing home pursuant to the 
law of the State in which it is located. 

_ (2) Each agreement with a hospital under this section shall cover all hos- 
pital Services included under subsection (b) (which services shall be listed 
in the agreement), shall provide that such services shall be furnished in semi- 
Private accommodations if available unless other accommodations are required 
for medical reasons, or are occupied at the request of the patient, shall be made 
upon such other terms and conditions as are consistent with the efficient and 
‘conomical administration of this section, and shall continue in force for such 
period and be terminable upon such notice as may be agreed upon. 

(3) An agreement with a hospital or nursing home under this section shall 
provide for payment, under the conditions and to the extent provided in this 
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section, of the cost of hospital and nursing home services which are fu 
individuals referred to in paragraphs (1) and (2) of subsection (a) ; Provided 
That no such payment shall be made for services for which the hospital o. 
nursing home has already been paid (excluding payments by such individuals 
for which reimbursement to them by the hospital has been assured) bot p) 


such agreement shall provide for payment with respect to hospital or nursing 
home services furnished to an individual unless the hospital or nursing home 


obtains written certification by the physician (if any) who referred him pu. 
suant to subsection (c) that his hospitalization or care in the nursing home 
was medically necessary and, with respect to any period during which gych 
services were furnished, written certification by such individual's attending 
physician during that period that such services were medically necessary, The 
amount of the payments under any such agreement shall be determined on the 
basis of the reasonable cost incurred by the hospital or nursing home for all 
bed patients, or, when use of such a basis is impractical for the hospital or 
nursing home or inequitable to the institution or the Federal Old-Age and Sur- 
vivors Insurance Trust Fund, on a reasonably equivalent basis which takes 
account of pertinent factors with respect to services furnished to individuals 
referred to in paragraphs (1) and (2) of subsection (a). Any such agreement 
shall preclude the hospital or nursing home with which the agreement is made 
from requiring payments from individuals for services, payment of the cost of 
which is provided by this section, after it has been notified that the cost of 
such services is payable from the Federal Old-Age and Survivors Insurance 
Trust Fund, except that it may require payments from such individuals for the 
additional cost of accommodations occupied by them at their request which are 
more expensive than semiprivate accommodations. 

“(4) Except as provided by regulation, no agreement may provide for pay- 
ments (A) to any Federal hospital, or to any other hospital for hospital services 
which it is obligated by contract with the United States (other than an agree 
ment under this section) to furnish at the expense of the United States, or 
(B) to any hospital for hospital services which it is required by law or 
obligated by contract with a State or subdivision thereof to furnish at public 
expense except where the eligibility of the individual for such services is 
determined by application of a means test. 

“(5) No supervision or control over the details of administration or operation, 
or over the selection, tenure, or compensation of personnel, shall be exercised 
under the authority of this section over any hospital or nursing home which 
has entered into an agreement under this section. 

“(6) Agreements under this subsection shall be made with the hospital or 
nursing home providing the services, but this paragraph shall not preclude 
representation of such institution by any. individual, association, or organiza- 
tion authorized by the institution to act on its behalf. 

“(7) The Secretary shall enter into agreements with qualified providers of 
surgical services as defined in paragraph (2) of subsection (c). Such agree 
ments shall stipulate that the rates of payment agreed on shall constitute full 
payment for these services. Such agreements may be made with any qualified 
individual, or with any association or organization authorized by the surgeons, 
dentists, or physicians to act in their behalf. 

“(8) Nothing in such agreements or in this Act shall be construed to give the 
Secretary supervision or control over the practice of medicine or the manner 
in which medical services are provided. 

“(9) Except to the extent the Secretary has made provision pursuant t 
subsection (h) for the making of payments to hospitals and nursing homes by 
a private nonprofit organization or for the making of payments to physicians 
dentists, and surgeons by their designated representatives, he shall from time 
to time determine the amount to be paid to such provider of service under 
an agreement with respect to services furnished, and shall certify such amoutt 
to the Managing Trustee of the Federal Old-Age and Survivors Insurance 
Trust Fund, except that such amount shall, prior to certification, be reduced 
or increased, as the case may be, by any sum by which the Secretary finds that 
the amount paid to the provider of services for any prior period was greater 0 
less than the amount which should have been paid to it for such period. The 
Managing Trustee prior to audit or settlement by the General Accounting Of- 
fice, shall make payment from the Federal Old-Age and Survivors Insurance 
Trust Fund, at the time or times fixed by the Secretary, in accordance with 
such certification. 
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“Nondisclosure of Information 


“(e) Information concerning an individual, obtained from him or from any 
physician, dentist, nurse, hospital, nursing home, or other person pursuant to 
or as a result Of the administration of this section, shall be held confidential 
(except for statistical purposes) and shall not be disclosed or be open to public 
inspection in any manner revealing the identity of the individual or other per- 
son from whom the information was obtained or to whom the information per- 
tains, except as may be necessary for the proper administration of this section. 
Any person Who shall violate any provision of this subsection shall be deemed 
guilty of a misdemeanor and, upon conviction thereof, shall be punished by a 
fine not exceeding $1,000 or by imprisonment not exceeding one year, or both. 


“Medical and Hospital Services Under Workmen’s Compensation 


“(f) The provisions of subsection (a) shall not be applicable to any services 
which an individual required by reason of any injury, disease, or disability on 
account of which such services are being received or the cost thereof paid for, 
or upon application therefor would be received or paid for, under a workmen’s 
compensation law or plan of the United States or of any State, unless equitable 
reimbursement to the Federal Old-Age and Survivors Insurance Fund for the 
payments hereunder with respect to such services have been made or assured 
pursuant to agreements or working arrangements negotiated between the Secre- 
tary and the appropriate public agency. Notwithstanding the above sentence, if 
(1) the individual’s entitlement to receive such services (or to have the cost 
thereof paid for) under such a workmen’s compensation law or plan is in doubt 
when such services are required, (2) the cost of such services is otherwise pay- 
able from the Federal Old-Age and Survivors Insurance Trust Fund pursuant to 
this section, and (3) the individual makes an appropriate application under such 
workmen’s compensation law or plan and agrees, in the event that he is subse- 
quently determined to be entitled to receive such services (or to have the cost 
thereof paid for) under such law, to reimburse the Federal Old-Age and Sur- 
vivors Insurance Trust Fund in the amount of any loss it might suffer through 
its payment for such services, then the cost of such services may be paid from 
such Trust Fund in accordance with this section. In any case in which the cost 
of services is paid from the Federal Old-Age and Survivors Insurance Trust 
Fund pursuant to the immediately preceding sentence, or is paid from such Trust 
Fund with respect to any such injury, disease, or disability for which no reim- 
bursement to such Trust Fund has been made or assured pursuant to the first 
sentence of this subsection, the United States shall, unless not permitted under 
the law of the applicable State (other than the District of Columbia) be subro- 
gated to all rights of such individual, or of the provider of services to which 
payments under this section with respect to such services are made, to be paid 
or reimbursed pursuant to such workmen’s compensation law or plan for such 
payments, All amounts recovered pursuant to this subsection shall be deposited 


inthe Treasury of the United States to the credit of the Federal Old-Age and 
Survivors Insurance Trust Fund. 


“Regulations and Functions of Advisory Council 


“(g) All regulations specifically authorized by this section shall be prescribed 
by the Secretary. Im administering this section, the Secretary shall consult 
with a National Advisory Health Council consisting of the Commissioner of 
Social Security, who shall serve as Chairman ex officio, and eight members 
appointed by the Secretary. Four of the eight appointed members shall be 
persons who are outstanding in fields pertaining to hospital and health activities, 
and the other four members shall be appointed to represent the consumers of 
hospital, nursing home, and surgical services, and shall be persons familiar 
with the need for such services by eligible groups. Each appointed member 
shall hold office for a term of four years, except that any member appointed to 
fla vacancy occurring prior to the expiration of the term for which his prede- 
Céssor was appointed shall be appointed for the remainder of such term, and 
the terms of office of the members first taking office shall expire, as described by 
the Secretary at the time of appointment, two at the end of the first year, two 
at the end of the second year, two at the end of the third year, and two at the 
end of the fourth year after the date of appointment. An appointed member 
Shall not be eligible to serve continuously for more than two terms but shall be 
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eligible for reappointment if he has not served immediately preceding jis 
reappointment. The Council is authorized to appoint such special advisory ang 
technical committees as may be useful in carrying out its functions. Appointe 
Council members and members of advisory or technical committees, while gery. 
ing on business of the Council, shall receive compensation at rates fixed by the 
Secretary, but not exceeding $50 per day, and shall also be entitled to receive 
an allowance for actual and necessary travel and subsistence expenses while 
so serving away from their places of residence. The Council shall meet gs 
frequently as the Secretary deems necessary, but not less than once each year, 
Upon request by three or more members it shall be the duty of the Secretary to 
call a meeting of the Council. 


“Utilization of Private Nonprofit Organizations 


“(h) (1) The Secretary may utilize to the extent provided herein, the services 
of private nonprofit organizations exempt from Federal income taxation under 
section 501 of the Internal Revenue Code of 1954 which (A) represent qualified 
providers of hospital, nursing home, or surgical services, or (B) operate volun- 
tary insurance plans under which agreements, similar to those provided for 
under subsection (d), are made with hospitals, nursing homes, and physicians 
for defraying the cost of services. Such organizations shall be utilized by the 
Secretary to the extent that he can make satisfactory agreements with then 
and to the extent he determines that such utilization will contribute to the 
effective and economical administration of this section. Such agreements shall 
not delegate (A) his functions relating to determinations as to whether the 
costs of hospital, nursing home, and surgical services furnished an individual 
may be paid for out of the Federal Old-Age and Survivors Insurance Trust Fund 
under this section and the amount of such payment, and (B) his function 
relating to the making of regulations. 

“(2) An agreement under paragraph (1) shall provide for payment from the 
Federal Old-Age and Survivors Insurance Trust Fund to the organization of the 
amounts paid out by such organization to hospitals, nursing homes, physicians, 
and dentists, under this section and of the cost of administration determined 
by the Secretary to be necessary and proper for carrying out such organization's 
functions under its agreement pursuant to this subsection. Such payments to 
any organization shall be made either in advance on the basis of estimates by 
the Secretary or as reimbursment, as may be agreed upon by the organization 
and the Secretary, and adjustments may be made in subsequent payments 0 
account of overpayments or underpayments previously made to the organization 
under this subsection. Such payments shall be made by the Managing Truste 
of the Trust Fund on certification by the Secretary and at such time or time 
as the Secretary may specify and shall be made prior to audit or settlement 
by the General Accounting Office. 

“(3) An agreement under paragraph (1) with any organization may require 
any of its officers or employees certifying payments or disbursing funds pursuant 
to the agreement, or otherwise, participating in its preformance, to give surel 
bond to the United States in such amount as the Secretary may deem necessary, 
and may provide for the payment of the cost of such bond from the Feder 
Old-Age and Survivors Insurance Trust Fund. 


“Certifying and Disbursing Officers 


“(i) (1) No individual designated by the Secretary pursuant to an agreemell 
under this section, as a certifying officer shall, in the absence of gross negligent 
or intent to defraud the United States, be liable with respect to any paymetls 
certified by him under this section. 

“(2) No disbursing officer shall, in the absence of gross negligence or intell 
to defraud the United States, be liable with respect to any payment by his 
under this section if it was based upon a voucher signed by a certifying office 
designated as provided in paragraph (1). 


“Adjustments in Cash Benefits 


“(j) For purposes of section 204, any payment under this section to 4 
hospital, nursing home, physician, or dentist, with respect to hospital, nursilf 
home, or surgical services furnished an individual shall be regarded as 2 pi 
ment to such individual.” 


4 
4 
ct 
th 
th 
Fe 
i 
| 
low 
| 
| 
Subs 
| 
0 
In 


BENEFITS FOR OASI BENEFICIARIES 243 


ig his (b) The amendments made by subsection (a) shall be effective on the first day 
y and @ of the twelfth calendar month after the month in which this Act is enacted. 
ointed (c) Notwithstanding the provisions of section 226(a)(2) of the Social Se- 
: Serv: HF oyrity Act, as amended by this Act, and subsection (b) of this section, applica- 
by the tions filed under such section 226 which would otherwise be valid shall, subject 
eceive HF to regulations of the Secretary, be considered valid even though filed more than 
while @ three months prior to the effective date of this Act, but not if filed prior to the 
eet a8 Wrst day of the fourth calendar month after the month in which this Act is 
year. enacted. 

ary to Sec. 2. (a) Section 1401 of the Internal Revenue Code of 1954 (relating to 

rate of tax on self-employment income) is amended to read as follows: 
“SFC, 1401. RATE OF TAX. 
“In addition to other taxes, there shall be imposed for each taxable year, on 

ervices & the self-employment income of every individual, a tax as follows: 

under “(1) in the case of any taxable year beginning after December 31, 1959, 
ualified and before January 1, 1963, the tax shall be equal to 4% percent of the 
volun- amount of the self-employment income for such taxable year; 

led for “(2) in the case of any taxable year beginning after December 31, 1962, 
sicians and before January 1, 1966, the tax shall be equal to 554 percent of the 
by the amount of the self-employment income for such taxable year ; 

h them “(3) in the case of any taxable year beginning after December 31, 1965, 
to the and before January 1, 1969, the tax shall be equal to 63g percent of the 
ts shall amount of the self-employment income tax for such taxable year; and 

her the “(4) in the case of any taxable year beginning after December 31, 1968, 
lividual the tax shall be equal to 7144 percent of the amount of the self-employment 
st Fund income for such taxable year.” 
inctions 


(b) Section 3101 of such Code (relating to rate of tax on employees under the 
Federal Insurance Contributions Act) is amended to read as follows: 


n of thee SEC: 3101. RATE OF TAX. 


vsician,™ “In addition to other taxes, there is hereby imposed on the income of every 
ermine individual a tax equal to the following percentages of the wages (as defined in 
izations Section 3121(a)) received by him with respect to employment (as defined in 


rom the 


nents tom Section 3121 (b) )— 

nates by “(1) with respect to wages received during the calendar years 1960 to 
nization 1962, both inclusive, the rate shall be 3%, percent ; 

nents 02 “(2) with respect to wages received during the calendar years 1963 to 


nization 1965, both inclusive, the rate shall be 3% percent ; 
Trustee “(3) with respect to wages received during the calendar years 1966 to 
or times 1968, both inclusive, the rate shall be 414 percent ; and 


“(4) with resnect to wages received after December 31, 1968, the rate 
shall be percent.” 
(c) Section 3111 of such Code (relating to rate of tax on employers under 
the Federal Insurance Contributions Act) is amended to read as follows: 


“SEC. 3111. RATE OF TAX. 


“In addition to other taxes, there is hereby imposed on every employer an 
excise tax, with respect to having individuals in his employ, equal to the fol- 
lowing percentages of the wages (as defined in section 8121(a)) paid by him 
with respect to employment (as defined in section 3121(b))— 

“(1) with respect to wages paid during the calendar years 1960 to 1962, 
greemell both inclusive, the rate shall be 3% percent ; 
regligent “(2) with respect to wages paid during the calendar years 1963 to 1965, 
payments both inclusive, the rate shall be 354 percent ; 
“(3) with respect to wages paid during the calendar years 1966 to 1968, 
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y require 
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or intetl both inclusive, the rate shall be 414 percent ; and 
t by his “(4) with respect to wages paid after December 31, 1968, the rate shall 
ng offic be 4% percent.” 


(d) The amendment made by subsection (2) shall apply with respect to 
faxable years beginning after December 31, 1959. The amendments made by 


Subsections (b) and (c) shall apply with respect to remuneration paid after 
December 31, 1959. 


, bet Senator Morse. My bill would insure the cost of hospitalization up 
as a p@e?.00 days in a 12-month period and nursing home care up to 120 days 


Inus the number of days of hospitalization, and the normal surgical 
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cost incurred during that period of hospitalization certified to haye 
been necessary by the attending physician. 

As in the case of the Forand measure, my bill raises the social gecy. 
rity tax for both workers and employers the one-fourth of 1 percent 
necessary to pay for the program. 

But it is not the details of program I wish to dwell upon at this 
hearing. If the need and desirability of adding medical insurance ty 
social security is substantiated in these hearings, then I know the 
committee will work out the provisions necessary to carry out the 
objective. 

NEED FOR BILL 


What I want to stress to you is the economic need for our proposal, 
and the social responsibility which we bear toward the elderly of ou 
population. 

The Congress has been working this year on the appropriation bill 
for the Department of Health, Education, and Welfare in which the 
Senate, at least, has called for new record highs of money for research 
into the causes and cures for our most feared and deadly diseases, 

Of course, I am hopeful that the final bill will provide amounts a 
close to the Senate figures as possible. Heart disease, cancer, and 
mental illness account for the great bulk of illness and death among 
the American people. In some of these areas, researchers feel we ar 
close to solutions. 

But in other areas we already have solutions. The longevity of 
each American is greater than ever and continues to increase. Teeh- 
niques in surgery have advanced to the point where recovery and long 
life are assured to millions who did not have a chance for survival 2) 
or 30 years ago. Medical miracles can already be achieved with 
drugs, and every day new advances and discoveries are made. 

But to have the know-how in medicine is of no value to the man ot 
woman or child who cannot pay for it. For the millions of Amer 
cans who cannot afford the luxury—and it is a luxury—of a seriots 
operation or long stay in the hospital, these medical miracles might 
as well have never been discovered. 

The Nation is grateful for the discovery of the Salk vaccine, but 
the continuing incidence of poliomyelitis among low-income groups 
who cannot afford polio shots speaks for my contention that ott 
knowledge in medicine is meaningful only so far as it can be mate, 
available to those in need. 

There is no group in greater need of assistance in meeting medical 
costs than those over 65. I know you have already received evidences, 
of the fact that only about three out of eight of the persons 65 and 
over have medical insurance of any kind. 

Yes, I know the insurance companies take the position that cor 
erage in this group is increasing va voluntary programs. They als) 
fail to point out that the medical policies do not usually cover thi 
total cost. 

I also know that the medical profession is belatedly making an é 
fort to bring surgical fees more into line with the ability of elder! 
patients to pay for it. 

Yet these moves are totally inadequate. They have been made 
response to the Forand bill, and to the measures similar to it, whic 
have been put forward in Congress. 
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> have ~Icontend that while they are salutary, they are no substitute for 

full and adequate medical care as provided in H.R. 4700 and S. 881. 
] secu. These belated moves are admissions that the area of medical care 
vercent [for the elderly is one grossly in need of corrective action. _ 

First, medical costs have risen faster than the general price level. 
at this The cost of living as a whole has risen 23 percent since the bench- 
ance to [mark of 1947-49, but medical costs have gone up 44 percent since 
ow the MM that time. 
ut the Secondly, illness at age 65 or over costs more than it does for a 
younger person. 

' My study of last year of medical costs showed that the annual cost 
for private personal health care is $65 for the average person, but for 
oposal, H rhose 65 and over, it is $102 a year. 

of our Degenerative and chronic diseases are costly, and they strike the 
Boeople least able to afford them. 

ion bilf* Third, the income of the 65-and-over age group is the lowest of 
ich the 4) age groups in America. In 1958, 59.3 percent of all couples over 
esearcl B45 had incomes under $2,500 and 32 percent of them were trying to 
aSeS. Bliveon less than $2,000. That is income from all sources. 

unts sf The median income, meaning that half receive less and half re- 
°r, ald Beeive more, for men over 65 is about $1,421 per year, and in the great 
amon? B majority of cases that sum must support two people. 

Wear Jn the case of women, over 65, their median income is only $741 

; per year. This is, 1 emphasize, income from all sources, not just so- 
vity cial security. 

Tech’ Out of this meager amount, out of the lowest incomes, this age 
nd long group faces the highest medical costs. 

‘ival 18" Yet they also have the least in medical insurance, both in terms 
with of coverage and in terms of premiums and benefits. 

_ Under this proposal, health insurance would be paid up while the 
man ("il yorker is employed, and become effective when his income drops and 
Amet': Bheneeds protection the most. 

yore Such insurance would also help relieve the burden of caring for in- 
5 might digent patients which is expected to be borne by hospitals, but which, 
in fact, is largely borne by paying patients. 

Inconnection with my work on the Senate Committee of the District 
of Columbia, I have been studying the cost of medical care here in 
the District. One of the factors we are finding as a contributor to the 
skyrocketing of hospitalization is the care of indigents, many of them 
‘lderly and no longer employable. 

Governments, of course, make considerable payments to hospitals 
orcare of indigents, but they do not pay for the entire cost. 
_ Thus, it goes into the operating cost of the hospital, and eventually 
into the bill of the paying patient. 
More often, we find the elderly simply foregoing medical treatment. 
am sure you know from the people you represent, and from your 
personal experience, of many aged men and women who dread the 
possibility of a long illness which may put a drain upon the finances 
of their children, or force them to accept charity. 

here is no excuse for that situation. The blessing of medical science 
must be available to all in need of it, not just to those who can afford 
‘pay for it. The kind of insurance program we are advocating is no 
charity proposition, either. It is not a case of asking the Government 


ine, but 

groups 
hat out 
ye made 


medical 
65 and 


hat 
hey als 
ver the 


g an ef- 


made 
t, whic 


a 
= 


246 BENEFITS FOR OASI BENEFICIARIES 


to foot the bill for medical care. It simply helps people help then. 
selves. 

Because the kind of health insurance we are calling for here is ip 
effect in nearly all the nations of Western Europe, and even in Latiy 
America, I do not doubt that eventually the United States, too, wil 
take this great forward step in social insurance. 

I hope it will be soon, and I hope it will be as a result of the work 
being done here now, by this committee. It is humanitarian; it js 
financially sound ; its need is clear. 

I hope it will not be further delayed. 

The Cuatrman. We thank you, sir, for your statement. We appr. 
ciate very much your coming to the committee to discuss this matter 
with us. 

Are there any questions of the Senator ? 

Mr. Forand will inquire. 

Mr. Foranp. Senator, first of all, let me say thank you for the kind 
words you said regarding my work in this field. 

I also compliment you on your paper. You have in a very fer 
words set out the case about as forcefully as anyone can. 

There is great need to find a solution to this pressing problem. | 
have expressed the hope numerous times, not necessarily my bill, 
your bill or any particular bill introduced here become law, but if 
others have alternatives that will de the job better than the bill sug. 
gests that they come forward with it. 

Up until now I confess nothing worthwhile has been presented. 

Senator Morsr. Congressman Forand, I appreciate those remark 

May I say facetiously I appreciate their coming from one whom 
quotation marks is a “fellow socialist”. 

Mr. Foranp. I am more than a socialist according to some of thi 
witnesses. I am practically a Communist. : 

Senator Morse. We are not going to be stopped by labels. 

Mr. Foranp. I have never been disturbed by name calling. If they 
think by use of such terms they will discourage my efforts to reach 
the me and the goal is the solution of this problem, they are ms 
taken, if they think that regardless of the actions of this committe, 
whether this committee does not take action, or if it does, that I am 
going to stop. 

Again I want to say they are mistaken because I want to see this 
problem solved and I am going to continue to work for it as long 
as I can. 

Senator Morsr. May I say for the record that I am not given t0 
preach, but I do believe as legislators we have the responsibilit 
of putting into legislative form the great moral teachings, one, 
course, binding upon us that we are our brother’s keeper, so I, too, al 
never concerned about the charge that this will lead to socialism 
medicine which, of course, I categorically deny. 

What I do propose to do is to protect the elderly from undue col 
mercialism in medicine. 

Mr. Foranp. Thank you very much. 

The Cuamman. Are there any further questions ? 

If not, again we thank you, Senator. 

Senator Morse. Thank you very much. 
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then TheCuamrman. We will now hear from our colleague, Hon. Thomas 


J.Lane, from the State of Massachusetts. We are happy to welcome 


is in Mr. Lane. 

Latin ff Mr. Lane. Thank you, Mr. Chairman. 

0, will 

STATEMENT OF REPRESENTATIVE THOMAS J. LANE, OF 

@ work MASSACHUSETTS 

1; It is 

ae Mr. Lanz. Mr. Chairman, and members of the committee, no one 
ran dispute the fact that our social security program leaves much to 

appre [be desired. Since 1935, we have extended the range of its coverage, 

matter Mand have increased its benefits on a number of occasions. As the 


United States, however, was one of the last of the established nations 
to inaugurate a system of social insurance, it was obvious that we 
would have to accelerate its development, in order to match the prog- 
ress of other nations in this field. 

There is some difference of opinion as to whether we are expanding 
our program fast enough. In this age of social and economic change, 
it is plain to see that our people regard the program in the United 
States as being far from adequate. ‘The chief criticisms leveled at its 
deficiencies, center on the lack of insurance to cover the cost of hos- 
pital, nursing home, and surgical services for persons eligible for 
old-age and survivors insurance benefits. 

The surprising and commendable support of group insurance to 
cover hospital and medical expenses, by our working population, is one 
of the significant developments in our society since the end of World 
WarII. People need and want security, against the economic hazards 
of old age, and the physical impairments that inevitably accompany 
he years of deterioration. 

The aged require more medical care, but under the present organi- 
zation of our society, they are the ones who are unable to pay for it. 
Rather than appeal to charity, some of them, clinging to their human 
lignity, prefer to suffer in silence. 

This is a deplorable situation, unworthy of the world’s richest na- 
tion. We have had 25 years in which to expand the Social Security 
Act and to provide health insurance for the aged, but have failed to 
make a beginning in this respect. 

Those who oppose the legislation designed to balance that social 
elicit, claim that it is unnecessary due to the number of the aged who 
recovered by private medical and hospitalization programs. This 
Migunent is self-defeating because of its contradictions. It fails to 
nention the drastic curtailment in benefits after the insured reaches 
he age of 65, or the millions who, because this is a voluntary decision, 
eglect to take out such insurance. 

Iwas impressed last year by the statement of Dr. Eveline M. Burns, 
tho testified on behalf of the National Association of Social Workers, 
he professionals who have the most practical knowledge and experi- 
eein this field. She testified in part : 


We endorse the proposals contained in Congressman Forand’s bill, H.R. 9467, 
or the payment of hospital, nursing home, and surgical expenses for individuals 
atitled to OASI benefits. Even if it were deemed undesirable at this time to 
xtend this privilege to survivor beneficiaries, we believe there is an overwhelm- 
igly strong case for doing so in the case of the retired aged * * * The cost of 
medical care to the aged is increasingly becoming our major national social 


ne kind 


ry fer 


lem. | 
bill, or 
but if 


ill sug- 


nted, 
emarks, 
who in 


> of the 


If they 
reach 
ire mis 
amittes, 
at I an 


see this 
as long 


given {0 
nsibility 

one, of 
too, a 
alism 


lue coll 


| 
ay 
ice — 
| 
‘ 
S 
| 
| 


948 BENEFITS FOR OASI BENEFICIARIES 


problem. It is the cause of a large part of the supplementation of OASIT benefits 
and of the rising costs of public assistance, despite the declining numbers of 
old-age assistance recipients. It will become increasingly important with th 
growth in numbers of the aged * * * The question the Nation faces is merely th 
question of the best way to meet these costs * * * We believe that, for the long 
run, the most rational method is by way of insurance, and that the most feasibje 
method of making sure that everyone shall be insured is to utilize the machinery 
of compulsory premium payment through OASI. 

Congressman Forand’s bill which this year bears the identification 
H.R. 4700, is notable because it will not only provide insurance agains 
the costs of hospital and surgical services, but takes cognizance of the 
growing need for nursing home care. With the lengthening span of 
human life, we shall need more of this special type of service for the 
aged. 

Congressman Forand’s bill will finance the extra cost, with respect to 
employees and employers, by gradual increases for both under the 
Federal Insurance Contributions Act to a maximum after December 
31, 1968, of 434 percent. This, even though it is an addition to other 
taxes under the F.I.C.A. to finance the provisions of the Social Secur- 
ity Act, is a small price to pay for removing the dread specter of fear 
and worry from the last years of our older citizens who are in need of 
medical care but are unable to pay for it from their social security 
checks. 

As long as legislation to provide such insurance is certain to be 
enacted in the near future, in response to public demand and social 
needs, I believe that our best course is to make the beginning, now, 90 
that our program will be adjusted to the increasing percentage of the 
aged in our population. 


The Carman. Thank you, Mr. Lane, for coming to us and giving 
us the benefit of your views on this subject. 

Mr. Lane. Thank you, Mr. Chairman. 

The Cuamman. We will now hear from our colleague, Hon. John 
B. Bennett from the State of Michigan. We are happy to welcome 
you, Mr. Bennett. 

Mr. Bennett. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE JOHN B. BENNETT, OF MICHIGAN 


Mr. Bennett. It is my sincere belief favorable consideration should 
be given at an early date to provide medical and hospital care in ou 
social security system. It is very apparent our numerous retired peo- 
ple find it impossible to pay for the cost of medical care associated 
with hospitalization on the meager pensions now available to them. 
My proposal is that the cost of hospital care and surgical services 
should be provided in the hospital up to 60 days for people eligibl 
for social security benefits. Then, if further care in a nursing home 
is indicated by the physician, additional costs up to 120 days of com: 
bined hospital and nursing home care is provided. It incorporates 
an income test, used in many private plans, by limiting this protecti 
to those people whose total family income, including social secur't} 
benefits, does not exceed $2,400 a year. The method of confining pay 
ments to those hospital services where cost schedules have already bee! 
tested by Blue Cross plans, also preserves the professional indepent: 
ence of doctors. We must take this forward step to provide a fom 
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denefits F of insurance protection for those people on social security whose in- 
bers of BH come is so limited they cannot afford to pay the premiums for this kind 
- “ of prepaid care. Iam convinced our older people are not getting their 
he long | share of the modern but increasingly costly miracles of medical care, 
feasible B which high cost is felt more acutely by older people because their 
chinery are usually of longer duration. 
i? It is well known that the wider application of preventive measures 
cation fF which we are getting today will lead to less infirmity in older years 
guns & inthe future. This is one of the reasons why I am not persuaded by 
of the F the argument sometimes presented that my proposal would lead 
pan of fF eventually to excessive medical costs. I also believe the doctors of 
or the this country are competent enough, and honest enough, to insure 
against any abuse of this provision. 
pect to Good evidence indicates that it is not through negligence that many 
ler the F older people are without medical care protection. It simply is not 
ember f available to them at a price they can pay. My plan with its $2,400 
) other § income ceiling is designed specifically to meet the medical care needs 
Secur- & of people with a low retirement income who would otherwise be self- 
of fear § sufficient. In this way we will not only preserve individual self- 
eed of respect, but will also be helping hospitals to meet the mounting costs 
curity § of providing the best kind of medical care for people who cannot now 
afford it. 
1 tobe §=T also propose a more liberal definition of permanent and total dis- 
| social § ability for social security benefits and a modification of the present 
10W, 9 & stringent length of service requirements. I believe such modifications 
of the F should apply to the benefits payable to people 50 and over and also 
_. — tothe “disability freeze” which applies to workers at any age. The 
giving ® definition of disability in the law is strict and it is even more strictly 
administered. My proposal is to modify the present law by stating a 
person must be unable to “engage in a substantial gainful activity 
1. John § which is the same as or similar to the occupation or employment last 
elcome § performed by him on a regular basis before the onset of such impair- 
ment.” This terminology is closer to what Congress really intended 
in passing the 1956 amendments and will insure administration of the 
act ina way that will give the American worker real protection against 
HIGAN § crippling injury or disease. ‘Then, too, I propose the period be re- 
oul duced to 15 out of the last 30 quarters of coverage for an individual to 
‘Snou'| qualify for disability. Such revision will take care of some of the 
> In Ou'# tragic cases of middle-age workers who are incapacitated in the early 
yoo oh years of their coverage under this system. 
— _ We must keep our social security system up to date because we be- 
> thell. # lieve in the inherent dignity and worth of each individual. The above 
sible described changes are required in our present social security program. 
e 2 ‘{ itis my sincere hope the Members of this Congress will enact such 
changes into law. 
. os § The Cuarrman. Thank you, Mr. Bennett, for coming to us and 
a : giving us the benefit of your views on this subject. 
otec Mr. Bennerr. Thank you, Mr. Chairman. 
pe The Cramman. We will now hear from our colleague, the Honor- 
ie ~ able A. S. J. Carnahan, from the State of Missouri. We are happy 
to welcome you, Mr. Carnahan. 
og «Mt. Carnanan. Thank you, Mr. Chairman. 
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STATEMENT OF REPRESENTATIVE A. S. J. CARNAHAN, OF MISsovpy 


Mr. Carnanan. Mr. Chairman, and members of the committee, | 
ra the opportunity to appear before you. Each of us jy 
ngress has had an opportunity to observe the extraordinary intereg 
and concern that has been evoked by H.R. 4700, introduced by the 
Honorable Aime J. Forand, which is designed to ease the probleng 
of the old-age and survivors insurance beneficiaries in regard to certain 
medical costs. I believe I speak in behalf of a large number of my 
constituents when I say that this bill deserves favorable action by this 
committee and this Congress. The problem of how to pay increasing 
medical costs is a frighteningly serious one for all of us, but especially 
for those who are forced to live on meager, fixed retirement incomes, 
We in Missouri have particular cause for concern, because our 
of persons is even higher than the national average, 
igures from the Census Bureau show that in 1960 the number of 
persons 65 years old and more will reach 10.6 percent of our total State 
population. This is almost 2 percentage points higher than that for 
the United States as a whole. 

Throughout the country, however, the number of elderly persons 
who need this legislation is growing at an extremely rapid rate. The 
peas of adequate medical care for these people cannot, therefor, 

regarded as a local or regional one. Everywhere it has reached 
serious enough proportions to warrant the attention of each Member 
of Congress. It is clear that we must have an answer to it, and we 
must find it soon. 

As I have indicated earlier, I believe the best answer lies in passage 
of the bill the committee is now considering. It has one basic advan- 
tage which no other public or private proposal has offered: It would 
enable persons to pay for the cost of the insurance at a time when 
they were employed and could afford it. After retirement they would 
be free of the burden of monthly premium payments which inevitably 
are a serious drain on small pension incomes. 

The method of payment for the medical insurance program under 
the Forand bill is well conceived. It makes uses of existing social 
security machinery, and makes it easy and painless for each person 
under the social security system to qualify for benefits. According to 
reliable estimates, the initial costs of the program, which would 
amount to about $1 billion annually, would be covered adequately by 
increasing the social security tax by a very small percentage. Each 
employer and employee would pay about three-eights of 1 percent of 
payroll on earnings up to $4,800 each year. The self-employed would 
pay nine-sixteenths of 1 percent. This seems to me a very reasonable 
price to pay for the benefits which would be gained. 

The medical coverage offered under the Forand bill would not be 
comprehensive. But it would have certain basic advantages over the 
insurance that is available to older citizens under existing plans. Most 
important, every person entitled to old-age and survivors insurante 
benefits would be eligible, which means that no one could be arbitrarily 
denied insurance coverage. In addition, the benefits which would be 
provided are ones which the elderly are most likely to need. The 
cost of surgery, which today often is far beyond their means would 
covered. Expensive hospital and nursing home care would also come 
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tee, | 


under the program, with much more complete benefits than are now 
senerally available to the aging. 
~ Under the proposed system, the old-age and survivors insurance 


US in B heneficiary would have certain other important assurances: There 
terest BF would be no lifetime limits on the total costs that would be covered ; 
Ny the B there would be no exclusion of preexisting conditions. 

blens & Each of us who is at all familiar with the problems of older people 
ertain & knows that there is an overwhelming humanitarian basis for this legis- 
of my # lation. The need for it can be demonstrated through facts and 
y this F figures, as well as through personal experience or knowledge. The 
~asing BH recent study by the Department of Health, Education, and Welfare, 
cially & conducted at the request of this committee, gives an objective picture 
ones. of the plight of the elderly in obtaining and paying for medical serv- 
@ Ol F ices, An examination of the income figures of this age group and the 
erage. B costs of medical care which are needed by them points up the existing 
ber of dilemma. 

State} If we want a healthy and vigorous population, and I trust we do, 
at for BF then I see no alternative than to take proper and adequate measures to 

make this goal reality. I believe, therefore, that this Congress must 
ersons & vive favorable consideration to H.R. 4700. 
The The Cuamman. Thank you, Mr. Carnahan, for coming to us and 
refore, BH viving us your views on the subject. 
ached Mr. Canwanan. Thank you, Mr. Chairman. 
ember F The Cuarrman. We will now hear from our colleague, the Honor- 
nd we § able Isidore Dollinger, from the State of New York. We are happy 
toweleome you, Mr. Dollinger. 
Mr. Dottincer. Thank you, Mr. Chairman. 
\dvan- 

woull} STATEMENT OF REPRESENTATIVE ISIDORE DOLLINGER, OF 

when NEW YORK 
would 
itably § Mr. Dorrincer. Mr. Chairman and members of the Committee on 

Ways and Means, you have before you for consideration the Forand 
under § bill to amend the Social Security Act and the internal revenue code so 
social § as to provide insurance against the costs of hospital, nursing home, 
persol & and surgical service for persons eligible for old-age and survivors in- 
ling to § surance benefits, and for other purposes. I introduced a similar bill 
would fF on March 4, 1959, as I wished to emphasize my strong support of this 
ely by & legislation. 

Each There is an overwhelming need for the benefits provided by the bill. 
vent off Such benefits would be allowed as part of our established social 
would security system and would be financed under that system. The con- 
onable f tributions to be made by employees and employers would insure the 

hecessary help when illness and disability are suffered in later years 
not be & by those entitled to old-age and survivors insurance benefits. 

ver the fF = Today there are more than 14 million persons in the United States 

Most F who are over 65 years old. As of March 1959 more than 12 million 
uranct § persons were receiving social security payments, the majority of whom 
trarily § 2re entirely dependent upon such social security benefits for their 
wuld be & existence ; they have no other income or assets. All living costs are at 
. The # a new high—ineluding medical, nursing, and hospital care. Many 
vl be thousands of our older persons are suffering great pain and discom- 
oO co 


fort, jeopardizing their lives, because they cannot afford doctors’ bills, 
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medicines, or hospital or nursing care. Present social security bene. 
fits are still grossly inadequate to meet the barest necessities : our older 


citizens have nothing left with which to pay for the high expenses of & s : 


illness or medical aid. 

It is incredible that, in our Nation of plenty, countless older persons 
are denied the medical aid and attention they so desperately need. 
I have received many letters describing pitiful circumstances and 
great hardships being suffered by older people in my district; peti- 
tions bearing the names of many thousands have been sent me attest- 
ing to their inability to procure necessary medical help and to the 
great need for the legislation before you. 

I believe that your committee has before it evidence to show that 
many outstanding organizations strongly endorse health benefits 
under the old-age, survivors, and disability insurance program; also 
evidence that health services for the aged are grossly inadequate 
throughout the Nation. As a result of the studies of the situation 
which have been made, it is obvious that such a health program 
cannot be provided satisfactorily in any way other than that pro 
vided by the bill before you; the Federal Government must take the 
necessary action. It would be unconscionable and cruel of us to 
continue to ignore the tragic plight of our older persons who find it 
impossible to provide for themselves the insurance to cover the high 
cost of illness and care. They should be given this opportunity under 
our social security program. 

I know that your committee will show the proper concern for our 
older persons and that you will take favorable action on the bill 
before you. 

The Cuarrman. Thank you, Mr. Dollinger, for coming to us and 
giving us your views on this subject. 

Mr. Doturncer. Thank you, Mr. Chairman. 

The Cuarrman. Our next witness is our colleague from Wisconsin, 
Hon. Clement J. Zablocki. 

Mr. Zablocki, we appreciate very much your being before the 
committee. 


STATEMENT OF HON. CLEMENT J. ZABLOCKI, A REPRESENTATIVE 
IN CONGRESS FROM THE STATE OF WISCONSIN 


Mr. Zasiocki. Thank you, Mr. Chairman. 

I deeply appreciate this opportunity to appear before your com: 
mittee, to present my views on legislation proposing to provide health 
benefits to the aged. 

Some time ago, on March 17, 1959, to be exact, the Common Counel 
of the City of Milwaukee, Wis., adopted a resolution expressing its 
position on H.R. 4700. 

Last week I received a telegram from Mr. Stanley J. Witkowski 
city clerk of Milwaukee, asking me the present the common council’ 
position to your committee. T ain happy to do so, and I would like 
to ask for permission to have Mr. Witkowski’s telegram, and the text 


of the common council’s resilution, included in the record of the j 


hearings. 
The Cuamman. Without objection, that will be included. 
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Mr. Zasiocki. Very briefly, in summarizing the resolution, the 


Common Council of the City of Milwaukee 1s wholeheartedly in 
support of H.R. 4700. 


(The telegram and resolution referred to follow :) 


MILWAUKEE, WIs,, July 10, 1959. 
Hon. CLEMENT J. ZABLOCKI, 
U.S. Congressman, 
Washington, D.O.: 

The Milwaukee Common Council on March 17, 1959, adopted resolution rela- 
tive to supporting H.R. 4700 amending Social Security Act to provide health 
and surgical service. You are respectfully requested to appear at hearings of the 
Committee on Ways and Means in behalf of our constituencies. 

STANLEY J. WiTKOWSKI, City Clerk. 


CERTIFIED Copy OF RESOLUTION 
FILE NUMBER 58—4264 


Resolution relative to the city of Milwaukee supporting and appearing in behalf 
of the Forand bill (Federal) (H.R. 4700) 


Whereas there is presently pending in the House of Representatives a bill 
known as the Forand bill (H.R. 4700) ; and 

Whereas under the terms of this bill medical and surgical benefits would be 
provided to retired people under the social security system on a funded basis; 
and 

Whereas the city of Milwaukee has many retired employees who have attained 
eligibility in the social security system and are in need of such benefits: Be it 
hereby 

Resolved, That the Common Council of the City of Milwaukee actively support 
such legislation and diligently seek its passage ; and be it further 

Resolved, That the city clerk transmit a certified copy of this resolution to our 
Representatives and Senators and that city representatives designated by the 
common council president make appearances on behalf of this bill if necessary ; 
and be it further 

Resolved, That the executive secretary of the pension system be authorized and 
directed to send a communication to all retired personnel informing them of the 
nature of this bill and advising them of its pendency in the Congress of the 
United States. 


OFFICE OF THE CITY CLERK, 
Milwaukee, Wis. 

I hereby certify that the foregoing is a copy of a resolution adopted by the 
Common Council of the City of Milwaukee on March 19, 1959. 

[SEAL] STANLEY J. WITKOWSKI, 

City Clerk. 

Mr. Zantocxt. As you know, Mr. Chairman, I have long been in- 
terested in legislation affecting our elder citizens, particularly in our 
social security program. Over the years, I supported fair and con- 
structive amendments intended to strengthen the program, and to 
improve various benefits. 

am proud to have been among the original sponsors of a bill to 

provide social security benefits to disabled workers, and to lower the 
retirement age for women. 

I introduced bills containing these proposals as early as 1953, and 
1 was deeply gratified when the Congress enacted their main features 
into law in 1956, 

Today, thanks to that legislation, many thousands of our disabled 
Workers and women are receiving social security benefits without 
being compelled to wait until they reach age 65. 
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The legislation which is presently being considered by your con. 
mittee deals with another serious problem facing our elder citizens: 
the problem of obtaining required health care. 

I would like to address myself briefly to this grave problem, 


THE NUMBER OF OUR AGED IS INCREASING 


I would like to begin by reviewing some general statistics about 
our aged population, statistics which were presented to another com. 
mittee recently by a fellow Milwaukean, Prof. Wilbur J. Cohen, of 
the University of Michigan, who was associated for many years with 
the administration of our social security program. 

About 1,230,000 greeny became age 65 in 1956, and about 900,000 
persons age 65 died during that same year. The net increase in our 
aged population was about 330,000, nearly 1,000 every day. 

There are 15.4 million persons age 65 or over and living in ow 
country, and they represent 8.6 percent of the total population. 

By 1975, according to reliable estimates, there will be 20 million 
Ps | persons in the United States. 


THE AGED LIVE ON LIMITED INCOMES 


Most of our aged lives on limited incomes. 

In 1958, three-fifths of all people age 65 and over had less than 
$1,000 in money income. Another one-fifth received $1,000 to $2,000. 
The remaining one-fifth had more than $2,000. 

Further, of the 15.4 million aged persons, only about 1 in every 5 
had a paying job in December 1958. 

It is estimated that over 11 million aged persons are dependent upon 
income or support from sources other than employment. 

About 6 out of every 10 aged persons in June 1958 were receiving 
insurance benefits under the social security system. 
Ms gaa 1 out of 10 received some other social insurance or pension 

nefit. 


AGED USE MORE HOSPITAL CARE 


We know, then, that our aged population numbers 15.4 million per- 
sons; that it is increasing at the rate of 1,000 per day; and that most 
of our elder citizens have to try to make ends meet on limited incomes. 

In the light of these facts, let us take a look at the medical prob- 
lem facing our aged. 

Statistics cited recently by Dr. Wilbur Cohen indicate that days 
of hospital care used by persons 65 and over, are about 2 to 21% times 
as much as those used by persons under age 65. 

Further, about 90 percent of all the aged hospitalized in 1956 and 
1957 were in hospitals for 60 days or less in the year. 

Since 1947-49, the overall Consumer Price Index has increased 
about 24 percent. During that time, surgeon’s fees have risen about 
the same. But medical care costs in general have risen twice as fast— 
49 percent—and hospital room charges have risen 105 percent, and 
are continuing to increase. 

We find, therefore, that our elder citizens use more days of hos 
pital care than younger people, and that the cost of such care has 
risen greatly during the past decade, and continues to go up. 
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MOST OF THE AGED LACK ADEQUATE HOSPITAL INSURANCE 


This, of course, creates a serious problem for our aged. Their 
medical needs and expenses are high, while their incomes are limited. 
How can they, therefore, attend to those needs? _ pea! 

Once again we must seek our answer in statistics. Statistics reveal 
that 65 percent of the aged do not have any type of hospital insur- 
ance, as compared with 34 percent of those under age 65 who do not 
have such insurance. 

Further, for the aged couples drawing social security benefits, 80 
percent of those with incomes of under $1,000 did not have any hos- 
pital insurance, compared with 35 percent for those with income of 
$5,000 and over who did not have such insurance. 

It would appear, therefore, that most of our aged do not have any 
insurance protection against the high cost of medical care. 

Further, such insurance as some of our aged have is very inade- 
quate. It is expensive, too expensive considering the small resources 
of most of our elder citizens. It can be canceled in most cases at the 
discretion of the carrier, and it may run out completely when lifetime 
ceilings have exhausted the benefits stated in the policy. 

Even when in effect, much of this insurance is of very limited 
amount. 

THE PROBLEM DEMANDS ATTENTION 


There is, on balance, serious evidence that a grave problem exists 
in this field. Many aged persons find it increasingly difficult to meet 
their health problems. The high cost of medical services is appar- 
ently barring many older persons and widows from required health 
care. 

I am certain, Mr. Chairman, that your committee is interested in 
obtaining as much information and evidence on this subject as pos- 
sible. I have asked the proper authorities in Milwaukee to prepare 
information about the situation in our city, the number of our elder 
citizens, their medical care needs, and their ability to meet them. As 
soon as I receive this information, I shall convey it to your commit- 
tee, for your consideration and inclusion in the record of these hear- 
i 


(The following information was received by the committee :) 


MUNICIPAL REFERENCE LIBRARY, 
Milwaukee, Wis., July 20, 1959. 


Hon. CLEMENT J. ZABLOCKI, 
Congressman, Fourth District, 
House of Representatives, Washington, D.C. 


Deak CONGRESSMAN ZABLOCKI: Thank you for your support of H.R. 4700 before 
the Ways and Means Committee. 

In reply to your wire of July 14, we are able to supply the following data: In 
a study made in 1958 for our housing authority, workers in the Marquette Uni- 
versity School of Business Administration interviewed 2,500 families, numbering 
8,152 individuals. The purpose of the survey was twofold. 

One, to discover the number of families in the city of Milwaukee having one 
person or more 65 years of age or older. These families are hereafter referred 
to as elderly families. 

The second purpose of the survey was to study certain characteristics of the 
elderly Segment of the population in order to determine the number of persons 
who might qualify for public housing support. The university found that there 
Were in these families 800 individuals 65 or over. They also interviewed the 
directors of homes for the aged where they found an additional 908 individuals 
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The legislation which is presently being considered by your con. 
mittee deals with another serious problem facing our elder citizen: 
the problem of obtaining required health care. 

I would like to address myself briefly to this grave problem, 


THE NUMBER OF OUR AGED IS INCREASING 


I would like to begin by reviewing some general statistics about 
our aged population, statistics which were presented to another com. 
mittee recently by a fellow Milwaukean, Prof, Wilbur J. Cohen, of 
the University of Michigan, who was associated for many years with 
the administration of our social security program. 

About 1,230,000 persons became age 65 in 1956, and about 900,00) 
persons age 65 died during that same year. The net increase in our 
aged population was about 330,000, nearly 1,000 every day. 

There are 15.4 million persons age 65 or over and living in ow 
country, and they represent 8.6 percent of the total population. 

By 1975, according to reliable estimates, there will be 20 million 
persons in the United States. 


THE AGED LIVE ON LIMITED INCOMES 


Most of our aged population lives on limited incomes. 

In 1958, three-fifths of all people age 65 and over had less than 
$1,000 in money income. Another one-fifth received $1,000 to $2,000. 
The remaining one-fifth had more than $2,000. 

Further, of the 15.4 million aged persons, only about 1 in every} 
had a paying job in December 1958. 

It is estimated that over 11 million aged persons are dependent up 
income or support from sources other than employment. 

About 6 out of every 10 aged persons in June 1958 were receiving 
insurance benefits under the social security system. 
— 1 out of 10 received some other social insurance or pensi0 

nefit. 


AGED USE MORE HOSPITAL CARE 


We know, then, that our aged population numbers 15.4 million per 
sons; that it is increasing at the rate of 1,000 per day; and that mos 
of our elder citizens have to try to make ends meet on limited incomes 

In the light of these facts, let us take a look at the medical prob 
lem facing our aged. 


Statistics cited recently by Dr. Wilbur Cohen indicate that days t 


of hospital care used by persons 65 and over, are about 2 to 214 time 
as much as those used by persons under age 65. 

Further, about 90 percent of all the aged hospitalized in 1956 ant 
1957 were in hospitals for 60 days or less in the year. 

Since 1947-49, the overall Consumer Price Index has increased 
about 24 percent. During that time, surgeon’s fees have risen abot 
the same. But medical care costs in general have risen twice as fast- 
49 percent—and hospital room charges have risen 105 percent, and 
are continuing to increase. 

We find, therefore, that our elder citizens use more days of hoe 
pital care than younger people, and that the cost of such care bef 
risen greatly during the past decade, and continues to go up. 
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MOST OF THE AGED LACK ADEQUATE HOSPITAL INSURANCE 


This, of course, creates a serious problem for our aged. : Their 
medical needs and expenses are high, while their incomes are limited. 
How can they, therefore, attend to those needs? _ end 

Once again we must seek our answer in statistics. Statistics reveal 
that 65 percent of the aged do not have any type of hospital insur- 
ance, as compared with 34 percent of those under age 65 who do not 
have such insurance. 

Further, for the aged couples drawing social security benefits, 80 
percent of those with incomes of under $1,000 did not have any hos- 
pital insurance, compared with 35 percent for those with income of 
$5,000 and over who did not have such insurance. 

It would appear, therefore, that most of our aged do not have any 
insurance protection against the high cost of medical care. 

Further, such insurance as some of our aged have is very inade- 
quate. It is expensive, too expensive considering the small resources 
of most of our elder citizens. It can be canceled in most cases at the 
discretion of the carrier, and it may run out completely when lifetime 
ceilings have exhausted the benefits stated in the policy. 

Even when in effect, much of this insurance is of very limited 
amount. 

THE PROBLEM DEMANDS ATTENTION 


There is, on balance, serious evidence that a grave problem exists 
in this field. Many aged persons find it increasingly difficult to meet 
their health problems. The high cost of medical services is appar- 
ently barring many older persons and widows from required health 
care. 

I am certain, Mr. Chairman, that your committee is interested in 
obtaining as much information and evidence on this subject as pos- 
sible. I have asked the proper authorities in Milwaukee to prepare 
information about the situation in our city, the number of our elder 
citizens, their medical care needs, and their ability to meet them. As 
soon as I receive this information, I shall convey it to your commit- 
tee, for your consideration and inclusion in the record of these hear- 
in 


(The following information was received by the committee :) 


MUNICIPAL REFERENCE LIBRARY, 
Milwaukee, Wis., July 20, 1959. 


Hon. Clement J. ZABLOCKTI, 
Congressman, Fourth District, 


3 | House of Representatives, Washington, D.C. 


Dear CONGRESSMAN ZABLOCKI: Thank you for your support of H.R. 4700 before 
the Ways and Means Committee. 

In reply to your wire of July 14, we are able to supply the following data: In 
a study made in 1958 for our housing authority, workers in the Marquette Uni- 
versity School of Business Administration interviewed 2,500 families, numbering 
$52 individuals. The purpose of the survey was twofold. 

One, to discover the number of families in the city of Milwaukee having one 
person Or more 65 years of age or older. These families are hereafter referred 
to as elderly families. 

The second purpose of the survey was to study certain characteristics of the 
elderly segment of the population in order to determine the number of persons 
Who might qualify for public housing support. The university found that there 
were in these families 800 individuals 65 or over. They also interviewed the 
directors of homes for the aged where they found an additional 908 individuals 
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who could be classed as elderly. From this sample, various conclusions were 
reached by accepted statistical methods to determine the number of families 
having individuals 65 or older in the entire city, and the number of such indi. 
viduals. The conclusion was reached that there are in the city of Milwaukee 
53,394 elderly families, and of these 35,775 families or 67 percent receive annnal 
gross incomes of less than $3,000. The average for these families is $2,491, 

The source of this income is also shown in the survey. For example, 3.7 percent 
of the elderly families report that they receive some income from their ow, 
business ; 28.5 percent receive income from wages; 65.7 percent receive it from 
social security; 27.6 percent receive some from pensions; 27.2 percent receive 
some from rental property ; 5.9 percent receive some from insurance ; 12.6 percent 
receive some from stocks or bonds; and 8.7 percent receive some income from 
other sources. 

It was found that 29.7 percent of elderly families in Milwaukee pay rent for 
shelter; 52 percent own their home debt free; 7.3 percent own their own home 
but pay on a mortgage; 10.9 percent do not pay for shelter. 

The average mortgage payment of elderly families in Milwaukee who pay on 
a mortgage is reported as $65 per month; the average rent payment for those 
living in a rented home is reported as $72 per month; the average rent for 
those paying rent in a relative’s home is reported as $49 per month; and the 
average for those paying rent in a furnished room is $42 per month; those ina 
rooming house pay $41 per month. The average rent payment of elderly families 
for all types of shelter is $67 per month. So much for income. 

Regarding insurance and the need for medical care, the survey uncovered 
these facts: 93.8 percent of residents in homes for the aged in Milwaukee are 
reported to be 65 years of age or older; 3.9 percent would not be residents if 
adequate housing facilities were available; 71.8 percent require continuous nurs- 
ing care; and 28.1 percent require a special diet. 

Estimates indicate that 97.9 percent of residents in homes for the aged have an 
annual gross income, excluding those amounts which are the direct result of 
being a resident, of less than $3,000. 

Of the 53,394 elderly families, only 35,081 have social security ; 15,218 get some 
of their income from wages; 14,737 from a pension; and 3,150 receive income 
from insurance. 

The survey uncovered other important data concerning elderly families in 
Milwaukee, but not information applicable to the present case. 

Another source of information concerning the carrying of hospital-surgical 
insurance by the elderly was obtained from our own city of Milwaukee Employees’ 
Retirement System. The executive secretary, Miss Ruth Poehlmann, supplied 
us with the following table: 


Employees’ | Policemen’s | Firemen’s 
retirement | annuity and | annuity and 
system benefit fund | benefit fund 


Number carrying hospital-surgical 769 
Average retirement allowance, per month t $120 


1 Approximately one-third of total. 


Miss Poehlmann also pointed out a trend that she has noticed which is that 
as the premiums for hospital-medical care increase, the number of retired 
persons canceling contracts increases also. Under the Employees’ Retirement 
System since March 1, 1959, when the new higher premium rates were set, there 
have been 40 cancellations of contracts. According to Miss Poehlmann, the 
Firemen’s and Policemen’s Retirement Systems have had similar experiences. 

We hope the information contained in this letter will help your support of 
H.R. 4700. ~~ 

Very truly yours, 
GERALD P. CAFFREY, 
Municipal Reference Librarian. 


(Source: Marquette University. Studies in Business and Economics : A study 
of quantitative and qualitative characteristics of elderly families and individuals 
residing in the city of Milwaukee, Wis. Monograph No. 3, Series 4, May 1958.) 
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WE MUST PROCEED CAREFULLY AND SOUNDLY 


Mr. Zastocki. This, then, is a complex and grave problem, and I 
must admit that I do not have an immediate solution for it. It would 
seem to me, however, that the proposal embodied in the bill being 
considered by ig committee represents a step in the right direction. 
It may not solve the whole problem, but it contains some carefully 
studied and constructive suggestions. 

I want to take this opportunity to commend the author of the bill, 

Congressman Forand, for the lengthy and thorough consideration 
which he has been giving this subject, and for seeking information, 
in developing the final legislative proposals, from persons closely con- 
nected with the problems of the people who a medical care, and 
with the people who furnish that care, including hospital administra- 
tors, physicians, nurses, and representatives of health and technical 
groups. 
“I know that your committee will give thorough study and attention 
to the evidence submitted by all such persons during these hearings. 
I believe that it is only by working carefully and drawing upon the 
wealth of experience and information possessed by all interested 
parties, that we can hope to find a fair and effective remedy to this 
grave and complex problem. 

I want to thank you, Mr. Chairman, and the committee, for the op- 
portunity of appearing before you today to testify on this legislation. 

The Cuarrman. Mr. Zablocki, we thank you, sir for bringing your 
views to the committee on this legislation. We appreciate them. 

Are there any questions ? 

Mr. Forand. 

Mr. Foranp. Mr. Zablocki, I join with the chairman in saying 
thanks for your coming here. I appreciate not only the kind words 
you have spoken in my behalf, but also appreciate the great interest 
and assistance you have given me in this task. 

You have proven to me over the years your sincerity in trying to 
help find a solution to this troublesome problem. Again I say thank 
you. 

Mr. Zastockt. It was a privilege to work with you in seeking a 
solution tothis problem. Thank you very much. 

TheCHamman. Are there any further questions. 

We thank you, sir. 

Mr. Zantockt. Thank you, Mr. Chairman. 

The Cuatrman. We will now hear from our colleague, Hon. James 
Roosevelt from the State of California. We are happy to welcome 
you, Mr. Roosevelt. 

Mr. Roosrverr. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE JAMES ROOSEVELT, OF 
CALIFORNIA 


Mr. Roosrverr. Mr. Chairman and members of the committee, it is 
with deep conviction that I say the Forand bill, H.R. 4700, of which I 
am proud to be a cosponsor, is one of the most significant and forward- 
ooking proposals to come before you for your consideration and, I 
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hope, favorable action. I wish, therefore, to take this opportunity 
to commend you for conducting a hearing in this matter. 

I believe it necessary to state at the outset that the arguments 
against this bill are not consistent with the available facts at hand 
and are not responsive to a demonstrated human need. Further, J 
think the descriptive words, such as “socialistic,” are misleading and 
illogical, and are used to play on the human emotion of fear rather 
than on the distinctive human gift of reason. 

If one is interested in discussing the issue in the realm of semantics, 
may I respectfully point out that in the title of the bill is the word 
“insurance.” This is a word that perhaps the opponents of the bill 
prefer to overlook, because the insurance principle has proved to be 
a sound, budgetary approach to our social-security law, providin 
retirement benefits based on contributions of both the employer a 
employee. And certainly this concept of insurance protection, in 
one form or another, is an integral and successful aspect of our busi- 
ness and personal world. Yet, when a new application of this prin- 
ciple is proposed, suddenly certain groups charge an “alien” flavor 
to it. 


My observations in the matter of the insurance principle may well 
evoke from the opposition the counterargument that this prepaid 
medical care program involves more than just the employee, the one 
to benefit, since the employer would also be required to pay more 
into the fund if the Forand bill is enacted into law. While this obser- 
vation is true, it is important to note that the proposed increase in 
OASI contributions would not be financially burdensome to the en- 
ployer, or to the employee for that matter. The Secretary of Health, 
Education, and Welfare has indicated that medical care could be 
extended to the 16.2 million social-security recipients at a cost of less 
than one-quarter of 1 pecent each for both employers and employees. 

As you know, the 1957 survey or study, conducted by the Bureau of 
Old-Age and Survivors Insurance, offers factual support of the need 
for the pending proposal. Likewise, the 1959 report, submitted by 
the Department of Health, Education, and Welfare, is one more ex- 
hibit to substantiate the claim that there is a pressing need to provide 
our retired senior citizens, eligible under the provisions of the bill, 
with medical care they cannot now afford. 

The 1957 survey highlights the need for the enactment of the 
Forand bill and confirms the position long argued by its advocates. 
Now we have reached the stage, happily, of an increasing awareness 
of this need. In this connection, I wish to refer to the Social Se- 
curity Bulletin of April of this year, from which I quote the follow- 
ing comment or conclusion made in this official publication : 

In recent years there has been increasing awareness that the aged, like other 
predominantly low-income groups, are apt to find the financing of their medical 
needs a heavy burden. Sometimes they forgo necessary medical care entirely 
or defer it much longer than is desirable. In some instances they get the care 
they need but must rely on others to help pay for it. The degree to which aged 
persons fail to obtain adequate medical care can only be inferred. On the other 
hand, the degree to which they encounter difficulty in paying for the medical 
eare they do receive—as well as the amount of these costs—can be illustrated 


by preliminary findings from the 1957 survey of old-age and survivors insur 
ance beneficiaries. 
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Mr. Chairman, I shall not detail facts and figures since the mem- 
bership of this committee is adequately apprised of them from various 
sources, including the 1957 survey and 1959 report to which I have 
referred. 

However, I do believe it proper to focus attention on the 1959 HEW 
report because it offers impressive stastical evidence supporting the 
contention that retired workers have, for the most part, Incomes too 
low to meet the rising costs of medical care, particularly when it in- 
volves hospitalization and chronic illnesses which are associated with 
advancing years, 

I join with my distinguished colleague, Mr. Forand, when he stated 
the report proved conclusively that “ the Federal social security sys- 
tem can, as a practical matter, be used for paying medical care costs 
for persons entitled to old-age and survivors benefits with good effects 
on the kind of care they receive.” 

The situation as outlined by the HEW report is deserving of re- 
emphasis and I therefore offer this synopsis which sets forth the 
dimensions of the problem with which we are faced : 


There is general agreement that a problem does exist. 

The rising cost of medical care, and particularly of hospital care, over the 
past decade has been felt by persons of all ages. Older persons have larger 
than average medical care needs. As a group they use about two and a half 
times as much general hospital care as the average for persons under age 65, 
and they have special need for long-term institutional care. 

Their incomes are generally considerably lower than those of the rest of 
the population, and in many cases are either fixed or declining in amount. 
They have less opportunity than employed persons to spread the cost burden 
through health insurance. 


A larger proportion of the aged than of other persons must turn to public 
assistance for payment of their medical bills or rely on “free” care from hospitals 
and physicians. 

Because both the number and proportion of older persons in the population 
are increasing, a satisfactory solution to the problem of paying for adequate 
medical care of the aged will become more rather than less important. 


Finally, I think it well to note that the lengthy HEW report, while 
containing no administration recommendations, does not suggest that 
the Department could not successfully administer the proposed pro- 
gram. 

The Forand bill offers an opportunity to the American people who 
obviously want and need high quality medical care or services as 
much—indeed even more—after retirement as they do during their 
more financially productive working years. I am fully convinced that 
the American worker can only afford to achieve a degree of health 
protection and care, upon his retirement, through the proposed bill 
since other means of obtaining this protection are more costly and 
often prohibitive. 

Frankly, I believe the American worker has a right to become 
resentful of those who tell him, in effect, that if he doesn’t have a 
private health insurance plan to cover his years of retirement, then 
he can, if need be, look for help from welfare agencies. No one likes 
to be subjected to this, particularly when welfare aid is based on 
means tests and is generally not available before savings, if any, are 
Practically exhausted. 

Present social security benefits are accepted as a matter of right, 
despite the early years of propaganda charging that not only would 
this program lead this country to ruin, economically, but that it 
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was a grandiose national dole scheme. I submit that it is equally 
as important that our retired citizens, receipients of social security 
benefits, be able to obtain hospital, nursing, and surgical services as q 
matter of right also, not asa matter of charity. 

I can think of no other item of legislation before this Congress that 
better reflects national concern for a national problem experienced 
daily by our ever-growing population of senior citizens. How ironi 
it is, indeed, to lengthen a person’s lifespan through the marvels of 
medical science and then to penalize him for these very marvels by 
having him fall prey to the infirmities of old age without any surety 
of needed medical help. 

It is my sincere hope that this committee, by favorably reporting 
the Forand bill, will demonstrate that this national concern has finally 
translated itself into initial national action. 

The Cuamman. Thank you Mr. Roosevelt, for coming to us and 
giving us your views on the subject. 

Mr. Roosrvert. Thank you, Mr. Chairman. 

The Cuatrman. We will now hear from our colleague, Hon. Phil 
Weaver from the State of Nebraska. We are happy to welcome you, 
Mr. Weaver. 

Mr. Weaver. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE PHIL WEAVER, OF NEBRASKA 


Mr. Weaver. Mr. Chairman, and members of the committee, I wish 
to take this opportunity to thank you for the privilege of presenting 
this statement to your committee in opposition to the Forand bill 
H.R. 4700. 

Had his bill been opposed by any single group of special pleaders, 
I would have shown a great deal of hesitancy in appearing here. 
However, the opposition to this type of legislation in the First Con- 
gressional District of Nebraska, and, indeed, throughout the State of 
Nebraska, is so widespread that I felt it my duty and an obligation to 
my constituents to be heard. I have talked about this legislation with 
many, many people in Nebraska and almost without exception they 
are sincerely and honestly opposed to this sort of program. 

Opposition to H.R. 4700 in my home State stems from two sources. 
One is the belief that the bill is not necessary because those who are 
listed as the indigent aged are receiving medical care at the State and 
local level and through the fine work done by many hundreds of doe- 
tors at their own expense. The second source of opposition to this 
type of program is based on the belief that it won’t work. 

It is with a degree of trepidation that I would like to remind the 
members of the committee that the United States is a nation in whieh 
the citizens prefer to solve their own problems through local instit: 
tions, locally sponsored and locally controlled. This basic fact of 
American history and American life is overlooked in the present bill 
H.R. 4700. This is a measure which seeks to impose a pat solution (0 
a complex problem from on high. It is an effort to impose on oul 
citizens a revolution in American medicine and in the American Way 
of life. Finally, it is an effort to solve a complicated problem by 
creating another Federal bureaucracy. 

Were American medical authorities and American doctors cot- 
vinced that the only way to solve the problem of caring for the aged 
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' js through a Federal bureaucracy, then the great mass of American 
' doctors would be in favor of this type of program. American medi- 
' cine is confident that the solution lies with local doctors who are by 
' tradition and training dedicated to the healing of the sick whatever 


their financial status might be. Medical authorities are convinced that 


' local hospitals locally controlled, are the ultimate solution, not fed- 
erally controlled institutions. 


The American people are convinced of this also. There has been 


 astrong and solid support, for instance, for States and municipalities 
' which undertake the construction of their own hospitals and, there- 
' after maintain and control those hospitals themselves. I do not believe 
' the American people will permit the transferral of control over the 
' thousands of municipal, county, State and charitable hospitals from 
' themselves to the Federal bureaucracy this bill would create. 


Let me also point out here that there is an increasing use by the 


_ American people of health insurance programs which are privately 


or cooperatively financed and with which the medical profession and 
the Nation’s hospitals have fully cooperated. There are indeed pro- 
grams specifically designed for the aged and I am informed that they 
have met with a considerable degree of initial acceptance. 

There are other solutions to the problem than through an increased 


_ Federal bureaucracy. Among them are private or cooperative in- 


surance programs of which there are now many in the United States. 
I would respectfully submit to the committee that these other ap- 


_ proaches be considered carefully before it undertakes a radical new 


step by imposing federally controlled and dominated programs such 


as this on the American people. 


I wish to thank the committee for this opportunity to present my 
views on this problem. 

The Cuatrman. Thank you, Mr. Weaver, for coming to us and 
giving us your views on this subject. 

Mr. Weaver. Thank you, Mr. Chairman. 

The Cuarrman. We will now hear from our colleague, the Honor- 
able Leonard Farbstein from the State of New York. We are happy 
to welcome you, Mr. Farbstein. 

Mr. Farestetn. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE LEONARD FARBSTEIN, OF 
NEW YORK 


Mr. Farssrern. Mr. Chairman, may I first congratulate this com- 


| mittee for holding hearings on H.R. 4700 which is of the utmost im- 


portance to our older men and women. 

The miraculous advances of this century in the medical sciences 
have resulted in longer and healthier lives for the people of this 
Nation. The number of persons 65 years and older today is 15 million 
and is expected to reach almost 25 million by 1980. At that time this 
age group will constitute between 9.0 and 10.6 percent of the popula- 

on. 

I join the rest of you here today who are concerned with the plight 
of our older men and women. What will these aged look forward to 
after years of hard work? Most of them will be forced to live on low 
and limited incomes. Many of them will suffer from any one of the 
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numerous long-lasting and expensive chronic diseases. These diseags 
continue each year to make up a larger total of the illnesses in thi 
country. In addition, chronic illnesses are more likely to affect the 
elderly than any other age group. The dilemma of the older pers 
is how to meet ever-spiraling medical costs on fixed retirement income 

It is my sincere conviction that the best solution to this problem js 
embodied in H.R. 4700, introduced by the Honorable Aime J. Forand 
This practical and sensible measure proposes the inclusion of coverage 
for certain medical expenditures within the existing social security 
system. Beneficiaries of old age and survivors insurance would r. 
ceive hospital, surgical and nursing home benefits. 

In my opinion, this plan has two major advantages. In the firs 
place there can be no hidden exclusions or cancellations in a publicly 
supported system. Secondly the cost for the program would be shared 
by nearly the entire working population at a time when they are well 
able to afford the low increase in payroll deductions necessary to 
finance the program. 

This problem has received the careful study and attention of a nun- 
ber of groups. Even those who cry out against the approach of HR 
4700 cannot ignore the serious plight of the aged in meeting their 
medical costs. Most recently the Secretary of the Department of 
Health, Education, and Welfare submitted a very thorough report to 
this committee on this subject. I concur with Representative Forand’ 
judgment that the report pointed clearly to the urgent need for 
passage of H.R. 4700. Among other very interesting facts, the report 
showed that in 1957 more than 80 percent of the hospitalized social 
security beneficiaries had medical bills of $1,000 or more. 

I do not ask that we ignore the great advance in coverage of medical 
costs by nonprofit and commercial insurance companies. Neverthe 
less, I am astounded by a recent report in the New York Times which 
quoted the New York State Labor Department’s monthly magazine as 
stating that an average of two out of every three dollars spent by 
Americans on health were not covered by insurance policies. 

For the aged the problem is especially serious because the cost of 
insuring the elderly is much higher than for the rest of the popula 
tion. It is, therefore, not surprising that a recent study of the Na- 
tional Opinion Research Center shows that only three out of eight 
persons 65 years of age or older had some form of voluntary health 
insurance coverage in 1957. Nor is it astonishing that of this number 
an even smaller percentage were fully covered for hospital costs. The 
same study reports that more than half of these persons favor Govern- 
ment Insurance. 

Within recent months there has been a flood of publicity on plans 
especially designed for persons 65 and over offered by commercial and 
Blue Shield companies. Let us not be misled by the outward claimsof 
these plans. Their shortcomings are evident upon careful examin 
tion. The premiums are high—the benefits low. Often no more than 
half the average cost of hospital room and board is covered for a time 
shorter than usually needed. Exclusions for preexisting condition 
and limitations on services covered further limit the usefulness o 
these plans to the aged. 

The failure of voluntary health insurance to meet the needs of 
persons 65 years and older isclear. It is equally evident that the most 
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effective way of meeting their demands is through a fair broad-based, 
' well-run system. Our social-security system meets these criteria. 


New York has been in the vanguard of attempts to improve health 


' insurance coverage for her population. I am sure I speak for the 
| people at home when I urge the passage of H.R. 4700 as another step 
inthis direction. 


Our increased national life-expectancy is a precious gift, but it also 


E offers a pressing challenge. We have the opportunity to lessen one 


of the heaviest burdens of our older citizens—their staggering health 


H.R. 4700 is a worthy national solution to a national problem. 
The Cuatrman. Thank you, Mr. Farbstein, for coming to us and 


' giving us your views on the subject. 


Mr. Farsstern. Thank you, Mr. Chairman. 
The CuatrmMan. We will now hear from our colleague, the Honor- 


able Charles O. Porter from the State of Oregon. We are happy 
_ towelcome you, Mr. Porter. 


Mr. Porter. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE CHARLES 0. PORTER, OF 
OREGON 


Mr. Porrer. Mr. Chairman, this is a historic move by a congres- 
sional committee. To my knowledge it is the first time that this pro- 
posed legislation has been given such concentrated study. 

I will not go into the details of H.R. 4700 as proposed by my able 


- colleague from Rhode Island. I have introduced identical legisla- 
' tion, as have many other Members of Congress, because I share the 
_ belief that it is time we faced the fact that a major quandary facing 
/ men and women over 65 is the problem of how to pay for adequate 
' medical and surgical care on a limited income. 


When we speak of the aged in the United States we are speaking 


' of approximately 15,380,000 persons aged 65 and over. By 1975 we 


will be speaking of some 20 million people—our mothers, grand- 
mothers, aunts, uncles, cousins, and for some of us, ourselves. It 
is possible that by 1975 the old saying “life begins at 40” will have 
been rewritten to “life begins at 65.” As medical science advances, so 
does the life expectancy of our population. 

_It is a fact that we are a Nation with an increasing aged popula- 
tion. Some pioneer steps are being taken. This week of hearings on 
Congressman Forand’s bill is one such step. 

I believe the amount and source of income of persons retired— 


Voluntarily or just because they are 65—is of concern to us. Of those 
, 15,380,000 persons age 65 and older approximately 9,230,000 were re- 


celving old-age, survivors and disability insurance as of December 
1958. The average benefit under this insurance, social security as we 
know it, was $72 in March of this year. Widows, as a group, have 
the lowest income under this insurance. Their average benefit in 
March was $56. 

There are many ways to look at the economic status of the retired. 
We know that in 1958 about 60 percent of those persons over 65 had 
less than $1,000 income per year. Another 20 percent had an income 


' Tanging between $1,000 and $2,000. The remaining 20 percent had 
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more than $2,000 annual income. There is a lot of truth in the gonp 
ce “The Old Folks at Home.” They can’t afford to go any plac 
else. 

Older citizens need adequate housing, adequate medical care, ade. 
quate employment, and our oa eeRN and respect for the time they 
have given toward making this Nation a better place. 

It is relatively easy for us to grant an across-the-board increag 
in social security benefits, but it is hard for the man or woman re. 
ceiving a $35 check to do very much with $2 or $3. Benefits have to 
be more equal. 

The most important problem right now is establishing a program 
which will enable senior citizens to have the benefit of adequate medical 
and surgical care which they can afford but which will not put an 
unfair burden upon the doctors. 

I know many physicians adjust the rate they charge the older citi- 
zen, in the realization that his ability to pay is not as great as yours 
or mine. This is only a part of the problem. The cost of voluntary 
health insurance is high. The cost of hospital care is high. The 
income of the older citizen is low. 

There has to be a compromise. Is it in keeping with the American 
way of life to ask a person of 75 who receives $40 monthly under 
social security to pay $8 or $10 to a private company for a medical 
plan which lists more exceptions than coverage? I think not. This 
is the major problem before this committee. 

I thank the members of the committee for this opportunity to appea 
before it. 

The Cuatrman. Thank you, Mr. Porter, for coming to us and giving 
us your views on this subject. 

fr. Porter. Thank you, Mr. Chairman. 

The Carman. We will now hear from our colleague, Hon. Alfred 
E. Santangelo, from the State of New York. We are happy to wel- 
come you, Mr. Santangelo. 

Mr. Santancevo. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE ALFRED E. SANTANGELO, 0! 
NEW YORK 


Mr. Sanrancero. This 86th Congress now has the opportunity-§ ! 


and responsibility—to continue the progress that has been made 
since the Social Security Act of 1935. 
The opportunity confronts us in the form of H.R. 7154, which] 
have introduced, and which is identical to H.R. 4700, which this com: 
mittee is now considering. Under this bill, persons eligible for oll 
age and survivors insurance benefits would be assured of essentit! 
medical insurance coverage. ' 
The results of innumerable studies and surveys support my convit 
tion that. one of the most pressing problems of the elderly is how they 
can meet the onslaught of expensive medical care which most of then 
inevitably face. It is indisputable that few of them have incomes 
resources sufficient to cover long and costly illnesses and surgical cart 


An abundance of such evidence has already been presented to th ® 


committee. Sickness often constitutes a catastrophe for our older 
people and for their families. 
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Those who experienced illness, short or prolonged, know the aches 
and pains which came with the night and disappear with the dawn. 
Sickness and illness are companions of old age, especially for persons 
above the age of 65 of whom there are approximately 15 million 
in the United States. Ask any of these senior citizens as to their 
health and you invite a torrent of complaint as to subjective and ob- 
jective pain and agony. Five hundred and twenty-four out of every 
1,000 of these over 65 are receiving old age and survivors insurance. 
These would be assured of medical care under this bill. 

In my State of New York, 1.5 million are over 65 years of age and 
approximately 780,000 would receive the benefits of these provisions. 
From the number of requests I receive in my congressional office from 
elderly people who seek supplemental welfare or additional medical 
care, one would think that the greatest percentage of these people 
reside in my congressional district. 

In addition to the great number of people suffering from illness due 
toold age, we know that the illnesses of later life are not only of longer 
duration but are also of a more serious nature. These facts were 
brought home to me by a conference held in my State of New York 
on financing health costs of the aged. In addressing the conference 
which he had convened, former Governor Harriman stated: 

The costs of adequate medical care for older persons are higher than for 
younger persons. Hospitalization is needed more often and for longer periods 
of time. Prolonged care is more frequently required, because chronic disease 
is more common among the aged. A recent national study showed that the 
average annual cost of medical care for persons over 65 was $102 compared to 
$65 for the general population. 

At the same time that extra care is needed, the older person has fewer finan- 
cial resources to meet the added cost. As medical and hospital costs have risen 
sharply in the past quarter century, retirement incomes have not kept pace. 

Those meetings brought to light much information which supports 
my proposal. For example, our New York State commissioner of 
health, Dr. Herman FE. Hilleboe, pointed out that, according to a 
survey made by the National Opinion Research Center in 1955, ap- 
proximately 62 percent of all age groups in New York State were in- 
sured against the cost of hospitalization while only 35 percent of 
the population 65 years and over had such insurance. Obviously the 
ability and opportunity to pay for medical care or to purchase health 
| surance depends on age, income, and whether an individual has a 

job. Group insurance provided for people at work usually ends with 
| a time, sadly enough, when most people need it the 

most. 

The New York conference report took account of the difficulty that 
elderly people have in meeting hospital bills by pointing to figures 
developed by the American Hospital Association’s commission on 
linancing of hospital care. These statistics showed that 21 percent 
of those patients who could not pay their hospital bills were 65 years 
of age and over whereas persons in this age group comprised less than 
9 percent of the overall population. The conclusion was that many 
older persons—perhaps as many as 80 percent—would not be able to 
meet medical bills, even of a fairly modest amount, from income pres- 
ently available to them. 

Another significant 80-percent figure concerns the chronic disease 
problems which face older people. As I have already said, illnesses 
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of the elderly are likely to be more severe and of longer duration, 
This is documented by the studies conducted by the staff of the com. 
mission on chronic illness which show that the age group 65 and over 
had 80 percent more chronic cases than did the age group 35 to 64, 

From these and other related studies it is clear that the health needs 
of older people are exceedingly complex. The situation is made more 
difficult because the kind of magnificent care which is becoming avail- 
able through the skill of medical science is very costly. I agree with 
Commissioner Hilleboe that these people have— 
every reason to demand a bill of health rights for the aging. Enhancement of 
the physical and mental capacities of our older people can bring numerous re- 
wards to society by enabling these people to contribute their share to the con- 
munity good. It also will enable these aging individuals to preserve the dignity 
and serenity that should be their rightful heritage. 

The idea of adding hospital and surgical benefits to the social seeu- 
rity system is not a new one. But up to the present, it has received 
little legislative consideration. This proposal is a classic example of 
the concept of a government’s responsibility described by Abraham 
Lincoln. Mr. Lincoln said that the legitimate function of govern 
ment— 
is to do for the people what needs to be done, but which they by individual effort 
cannot do at all, or do so well. 

The problem is a growing one. Figures from the Census Bureau 
indicate that in 1960 persons aged 65 years and over will constitute a 
new high of 8.8 percent of our country’s total population. Most of 
these people will be living on fixed retirement incomes, which often 
are barely adequate to cover daily needs. At the same time they will 
be asked to meet medical costs which are soaring far beyond their 
means, at a rate even higher than other items in the cost of living 
index. The result can only be a denial of adequate medical care to 
a portion of the population that needs it most, or financial calamity 
for those who do seek it. 

I believe, however, that passage of this pending social security legis- 
lation will solve the grotesque dilemma facing our older people, ina 
thoroughly reasonable and equitable way. The estimated annual costs 
of $1 billion would be paid for through a slight increase in social 
security taxes of 34 percent of payroll for employees and employers, 
and %, percent for the self-employed on all earnings up to $4,800 a 
year. In this way each person under the social security system would 
contribute to the cost of the program in a way and at a time that he 
could afford. 

It has been argued that the number of older people who have medi- 
cal coverage under private insurance plans is growing at such a rapid 
rate that Government-sponsored legislation in this field is unnecessary. 
I do not believe that this argument is a valid one. In the first place, 
only two out of five now have this coverage, and much of that 1s I 
adequate and uncertain. Secondly, it seems clear that the point will 
soon be reached where all those who can afford coverage will have It 
and the others will be left without protection of any kind. Thirdly, 
private plans, which have only limited membership, can never be l! 
a position to offer insurance at a rate which a more comprehensive, 
ig sponsored system can support. The costs will inevitably be 

igher. 
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I think it must be recognized, too, that the program of coverage 
provided under H.R. 7154 has very specific and immediate advantages 
over most private systems. There would be no + opera of denial of 
benefits because of preexisting conditions. Benefit coverage could not 
be arbitrarily withdrawn, but would be automatic and continuous. 
The size of hospital and surgical benefits would be generally far 
more adequate than those presently available under private insurance. 
Benefits to cover nursing home costs would also be provided. 

This legislation to help our older people is clearly within the respon- 
sibility of the National Government and of this Congress. It is a 
responsibility which, in view of the desperate need, we dare not abdi- 
cate. Delay can only mean unnecessary anguish for thousands of 
people. Through the social security system now in existence we al- 
ready have the administrative machinery and resources to put the 
program into almost immediate operation. By taking advantage of 
this opportunity, we would be rendering our older citizens, and the 
country, an invaluable service. 

It seems to me that we are needlessly hesitant about passing this 
legislation, failing to recognize that we have, after all, already ad- 
mitted our responsibility in related areas of need. ‘There is a long 
history of logicbatlon relating to the elderly. Congress has also taken 
vitally important steps to help assure the people of this country that 
they will have necessary medical facilities available. I point to the 
Hospital Construction Act as a primary example of this. 

Aside from the many questions and issued involved in the consid- 
eration of this bill, all of which will undoubtedy be discussed before 
the committee, I believe there is one basic consideration which must 
bekept in the forefront. There is needless suffering, not just in my dis- 
trict, or my State, but throughout the country. We cannot com- 
pletely eliminate this suffering, but we can alleviate it. 

The strength, health, and vitality of our people is a resource we must 
protect. In view of this, favorable action on this legislation is essen- 
tial. Our senior citizens are entitled to a bill of rights to provide for 
their old age. This bill is a bill of richts for our senior citizens. 

The Carman. Thank you, Mr. Santangelo, for coming to us and 
giving us your views on this subject. 

Mr. Sanrancero. Thank you, Mr. Chairman. 

The Cuatrman. We will now hear from our colleague, Hon. Ger- 
ald T. Flynn from the State of Wisconsin. We are happy to welcome 
you, Mr. Flynn. 

Mr. Fiynn. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE GERALD T. FLYNN, OF 
WISCONSIN 


Mr. Fiynn. Mr. Chairman and members of the committee, I ap- 
pear today on behalf of bill H.R. 4700 known as the Forand bill. I 
have filed an identical bill and it is my understanding that this hear- 
ing Includes all identical bills that have been filed. I am supporting 
this bill and appear to give this testimony because of a strong de- 
mand for this legislation arising in my congressional district. I 
| Cn truthfully say that in the campaign of last year there was no 
subject that was discussed more, and there was no matter about 
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which I was asked more questions, and there was no matter in which 
there appeared to be more general interest, than in the question of 
amendments to and improvements on the Social Security Act. Most 
of the interest centers around lowering the age for men from 65 to 
62, and providing health insurance for both men and women when 
they reach retirement age. This is a universal demand shared in 
by people in all walks of life; they seem to feel that when reaching 
retirement age many of them are either sick of body or weak of limb 
and that the social security check which they receive monthly and 
which is intended to pay their grocery bills and other living expenses, 
is of necessity drained off for medical and hospital care, so that they 
are left with no money on which to hive, or as an alternative they 
find it necessary to become recipients of public aid. This means that 
for them there is no such thing as retirement and the social security 
retirement becomes a mess. These conditions apply to a large per- 
centage of the cases and there is deep concern among those who ar 
either reaching retirement age and those who are already there over 
the possibility of retirement being denied them because of illness. 
There is also deep concern on this point by dependents, that is chil- 
dren, who have their own families and obligations, but find it nee- 
essary to pay the medical bills for parents. They naturally do their 
best. but sometimes an impossible situation is caused and the result 
again is public relief. 

There is, as you know, a great difference between receiving a r- 
tirement pension under social security and in receiving welfare from 
the community. The dignity of the individual is involved and espe- 
cially so with our senior citizens for it is important that we help 
them maintain their self-respect and prevent them from becoming 
objects of charity either to their children or to their own community. 

This possibility can be insured against by the individual’s paying 
slightly more during his productive years so that when he reaches 
retirement age there will be enough in the social security fund to pay 
his doctor and hospital bills. This is an insurance plan; it is the 
American way of doing things. There is no difference between this 

lan and a Blue Cross or Blue Shield plan except that the premium 
is collected weekly and is held by the Government; it is deducted 
from wages rather than paid to a private company. The net result 
is the same and I believe that the addition of this provision to the 
Social Security Act comes under the general welfare clause of the 
Constitution, and under this clause it is the duty and burden of Con- 
gress to do that which is for the general welfare of the citizens. 
Certainly, no one can be heard to say that it is not for the general wel- 
fare of our senior citizens that they be permitted to insure themselves 
against the possibility of undue sickness in their old age or the pos- 
sibility of being denied adequate income in retirement because of the 
necessity of using the retirement funds for the payment of doctor 
and hospital] bills. 

This is a social bill; it takes into consideration the needs of humal 
beings, citizens of this country, wage earners, sincere people who desire 
to look ahead and insure against this possibility in their old age J 
sincerely and firmly request of this committee that they give favor- 


able consideration to H.R. 4700, and that they pass the Forand bil 
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or rather recommend it for ree I believe it is in the best in- 
terests of both this country and the people of this country. 

Thank you very much. 

The Cuarrman. Thank you, Mr. Flynn, for coming to us and giv- 
ing us the benefit of your views on this subject. 

Mr. Fiynn. Thank you, Mr. Chairman. 

The CuarrmMan. We will now hear from our colleague, Hon. Joseph 
E. Karth from the State of Minnesota. We are happy to welcome 
you, Mr. Karth. 

Mr. Karru. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE JOSEPH E. KARTH, OF 
MINNESOTA 


I appreciate the opportunity to make a statement in support of 
HR. 4700 and H.R. 6248 an identical bill which I introduced to 
indicate my strong feeling regarding the need for a national) insur- 
ance plan to care for sick and ailing old-age, survivors, and disability 
insurance beneficiaries. 

There has been increasing recognition in recent times that the 
period which has euphemistically been described as “the golden years,” 
“the autumn of life” and the like, have, in our highly sophisticated 
society, been really years of insecurity and even of grim terror to our 
older population. 

The three areas where this insecurity centers, I believe, is (1) 
economic, lack of assured income for basic human needs of shelter, 
clothing, food, and so forth; (2) emotional, especially the bewildering 
shock experienced by men and women who, after a long life of self- 
sufficiency and independence, upon retirement are treated as burdens to 
society and their families; at best, to be tolerated, at worst, to be re- 
jected; and, (3) health, fear of sickness, of debility, of immobility; 
and especially of the lack of available, adequate health care within 
the means of the retired. 

These areas are listed in order of the general awareness about them 
as problems. The economic factor was first recognized and answered 
by social security and by private pension plans to supplement the 
basic social insurance plan. The emotional area has increasingly 
come under the attention and study of a whole host of social scientists. 
It is only fairly recently though that the problem of providing health 
care for the aging and the aged has become as important as it is. 

The established insurance plans such as Blue Cross and Blue Shield 
and the private medical expense reimbursement programs have at- 
tempted, largely unsuccessfully it is generally conceded, to supply a 
great need for health attention. There is considerable corroboration 
of this sad fact in the numerous surveys and studies (including the 
latest Department of Health, Education, and Welfare work, “Hos- 
pitalization Insurance for OASDI Beneficiaries”). Social workers 
and Government officials have long considered health care for the 
aged as a major problem for those levels of Government least able to 
provide help—State and local governments wears desperatel 
to provide services for the population explosion which has occurred, 


and to catch up on deferred construction as a consequence of the de- 
pression, World War IT, and the Korean conflict. The need for com- 


ch 
of 
4 
nb 
ey 
at 1 
ty 
re 
il- f 
: 
lp 
: 
1es 
ay 
he 
his 
ed 
ult 
the 
ns. 
ves 
the 
tor q 
ire | 
i 
ill 


270 BENEFITS FOR OASI BENEFICIARIES 


munity services has become increasingly acute as revenue sources 
reach the optimum of exploitation and the strait jacket of tax anj 
debt limitation, and political considerations have severely restricted 
the ability of State and local government to expand services. 

In Ramsey County, Minn., in which the city of St. Paul is situated 
there were, in each of the first 3 months of this year 1,059 OAS] 
beneficiaries needing old age assistance supplementation because soci] 
security payments were not sufficient to cover basic maintenance and/or 
medical needs. Of this number, 369 recipients received OAA pay- 
ments for medical care totaling $77,723.18, or an average of $73.39 per 
case per month. Ramsey County officials expect this cost for medical 
care to total $310,892 by the end of the year. 

As evidenced by the statistics, caseloads and payments for old age 
assistance medical and maintenance cases increase as the total OAA 
caseload decreases. In Ramsey County OAA total case months de. 
creased by 4,505 from 1954 to 1959 while medical and maintenance cases 
increased by 5,474. Significantly, maintenance costs increased from 
1954 through 1958 by $188,346 while medical costs went up during the 
same period by $245,429. This is money that has to be obtained at the 
sacrifice of funds which would otherwise be used for urgently needed 
projects. 

In the 1930’s it was determined that the general welfare required 
a program of national insurance to provide workers with an income 
after they retired from the labor force. To my mind this is a conserva- 
tive approach and not a radical one. The idea of social recognition of 
the need for income maintenance after retirement and human con- 
servation was new but the mechanics of insurance was quite traditional. 

Today we are belatedly realizing that the measure of income security 
for our aged which might have covered the essentials of living, in- 
cluding health care, when the social security system began is now 
grossly inadequate when illness strikes. 

Private health insurance plans for retirees cannot economically 
provide adequate health care in view of the expanding aged population 
and skyrocketing medical and hospital costs. Costs which are due 
to the development and use of the sulfas, antibiotics, and steroids 
which work miracles in reducing deaths and improving rates of recov- 
ery. New techniques of all sorts have revolutionized health care but 
have made being sick considerably more expensive. 

Yet we would have it no other way than when a doctor undertakes 
to treat a patient he does so by using the most up-to-date procedures 
and materials generally available. 

This is as it should be but this is costly. 

H.R. 4700 is a bill that reflects the social conscience of America. I 
is legislation which guarantees that OASDI beneficiaries will havea 
least a “floor” under their health care needs. But why shouldn't ths 
group, which is predominantly made up of retired workers, deserve 
this help? They have, in their day built the greatness of America. 

H.R. 4700 is a modest, constructive approach to an increasingly 
serious social and economic problem. H.R. 4700 is, in the best tratl- 
tion of the social security system, conservative legislation based on hi: 
man values and sound financial principles. be 

The Cuamman. Thank you, Mr. Karth, for coming to us and giving 
us your views on the subject. . 

Mr. Kartu. Thank you, Mr. Chairman. 
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The CuarrMan. We will now hear from our colleague, the Hon- 
orable Frank Kowalski from the State of Connecticut. We are happy 
' to welcome you, Mr. Kowalski. 

Kowarsxi. Thank you, Mr. Chairman. 


STATEMENT OF REPRESENTATIVE FRANK KOWALSKI, OF 
CONNECTICUT 


Mr, Kowatsxt. Mr. Chairman, may I express my appreciation to 
- you and to your committee for giving me this opportunity to appear 
before you in support of H.R. 4700. I also want to commend our 
distinguished colleague, Congressman Aime J. Forand, for introduc- 
ing this progressive legislation. 

jam no expert in health insurance. I appear before you essentially 
as a man who is concerned with the vital need for medical care and 
hospitalization for our elder citizens. 

Some who oppose this legislation say it is socialistic for the Gov- 
ernment to be concerned with health assistance for our citizens. If 
this is so, then I am a most grateful beneficiary of our socialistic 
system which, in my case, provides me as a retired Army officer with 
medical care at the expense of the Government. Believe me, gentle- 
men, it is a wonderful feeling to know that as I grow older this great 
democracy has provided for the day when I may need medical and 
hospital care. 

Some will say, well you’ve earned this—you served in the Army 
30 years. This is true and I hope I have earned these wonderful 
benefits. But who can really say which one of our citizens has made 
the greater contribution to his country—the professional man, the 
manager, the worker, or the serviceman. In any case, I am grateful 
that a previous Congress provided these progressive social benefits 
tome and to our military personnel and their families. 

In the light of my own background, my own experience and my 
own benefits, I could do no less than to co-sponsor and support the 
Forand bill. If this legislation is incorporated into our social se- 
curity program, then the workers of this Nation will in their later 
years enjoy a small part of the benefits that our military personnel 
and their families have enjoyed so much more completely for many 
years. And I might say that the Forand bill does not provide these 
benefits for nothing, ‘The workers covered by social security will, 
of course, contribute from their pay envelopes to pay an essential part 
of the costs of their health insurance. 

Nothing is so devastating to a person or family as a serious illness. 
The cost of medical care has become so expensive that only the well- 
to-do can afford a sickness. The President, deeply concerned about 
this cost has urged the medical profession to do something about the 
continuously climbing doctor’s bills. This is fine, but records show 
that thousands of our citizens have put off badly needed operations 
because they simply cannot pay for the care. 

_Our older citizens living on fixed or declining incomes are the main 
victims of this economic squeeze on their health. It is reported that 
only 40 percent of the people over 65 years of age are covered by any 
health insurance programs. Thousands of our oldsters must depend 
on their children for care, or they are forced to seek medical assist- 
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ance from charitable institutions, or just can’t and so don’t pay tly 
doctor’s bill. 

We know that the incidence and severity of illness increases with 
age. A study conducted by the Department of Health, Educatio, 
and Welfare over a 12-month period in 1957-58 of two groups of 
100 persons each showed that those 65 and over had 1,630 disability 
days, as against 697 for those under 65. ‘The same study showed tha 
people 65 and over required 178 days of hospitalization as against 7 
for the younger group. The aged group had almost four times x 
many days of “restricted activity”’—4,730 as against 1,743 for the 
younger group. 

The committee is familiar with the provisions of this legislation, 
so I shall not belabor details. I would like to, however, emphasize the 
elements of this legislation which I favor. 

I favor a program which will become a part of our social security 
system. Under this program, I would like to see all those retired 
under social security eligible for hospitalization which would be con- 
pletely paid for up to a period of 60 days. This would include pay. 
ment for a semiprivate room, board, drugs, and care together with 

ayment for convalescent care up to another 60 days. It would al» 
include the cost of dental and all other surgery. 

In conclusion to this brief statement, I should like to say that iff 
the medical scientists in our great American democracy have dis 
covered wonder drugs and medical techniques which will prolong the 
lives of our citizens then, in my opinion, our Christian society and 
Government should provide the means for our elder citizens to enjoy 
the right and opportunity to live out this greater span which ha > 
been won for them. 

Therefore, I urge this committee to give the Forand bill a favorable 
report so that Congress may have an opportunity to implement its 
progressive human program. 

The Cuatmrman. Thank you, Mr. Kowalski for coming to us ani 
giving us your views on this subject. 

Mr. Kowatsxt. Thank you, Mr. Chairman. 

The CuHarrman. Our next witness is Dr. Larson and Dr. Swartz 

Mr. Simpson. 

Mr. Sorson. Mr. Chairman, I note these gentlemen are accotl- 
panied by our colleague, Mr. Short. 

Mr. Short, did you want to present one of your constituents? 


STATEMENT OF HON. DON SHORT, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF NORTH DAKOTA 


Mr. Snort. Yes, Mr. Chairman. If I could impose for just 
moment or two, I am very happy and very proud to have this opp 
tunity to present to this committee and to you, Mr. Chairman, ott 
of North Dakota’s most distinguished citizens. 

I might add that all North Dakota citizens are distinguished, bit 
this is one of the more distinguished ones. Dr. Larson is the pas 
president of our State Medical Association. He is the present chal F 
man of the board of trustees of the American Medical Association F 
He has just returned from the World Health Organization Conferen® F 
in Geneva, Switzerland. 
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y the [assure you I do not know anyone in our State more qualified to 
‘testify on the legislation before you and certainly we in North Dakota 
with are very proud to have Dr. Larson as one of our outstanding North 
ation, Dakota citizens. 
soi © The Cuamman. Mr. Short, we thank you, sir, for those remarks 
ili band your presentation of Dr. Larson. 
\tha Dr. Larson, you and Dr. Swartz may have seats if you desire. In 
ist 7) | the beginning will both of you please identify yourselves for the 
ies 4s | record, giving your full names and addresses and capacity in which 
the you appear. 
ation, | STATEMENTS OF DR. LEONARD L. LARSON, CHAIRMAN, BOARD OF 
m the — TRUSTEES; DR. FREDERICK C. SWARTZ, CHAIRMAN, COMMITTEE 
ON AGING; AND JOSEPH STETLER, HEAD OF THE LAW DIVISION, 
ting AMERICAN MEDICAL ASSOCIATION 
} COM- Dr. Larson. Thank you, Mr. Chairman. I am Dr. Leonard Lar- 
> pay: F son of Bismarck, N. Dak. I am appearing here today as chairman 
‘ with B of the board of trustees of the American Medical Association. 
d also With me is Dr. Frederick C. Swartz, of Lansing, Mich., who is 
[chairman of the Medical Association Committee on the Aging, and 
hat if F also Mr. Joseph Stetler, who is head of the law division of the Ameri- 
dis can Medical Association. 
ng thf The Cuarman. You gentlemen are recognized for 30 minutes. Do 
y and F you want us to notify you at any point so you can divide the time. 
enjoy} Dr. Larson. My presentation will take approximately 10 minutes. 
h Cuarrman. All right, you are recognized. 
© Dr. Larson. Thank you. 
orable f= =Mr. Chairman and members of the committee, Dr. Swartz will pre- 
nt its F sent the basic reasons for the position of the medical profession con- 
cerning H.R. 4700, 86th Congress. 
is ani & Initially, however, I would like to report briefly to the committee 
concerning the sustained progress that ia hele made under the present 
system of health care in this country. 
wart. § Slightly more than 1 years ago, I appeared before this committee 
and pledged the American Medical Association to a dedicated, con- 
.ccom F tinuing effort in the field of health care for the aged. 
_Lam proud to be able to tell you that the American Medical Associa- 
s!  F tion is making good on that pledge. 
_ Isay this with humility, because the very real progress being made 
IN f represents the cooperative effort of hundreds of thousands of our 
 citizens—doctors, nurses, dentists, social workers, hospital staff mem- 
: ers, Insurance company personnel, community and religious lead- 
just ! § ers—all working voluntarily together to do the job. 
oppo F Itis also to the credit of these private citizens that they are proving 
n, ott § their ability to do the job in their own communities, and to do it 
‘effectively and well. 
od, bit} A few specifics from their record of accomplishment are appended 
e past F to our testimony and I would request that this be made a part of the 
chair: record. 
iatio. fF} The Cuamman. Without objection, it will be included in the record 
Larson. Thank you. 
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_ At this time it is enough to say that retirement villages, new nyy 
ing homes, chronic disease care centers, home care programs, reer 
tional facilities and research projects have been established and thy fe 
many many more are on the way. 

The medical profession takes pride in the part it has played thie 
far, and accepts its continuing role of leadership and support inthe, 
years ahead with confidence. We believe that the ultimate solutiq 
to the problems that remain must be found in private and voluntay 
action at the community level, and in private health insurance, 

_ Let me say a few words on the subject of voluntary health prote.ff 
tion insurance, which has made revolutionary progress since Worllff» 
War II. Yet as rapidly as it has expanded in that period it seems tif; 
be gaining momentum still. 


t the end of 1945, only 32 million people were covered by volu-f y; 
tary health insurance. But by the end of 1958, the number had soar y; 


to 123 million. 

Putting it another way, fewer than one American out of three it 
1945 had voluntary health insurance. Yet today, the figure is neath 
three out of four. 

This is important, because it indicates that prepayment plans ani 


the health insurance industry by providing more and expanded health ¢ 


coverage for all age groups are anticipating and solving tomorroyi 
problems of financing the health care of the aged. 

H.R. 4700 fails to take into account the ever-increasing number 
persons who will be covered by private health policies when the} 
reach age 65, and the increasing public awareness of the value off 
voluntary health insurance protection. 

Last December, the American Medical Association house of dele 
gates, aware of medicine’s responsibility in this regard, adopted: 
proposal which applies specifically to those over 65 with modest rf 
sources or low family income. This proposal urged physicians tif 
set their fees at a level which will encourage the continued develop 
ment of insurance and prepayment plans at reduced premiums. 

Our State and local medical associations have been movingh 
promptly to make this policy effective. 

I am happy to report that there are now 25 plans in 23 States ot 
fering Blue Shield programs for those over 65. Further, in 16 othe 
States, our medical societies, in cooperation with the plans they spo f 
sor, are working out programs of a similar nature. 

The progress of Blue Cross and Blue Shield is only part of tle 
story. An ever-increasing number of private insurance companies any 
now making initial coverage available to those over 65 on an ind 
vidual basis and, at the same time, improving the type of healt 
insurance coverage provided. 

According to the Health Insurance Association of America, 60 pe 
cent of our senior citizens who need and want health insurance W! 
have protection by next year. Further, that percentage will increi#® 
until three-quarters will be covered in 1965, and 90 percent in 1%! 

Private insurance prepayment plans are rapidly doing the job. 

But their gains would be nullified by passage of H.R. 4700, which ; 
would undermine and gradually replace voluntary health insurance"— 
it were allowed to become law. Few people would be willing or at 
to carry both Government and private plans. 
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§ In addition to discussing the progress which has been made in 
developing financing mechanisms, it should also be remembered that 


Athe medical profession has, for many years, intimately concerned itself 


Hwith the health care of the aged. I believe that the record of medical 
Faccomplishment attests to the fact that we have translated this con- 
Hcern into positive action. It should be understood in this connection 
Kithat medical progress is linked irrevocably with the opportunity of 


Snedical researchers and practitioners to work with complete freedom. 


Since the beginning of the 20th century, medicine has made revo- 


Sjutionary advances that have lengthened life and opened entirely new 


approaches to curing illnesses. Since 1900, better medical care has 
lincreased the life expectancy of the average American by 20.5 years. 
| This means that the medical profession itself has helped to swell the 


Pranks of our aged population. We are proud of this, and are con- 


Fvinced that we can meet future challenges in the same way, with the 
same success and with the same benefits to mankind. 

We believe, therefore, that any proposal that would undermine or 
destroy the voluntary progress we are now making should be defeated. 


We believe a Federal, compulsory health-care system can lead only to 


Fdisillusionment and to inferior medical care for those millions of older 
citizens who deserve the opportunity of making their extra years 
jrewarding. 
| With your permission, Mr, Chairman, I would like to call on Dr. 
‘Swartz to present additional views with respect to H.R. 4700. 
| We will then be happy to answer any questions that members of the 
Fcommittee may have. 

(The attachments to Dr. Larson’s statement follow :) 


i 
[Reprint July 13, 1959, issue, AMA News] 
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COMMUNITIES TAKE ACTION FOR AGED 


From Maine to California, State Governors, city officials, religious leaders, 
social workers, and medical personnel are coming to grips with the problem of 
caring for the Nation’s aged. 

This was brought out clearly in a nationwide survey conducted by the 
AMA News to find ont what was being done at the grassroots level. 

_ The survey showed that even as a House committee prepared for hearing 
/on the Forand bill—a proposal to expand social security to provide health care 
for the aged—bold, imaginative work was being done by thousands of groups 


| to take care of the problem at a local level. 


| The study turned up problem areas, but at the same time concrete advances 
were noted in the ever increasing number of retirement villages, retirement 
cities, retirement hotels, and geriatric units being organized and built. 
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SIGNS OF PROGRESS 


It showed far-reaching progress in health insurance coverage for the aged, 
and emphasized that religious groups and fraternal orders have stepped up 
their traditional crusade of caring for the aged. 

And finally, it pointed up what Gov. George D. Clyde of Utah said when he 

recently appointed a State committee on aging: 
| While we must take advantage of national leadership, basically the problem 

of the aged is one that must be met in the State, the community, and the family. 
|, It is imperative that we give older people an opportunity to do the things 
they can do, for society’s sake and their own.” 

Governor Clyde, like many of the experts in this field, has recognized that the 


be | Problem is too complex to be solved by a Federal handout. 
or 
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ACTION IN MAINE 


Politically, it has been said that “as Maine goes, so goes the Nation.” 

With regard to the old-age problem, Maine ranks third in the percentage ¢ 
senior citizens to total population, and it has taken steps to meet the Challenge 

A model home for old people in Sanford is replacing the antiquated city far, 
Portland and Bangor have already accomplished this. 

In Madawaska citizens are building the St. John’s Valley Security Home 
a combination hospital and home for old people from towns throughout th 
valley. 

At Thayer Hospital, Waterville, a geriatric clinic has a program of cp. 
prehensive medical care. A rehabilitation evaluation clinic is being set » 

Last year 18 businessmen took over Passamaquoddy Village, a model town for 


WPA workers in the 1930’s, and turned it into a craft and recreation center fy pitie 


retired persons. There is low-cost housing where senior citizens may live out, 
stimulating and interesting life. 


AWARE OF PROBLEM 


Mrs. Hazel Warren, executive secretary, Maine Committee on Aging, summed 
up this way: 

“Cities and even small communities are aware of the aging problem. Even 
day we get calls for consultations, suggestions, and material from throughott 
the State.” 

In the golden State of California, problems associated with the “golda 
years” are expanding because of the ever-increasing influx of retired person 
Enrollment was conducted last month in the “MD Plan—65”—a_ physician’s ap 
proach to providing health insurance coverage for those aged with low or modes & 
incomes. 

California’s was one of the many State medical society followups of the recom- 
mendation made by the American Medical Association house of delegates in 


December 1958, to adjust fees in order that needy senior citizens could avai — “ 


themselves of health insurance protection. i 
Thus far, 22 different Blue Shield plans have over-65 insurance coverage iif 
19 States. There are five private insurance carriers offering special plan | 
for the aged so that this type of coverage is generally available on a nationwide 
basis. 
RETIREMENT HOMES 


Californians also are busy providing retirement homes. 

In September, construction will begin on Wesley Palms, a new $3.5 million, 
40-acre Methodist retirement facility in San Diego. Approximately 400 oldsters 
will live there. The health unit will include a reception room, three examin 
tion rooms, and a physical therapy unit. 

The Southern California Presbyterian Homes, a nonprofit corporation o 
the church, has two residential developments for the aged. In Pomona, plats 
have been made for a $3 million Congregational Homes project. 


HOME, HOSPITAL 


In the Midwest, Presbyterians have announced plans to build a 43-acre villag 
in Evanston, Ill., where some 600 retired persons will enjoy the security of? 
home and hospital care. 

Residents will make a downpayment and pay for operating costs monthll. 
The new system will be tailored to fit the savings accounts, pensions, and social 
security payments of many people. 

Nebraska—a State nationally recognized for its long-living citizens—already 
has a retirement village on the outskirts of Hastings. 

Called Good Samaritan Village, it is sponsored by an organization related 
to a Lutheran Church. The new town now occupies 50 acres and has available 
450 apartments in one-story concrete structures originally used by Governmel! 
workers during World War II. 

Now under construction, or soon to be built with Hill-Burton aid, are? 
$1.5 million, 120-bed chronic disease center at Dodge County Hospital; @ ot 
bed chronic disease center in Sidney; a 20-bed nursing home addition to the 
Cozad Hospital, and a 20-bed nursing home unit at Henderson Community 
Hospital. 

The 90-bed Madonna Home was opened in Lincoln, Nebr., July 1, after ret” 
vation by the Benedictine Sisters, of Yankton, S. Dak. 
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CHRONIC ILLNESS 


Plans are being discussed to build a chronic disease center adjacent to Lin- 
coln General Hospital. The unit, estimated to reduce costs from $20 to about 
's8 per day for indigent patients, was recommended by Lancaster County’s Medi- 
cal Advisory Committee. 

In Omaha, Immanuel Deaconess Institute (Lutheran) is campaigning to 
‘raise $250,000 for a unit to care for the chronically ill. 
' Montana is on the move in the Rocky Mountain area to meet problems of 
‘health care for the aged through programs best suited to its widely scattered 


Spopulation. Robert Munzenrider, director of the State’s division of hospital 


Pfacilities, says : 

' “We are making headway in the nursing home problem. There are 10 facil- 
‘ities being constructed or definitely in the planning stage.” 

He notes a trend toward combination general hospital-nursing home programs 
in Montana because of the sparse population. 


HOMES INCREASING 


Salt Lake City has an active geriatric program which is replacing the old- 
style infirmary care. 

Salt Lake City also has Utah’s newest facility to provide care for the aged 
infirm, St. Joseph’s Villa. Operated by the Sisters of Charity of the Incarnate 
Word, it is a modern building offering cheerful, homelike living quarters for 
single or married persons. 

' State authorities report the number of homes for the aged is increasing and 
‘that the level of care is being improved because of the influence of civic and 
medical groups and a State law that requires inspection and approval of 
Pnursing homes. 

| In the Pacifie Northwest, Washington welfare officials and medical leaders 
agree that providing health care for the aged is not too serious a problem be 
icause of very liberal State welfare laws. 

The State’s 23 medical-service bureaus, sponsored by county medical societies, 
‘all have over-65 programs. Rates and services vary, but all provide good cover- 
sage for the retired person. 

' Dr. Byron Francis, Seattle, chairman of the Washington State Medical Asso- 
ciations’ Committee on Aging, says progress in the area shows that “something 
in the nature of voluntary health insurance can be worked out to provide health 
care for the aged, rather than requiring Federal aid or an extension of social 
security.” 

REDUCED RATES 


Next door, in Oregon, the State medical society is coming up with a plan for 
prepaid medical and surgical care at a reduced rate for persons over 65 of 
modest income and resources. 

Oregon’s outstanding contribution to graceful aging is Willamette View 
Manor, a beautiful $2.5 million retirement hotel on the outskirts of Portland. 
Oregon Physicians Service provides residents with a comprehensive hospital- 
medical-surgical plan at very low cost. Built by Methodists, it is open to 
everybody. 

Oregon’s retired teachers are planning a similar facility in the near future. 

On the opposite corner of the Nation, Florida, with its high concentration of 
retired people, is continuing its pioneer work to keep oldsters happy. 

Gov. LeRoy Collins has a citizens committee on health, which has placed 
great emphasis on the study of problems of the aged. Research in aging is 
going on constantly at the Institute of Gerontology, Miami School of Medicine. 

Members of the institute are looking forward to the completion of an ambitious 
project which is being sponsored by the Lutheran senior citizens foundation. 

It will be a 60-acre site south of Miami, where residents will live in cottages 
surrounding a village green. Health care will be provided. Here the institute 
will conduct intensive research on aging. 


LOW RENTS 


Miami has planned two low-rent public housing projects for persons over 65. 
Maximum rent will be 20 percent of a person’s income, with a ceiling of $30 a 
month and a minimum of $20. 
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At Pensacola, Luther W. Ratley, chairman of the senior citizens Village pro. 
gram of the Kiwanis Club, reports the club is acquiring 25 acres for a low-rey; 
housing project. They plan to build apartments for 50 couples. 

“We feel our local project is somewhat different from many other retirement 
villages,” says Ratley. “It will be self-supporting and thereby help maintain 
individual responsibility and the dignity and self-respect of the individual,” 

The Presbyterian Senior Citizens Home at Bradenton, now under construction, 
will accommodate 144 senior citizens. 

Lanark Village, 65 miles southwest of Tallahassee, is a self-sustaining little 
city for oldsters which has a well-equipped health center. Developers are offer. 
ing to subsidize a doctor. 

MODEL VILLAGE 


In the Southwest, a committee of over 60 Oklahoma City leaders—known as 
Senior Citizens, Inc.—is planning a model village for the aged. 

It will be constructed on a 320-acre tract and will include a rehabilitation 
and convalascent hospital, workshops, a shopping area, parks, recreational 
facilities, and a chapel. 

Senior Citizens, Inc., has set a goal to provide housing for 500 individuals 
within 5 years. 

Also in Oklahoma City, work has started on a home to be built adjacent to 
the recently opened Baptist Memorial Hospital. It will include 60 to 65 in 
dividual brick residences, plus 4 dormitory-type buildings, a dining hall, a ree. 
reation area, and a park. 

Briefly, these are highlights of other State activities in meeting the problems 
of an increasing old-age population : 

Alabama.—Gov. John Patterson plans to appoint a council on aging. Episco- 
pal and Methodist groups are spearheading help for the aged in Birmingham. 

Arizona.—Last December, 200 representatives of civic and welfare organiza. 
tions attended the State’s first conference on aging. Within the past 5 months, 
two surveys have been made of the old-age problem. State has new Blue 
Cross-Blue Shield program for people over 65. 

Arkansas.—Fifty-patient Sparks Manor Geriatric Unit in Fort Smith was 
completed last November at cost of over $1 million. Programed this year is an- 
other 50-person Methodist nursing home. Arkansas Medical Society has agreed 
to the principle of accepting lower fees for the aged. 

Colorado.—State has some 150,000 persons over 65. Some 52,000 have sufi- 
ciently low income to qualify for State’s liberal old-age pension plan. Pension 
ers have a $10-million-a-year fund for health care needs. On July 1, they be 
gan receiving limited home and office calls. 

Connecticut.—_In Hartford County, old and chronically ill patients receive 
medical care on sliding-fee basis through the Greater Hartford Home Care Plan. 
This is a privately financed organization administered through the city health 
department and community chest. Connecticut Medical Society has moved to 
provide lower fees for the aged and insurance firms have expanded policies to 
include over-65 coverage at generally lower premiums. 

Delaware.—Goy. J. Caleb Boggs last month signed into law a bill to create a 
State division of the aging. 

Georgia.—A joint council to improve the health care of the aging has beel 
formed. Patterned after the national joint council, it includes the State's medi 
cal, dental, hospital, and nursing home associations. 

Indiana.—A day center for the aged, oriented on a general health basis, has 
been operating for a year in Indianapolis under the sponsorship of health agel- 
cies and a Jewish boarding home for the aged. In Allen County, the State 
board of health is cooperating with the Visiting Nurses Association in a pilot 
study to provide home care for stroke victims. Teachers are planning a retire 
ment community on a 46-acre tract near Greenwood. 

Iowa.—Most of the larger religious groups and fraternal organizations at 
operating. homes for the aged. Newly established “Senior-65” plan provides 
prepaid medical and hospital insurance. State Health Department’s Division of 
Gerontology, headed by former AMA president Dr. Walter Bierring, is promot 
ing health-care programs at the community level. eon 

Kansas.—State medical society has formed a committee on aging which 8 
working with State board of social welfare to see if the aged can be cared for 
more efficiently in nursing homes than in hospitals. Four Congregation#l 
churches in Topeka are working on plans for ah old people’s home on a 10-act? 
tract. 
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Maryland.—State commission on aging was created this year to coordinate 
programs of agencies and departments. 

Michigan —In April, an 11l-member Governor’s temporary commission on 
aging was appointed. An outstanding example of housing for the aged is 
Carmel Hall, operated by the Carmelite Sisters in Detroit. It is a former down- 
town hotel which was converted to give oldsters a complete recreational and 
therapeutic program. Presbyterian Village, a community for the elderly in 
Detroit, is another example of housing for aged. Michigan State Medical 
Society has recommended that Michigan Medical Service (Blue Shield) offer its 
contract to persons over 65. 

Mississippi—Blue Shield-Blue Cross package plan for senior citizens is now 
operating. In April, Kuhn Memorial State Hospital was dedicated at Vicks- 
burg. It includes a $400,000 chronic care wing with 100 beds. The Nursing 
Home Association is engaged in a_ self-improvement program to elevate 
standards. 

Missouri—At St. Louis Chronic Hospital, Dr. Joseph P. Costello, Jr., medical 
director, and Joseph B. Shank, administrator, are working to get oldsters out of 
hospital beds and back on their feet. A center for senior citizens at the hospital 
encourages senior citizens to dance, play games, and just talk. 

New Jersey —Nine hospitals in the Newark area offer low-cost or free clinic 
care to the aged. Newark approved 500 low-cost housing units for the aged 
this month. State commission on aging has been established. Twelve of 
twenty-one counties have homemaker services, which provides trained women 
workers to help with family routines. 

New Hampshire.—Medical society’s committee on geriatrics is working closely 
with Gov. Wesley Powell in reviewing existing programs for the elderly and the 
need for developing new medical and health care facilities. 

North Carolina.—Baptists have just built a $500,000 building for care of aged 
at Winston-Salem. Presbyterians are engaged in campaign to raise $750,000 for 
asimilar facility at High Point. Duke University Regional Center for the Study 
of Aging is planning a $750,000 building for research. 

Ohio—Better Housing League of Cincinnati plans a 50-unit, motel-type, non- 
profit, geriatric community. Cincinnati also is planning a downtown recreation 
center for the elderly. Montgomery County (Dayton) Health Department is 
studying the possibility of providing visiting nurse assistance for the elderly. 
In Toledo, unusual and beautiful apartment buildings—designed for retired 
people—are under construction. The cluster of buildings will eventually form a 
retirement city of 2,000 oldsters. 

Pennsylvania.—Last December, the Normandie Hotel in Philadelphia was con- 
verted into a “Retirement Hotel Club.” Philadelphia Housing Authority just 
completed its first project for the aged. The city also recently saw the opening 
of a new clinic designed for older people. The BHinstein Medical Center an- 
nounced a new home-care program for the aged. Housekeeper Service for Older 
People is operating in Pittsburgh. 

Rhode Island.—First administrator of the division of aging, Mrs. Roberta B. 
Brown, has been appointed. 

Tennessee.—Asbury Acres, an 82-acre housing project for the elderly, is now 
under construction near Maryville. Supported by the Methodist Church, it will 
provide meals, recreation, and spiritual and medical help. Presbyterians in 
Nashville have announced plans for a senior citizens apartment building. 

Teras.—State is tackling the problem of the aged, but officials admit they have 
a “long way to go.” San Antonio Housing Authority is building an apartment 
unit for the aged which will have services of visiting nurses. A Texas Joint 
Health Council for Aging is being formed. 

Virginia—State established a commission on aging last year. The Richmond 
council of Women’s Organization is working on a plan called “meals on wheels.” 
This program, tailored after one in wartime Britain, would supply the elderly 
with two meals a day. 

West Virginia.—State Conference of Methodist Churches voted last month to 
sign a long-term lease for the former children’s and orthopedic hospital at Milton. 
It will be turned into a residence and care center for the aged. Methodists will 
pay the town an annual rental of $40,000 for the buildings located on beautiful 
hillside. Gov. Cecil H. Underwood named a citizens committee to explore and 
teport on problems to legislature. 
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The Cuairman. Dr, Swartz, you are recognized. if 

Dr. Swarrz. Thank you, sir. it is 

Mr. Chairman and members of the committee, as Dr. Larson has & fon 
told you, the medical profession is opposed to H.R. 4700, 86th Con. I 
gress, now pending before this committee. beli 

Before presenting my statement, I should like to thank the com. AY 
mittee on behalf of the American Medical Association for the Oppor- ( 
tunity to testify. for 

The fundamental and overriding reason for the opposition of medi. & soci 
cine to this legislation is that it would, in our opinion, result in poorer, BB [tr 
not better, health care for the people of this country. ung 

The American Medical Association’s objective is, and always has B pro 
been, to work toward the better health of Americans of all ages, 

We are for all proper courses of action which will help us attain hea 
that objective. We are against any course of action which hinders or & bed 
prevents it attainment. bed 

As a doctor, it is my daily responsibility to help the aged, to treat & tro 
them, to help them help themselves. And, believe me, gentlemen, one J son 
of the best ways to understand the problems of the aged is to serve & leg 
them as a physician. sho 

It has been my experience that the aged want just about the same § | 
things that all the rest of us do, to be part and parcel of their environ- § pat 
ment; to feel that their skills and talents have value, and can still be | 
used, to be productive, to be loved, to belong. acu 

There is no doubt about it. The problems of the aged are far ¥ per 
broader than those of health alone. sta 

Consider, for example, the field of employment where compulsory J do 
retirement policies often undermine the individual’s ego, his willto} | 
live, his feeling of usefulness. Ing 

Able and anxious to work, he frequently finds his abilities no longer d 
in demand. Unnecessarily placed on the shelf, he feels as if he has f fa 
been cashiered out of the human army without rank, weapons, medals, q 
or identification. ; the 

The public fails to realize that the older citizen continues to have F 
many special needs in the fields of housing, in recreation, in finding f to 
acceptance and understanding within the community. th 

He also needs, above all, preparation in advance if his added years afl 
of life are to be full and rewarding. hay 

These are not health problems, but they bear on health. Andu-f | 
til society recognizes this, it will continue to consider in a piecemeal, F me 
hit-or-miss way, a problem that requires a broad, total approach. CO! 

Concern for these problems animates all thoughtful people. I can tro 
assure you that the doctors of the country are extremely concerned. the 

For they know, as well as any group, that behind the array of sta Bt 
tistics are individual men and women, that while each human being ph 
is alike, each is also very different. om 

And so when physicians hear broad statements about the problems Ge 
of the aged, when they are asked to consider the across-the-board solu- fj me 
tions that are proposed, they tend to apply the acid test of personal B 
experience. 

Would these proposed solutions really work ? 4 he: 

Would they really help the people whom the doctor serves, the i be 


dividual patients whose problems and needs he knows so intimately: 
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It is by this yardstick that the physician measures his reply. And 
it is by this yardstick that the members of the medical profession have 
formulated their position with respect to H.R. 4700 and similar bills. 

I would like to discuss some of the fundamental reasons why we 
believe that this proposed legislation is neither practical nor realistic. 

Medical care is not susceptible to production line techniques. 

Care for any segment of our population, the aged included, calls 
for a cooperative attack on the problem by nurses, doctors, hospitals, 
social workers, insurance companies, community leaders, and others. 
It requires flexibility of medical technique, an ingredient which would 
unquestionably vanish the moment Government establishes a health 
program from a blueprint calling for mass treatment. ar } 

If we abandon the community approach in favor of a rigid national 
health program, we will, in effect, have constructed another Procrustes’ 
bed, The mythological Procrustes, you will remember, developed a 
bed that was just right size for everybody. There was only one 
trouble with it; Procrustes, instead of altering the bed to fit the per- 
son, altered the person to fit the bed. He accomplished this feat of 
legerdemain by trimming off the legs of the tall, and stretching his 
shorter victims on the rack. 

Tam sure we all agree that it is sounder to tailor the bed to fit the 
patient. 

In the case of the aged, their health problem primarily involves 
acute illness and the so-called degenerative diseases. In a very large 
percentage of cases, the main need is not for an expensive hospital 
stay or a surgical operation, but for medical care at home or in the 
doctor’s office. 

In other cases, the important requirement is nursing care in a nurs- 
ing home or the home of relatives. 

And, in still others, custodial care in a nursing home or public 
facility may be the only answer. 

The point is that the medical needs of this particular segment of 
the aged are subject to countless variations. 

_Any workable system of care must be tailored to meet these varia- 
tions. An example of a faulty program is the mass attack approach 
that has been forced on medicine in the handling of the mentally 
alllicted. They are removed from society, but their medical problems 
have not been solved. 

If H.R. 4700 were enacted, it would mean that the Federal Govern- 
ment would finance the health care of OASDI beneficiaries through 
compulsory and earmarked taxes; the Federal Government would con- 
trol disbursement of funds; the Federal Government would determine 
the benefits to be provided ; the Federal Government would set the 
rates of compensation for hospitals, nursing homes, dentists, and 
physicians; the Federal Government would audit and control the 
records of hospitals, nursing homes, and patients; and the Federal 

overnment would promulgate and enforce standards of hospital and 
medical care, 

_ When government at any level guarantees services which it cannot 
itself provide, it inevitably tends ‘to control the purveyors of these 
services, 

I doubt that anyone here intends or seeks such control, but there is 
no doubt that it would take place. 
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Disclaimers notwithstanding, if a single Government agency wer 


to buy 10 to 20 percent of all care in the Nation’s general hospitals & a 
it would be utterly impossible to limit that agency’s power to influene J of 
the overall operation and management of hospitals. 1 

One predictable consequence of such a national program would & Go 
the overuse and overcrowding of our hospital facilities. It is certaiy the 
that a substantial increase in hospital use would result during the firs BB gor 
year of this proposed program, simply because a Government plu Rd 
had been put into operation. fe 

As doctors, we believe that patients should be placed in hospitals thi 
nursing homes, and other institutions, only when necessary. We le. , 
lieve the length of their stay, as well as the therapy rendered, should BH po; 
be dictated only by their medical condition and not by limitations of FB yp¢ 
legislation or regulations. pu 


he problem is far more than a matter of economics, or even of 
medical technique. For we must also deal with the human spirit, 
which flourishes best in those who are determined to stay in the main- 
stream of day-to-day living. 

H.R. 4700 would have further bad effects: 

It would curb community incentive to support hospitals, for the 
tendency would be to shift this responsibility from the shoulders of 
private and local government sources to the already overburdened 
shoulders of the Federal Government. 

It would discourage, at the community level, the freedom to ex 
periment with new techniques, such as home care programs, day hos- 
pital service, homemaker services, progressive patient care, and new 
concepts for treatment through outpatient departments and doctors 
offices. 


re 

And it is at the community level that such innovations are devel- Fj) 
oped and made to work. St 

It would discourage families from taking care of their own. | 

It would restrict beneficiaries in their choice of hospitals and phy- — yw, 
sicians. For only those physicians and those hospitals and nursing Fp, 
homes entering into agreements with the Federal Government would F ¢, 
participate. di 

The professional relationship between the doctor and his patient, 
the basis of all effective health care, would be severely handicapped. th 

Government regulations would be imposed on the physician, ani B 9 
on the patient as well, bringing a third and intruding party between 
them. te 

Required conformance to administrative regulations could also ham — }, 
per the physician from prescribing treatment which, in his profes Bc 
sional opinion, was indicated. 

It would discourage the individual approach to patient care. Whe F 
this has been disregarded in the past, the result has been mass tragedy Fo 
rather than mass cure. p 

It would attempt to chart a health program for the aged without § {j 
accurate knowledge of the problem’s dimensions. The statistics pres 
ently available on the subject are neither conclusive nor complete. F 
To use them as the basis for so far-reaching a program is akin to prt § 
scribing for the patient without first making a diagnosis. e} 


Basically H.R. 4700 simply proposed a form of national compulsory 
health insurance. For the moment, it would be limited in scope; 
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‘however, there are many who are testifying before this committee 
this week who admittedly seek to extend the program to every segment 
population. 
“i: ponld be remembered in this connection, that if the Federal 
Government at some future date adopts a medical care program for 
the total population, it will be assuming a medical bill of more than 
<9) billion annually. A report published by the Department of Health, 
» Education, and Welfare, based on 1957 statistics, indicates that private 
health care costs approximate $15 billion and that public and philan- 
thropic costs amount to about $5 billion annually. 
| The bill would establish a dangerous precedent. Instead of cash 
| benefits, it proposes service benefits irrespective of need. In effect, 
the Federal Government would furnish the beneficiary with com- 
} pulsory hospital and surgical insurance whether he needed it or not, 
' whether he wanted it or not. 
— Inthis connection, let me say that the American Medical Association 
) has never opposed the Social Security Act per se. H.R. 4700 is, how- 
ever, 2 major and dangerous deviation from the original concept of 
the system. 

We must also face the fact that any single program of health care 
for the aged should not embrace every aged person. The pending bill 
would cover millions of people who do not need or want Government 
medicine. 

Further, it is a misconception to think that this measure would aid 
those who receive public assistance, the vast majority of whom are 
not covered by social security. These indigent are now receiving their 
medical care through welfare programs. Aside from the help they 
get from many private, fraternal and religious organizations, the 
indigent now receive more than $4 billion annually in Federal and 
State aid for medical and other expenses. 

I should like to comment briefly on what this proposed legislation 
would cost. It would be staggeringly expensive. The costs of this 
program during its first and second years have been estimated as in 
excess of $2 billion a year, a figure which can be expected to increase 
during the ensuing years. 

There is absolutely no way of predicting the cost of H.R. 4700 in 
the yearsahead. These programs expand. They never contract. And 
once they are on the books, they are there to stay. 

Yet the problem of financing health services for the aged is a 
temporary, not a permanent one. As Dr. Larson indicated, voluntary 
health insurance is making tremendous progress, through expanded 
coverage and broader protection. 

Dozens of different type policies are now available. Among them 
are policies guaranteed renewable for life; policies to cover those now 
over 65; coverages that will continue after retirement; and group 
Policies that may be converted to individual coverage upon termina- 
tion of employment. 

Much of this progress has been made in just a few years. This in- 
dicates that: the hospital costs of our aged are being met, in a large 
measure, by prepayment plans and insurance as they steadily gain 
experience in this relatively new field of coverage. 
ae progress is also being made in the development of new and 


iproved facilities specially tailored to the particular health require- 
ments of the older citizen. 
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As a part of this program, the American Medical Association has 
supported a loan program of the F.H.A. type for nongovernmenta| 
hospitals and nursing homes, whether of a nonprofit or proprietary 
nature. It has also recommended changes in the Hill-Burton Act ty 
help the individual States earmark more money for nonprofit nursing 
homes. 

The American Medical Association continues to back further ey. 
periments in progressive hospital care; home care programs; and 
homemaker services, all of which have the common purpose of in. 
proving the quality of medical care by reducing the length of hospital 
and nursing home confinement through the earlier discharge of 
patients. 

The record shows that sustained and heartening progress is being 
made throughout the United States toward meeting the needs of our 
older citizens promptly and positively. 

I do not have the time to specify here the details of the massive 
job that is being done. The fact is that voluntary methods—sup- 
ported by the cooperative efforts of many thousands of our citizens— 
are meeting the challenge and will continue to meet the challenge, 
given the continued opportunity. 

So that this committee has at its disposal the American Medical 
Association’s six-point program for older citizens, we are appending 
a discussion of that program which I had the privilege of giving last 
month before the U.S. Senate Subcommittee on the Problems of the 
Aged and Aging, which I would like to have included in the record. 

In closing, one fact seems to me to be crystal clear: 

The health professions and other private voluntary groups ar 
meeting the challenge. We believe that the same people who made 
this the healthiest Nation in the world’s history, and helped bring the 
gift of longer life to millions of Americans, are equipped to meet the 
problem of caring for the health of our older citizens. 

Gentlemen, this concludes my formal statement. It is our sincere 
recommendation that H.R. 4700, 86th Congress, not be favorably con- 
sidered by this committee. 

Dr. Larson and I will be glad to answer any questions you may 
have. 

The CHarrman. Dr. Swartz, is the material you referred to: 
moment ago that which is appended to your statement ? 

Dr. Swartz. That is correct. 

The Cxuarrman. Without objection, that will be included in the 
record. 

(The material referred to follows:) 


PRELIMINARY PRESENTATION BY FREDERICK C. Swartz, M.D., LANsINnG, MICE 


(As requested by Senator Patrick V. McNamara, chairman, U.S. Senate Sub- 
committee on the Problems of the Aged and Aging, in connection with sub 
committee meeting in Washington, D.C., on June 16, 1959) 


If it is not inappropriate, I should like first to compliment the chairman and 
committee members on the way in which they are beginning their study of the 
problems of the aged and aging. The deliberative, thoughtful approach which 
the committee apparently intends to follow should help provide the Senate with 
a clear picture of the basic needs of older persons. 
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NEEDS OF PERSONS OVER 65 ARE COMPLEX 


The work of the American Medical Association in the field of aging has shown 
that the needs of persons over 65 are complex and that providing opportunity 
for these citizens to meet their needs requires full recognition of the widely 
varied circumstances under which they live. The calm, dispassionate approach 
by the committee, therefore, augurs well for its study results. sien ul? 

“If the experience of the AMA Committee on Aging is any indication, the 
members of this committee may even find their own concepts of aging under- 
going material changes as the study progresses. 


PRACTICALLY NO DISEASES EXCLUSIVELY ATTACHED TO THE AGING PROCESS 


When our committee was first formed, it was charged with the responsibility 
of studying the problems of geriatics, that is, the diseases of the aged, and was 
no named. It became apparent early in our deliberations that there are prac- 
tically no diseases specifically and exclusively attached to the aging process and 
that while there are diseases among the aged, there are no diseases of the aged. 

In the light of this, the committee recognized that its real purpose is the 
health of the Nation’s aging population, sick or well. 


GOALS OF AMA COMMITTEE ON AGING 


The committee’s goal is optimum health for each individual. This embraces 
the areas of (1) adequate medical care at the lowest practical cost for those 
who are ill, (2) promotion of better understanding and wider use of restorative 
services on behalf of those who are disabled, (3) encouragement of activities, 
both group and individual, for the prevention of illness among all older persons, 
and (4) the promotion of long-range positive health programs which will increase 
the overall capacities of persons to live active, meaningful lives in their later 
years. 

From the earliest, study of these areas showed that the health of the senior 
citizen is not solely a medical or health habits matter. It became increasingly 
plain that the health of persons over 65 depends in a large measure on socio- 
economic and psychological factors which prevent many persons from exercising 
their potential for responsible participation in society. As long as these pat- 
terns exist, unnecessary illness will occur despite medical care and otherwise 
sound health programs. Likewise, the duration of illnesses may be unneces- 


sarily prolonged, the degree of disabilities increased. 


THE AMA POSITIVE HEALTH PROGRAM 


It was in this frame of reference and after protracted study that the AMA 
Committee on Aging developed its positive health program for older citizens. 
It did so only after numerous conferences with physicians throughout the Nation 
and other informed persons and groups capable of providing data on aging. 
The program calls for: 


I. Stimulation of a realistic attitude toward aging by all people 


The present general attitude or perspective of the public toward this ever- 
increasing segment of itself is well-known but somewhat puzzling to understand. 
After a fourth of a lifetime spent in preparing to be a producer and after a half 
a lifetime Spent in gaining experience and contributing to the public welfare, the 
oldster finds himself with a commodity which is still in demand but not from 
him. Just try to find him a market for his work. In spite of all the testimony 
in his favor, he is unacceptable. That which he was taught to believe made 
life sweet, his work, is taken from him. In addition, just let him make a little 
luistake in traflic—the same kind of mistake made by the younger group every 
day—or let him voice an unpopular thought in the meeting places, and he will 
be tagged by any number of names, all preceded by the word “old,” as if this 
were an anathema that excommunicated him from all that was human. 
‘ He is robbed of his ego and individualism. He is now just “Grandpop” or 
tamp” or “Grandpa.” He is cashiered out of the human army. He now 
stands naked without rank, weapons, medals, or identification. 
To change this perspective will take much good, hard work. We, as a nation, 


an ill afford this tremendous loss of human resources. Retirement at the present 
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retirement age for all of the ever-increasing older group is economically unsoyj 


and will prove ruinous in time. As physicians, we know it often interferes With 


optimum health for the individual. a 

The argument that there are not now and will not be enough jobs in th tecti 
future to go around is just as fallacious as it was when it was offered to keep M ther 
women from working. Now, 9 million women are working without having iy. volt 


paired the earning power of the male. Automation may dislocate labor op 
occasion but industrial advances have always been associated with increase 
employment opportunities. It may well be that industry of the future wil] hire 
him for his entire working life and by “inservice training” keep him as a member 
of the production team in the face of automation, changing products, and changing 
times. 

The medical profession is not opposed to retirement for those who want ty 
retire. As physicians, however, we know that retirement to inactivity, for health 
reasons if no other, can for many people be an impediment to their health 
Inflexible retirement based solely on age is unsound and unfair to many thousands 
of men and women who deserve better. 


A 
Is it too much to ask that the aging, who are no less human because of their I able 
age, be reincorporated into the human family? Is there no still healthful anj perl 
happy motivation that is worthwhile to the total group? It 
This may sound like an impossible undertaking, but it will be made easier J yiey 
when we produce a new generation of oldsters. A real senior citizen grow J tion 
which will recognize aging for what it is—‘growing’—and present themselves prot 
in the older years with advanced accomplishments, dignity, and rank. A 
Members of the over-65 group and others will have to shed themselves of the by 
idea that they are “through” merely because they have reached the age of i & gat 
or 65 or 75. If they intend to retire, for reasons of health if no other, they J anc 
should plan that at least a portion of their retirement be devoted to useful & resi 
pursuits. Preparation for this should not desire, or be expected to accept, segre- C 
gation by the family or community simply because of chronological age. the 
2. Promotion of health maintenance programs and wider use of restorative ani * 
rehabilitative services Shi 
Dr. Henry A. Holle, of the Public Health Service and former Health Commis § oye 
sioner of Texas, says: “The interest of the apparently well senior citizen in & are 
his own health has been grossly underestimated. Our work is thereby made & def 
easier. the 
“For many years we have ignored the so-called ‘degenerative’ or ‘chronic 1 
diseases in the elderly. We accepted them as matters of course in the treat: & ca: 
ment of more acute symptoms. Now our researchers are studying tissue cells & hea 
to find out why their rate of replacement slows down with increasing age. Who & fac 
can say that these mysteries will not be solved? Who can say that atherosclero & ha 
Sis may not some day be reversible, or at least preventable? wa 
“Because of these things, we see a beginning realization on the part of the red 
physician in practice and in health agencies that the development and applica & tha 
tion of regimens of health maintenance in our oldsters can be tremendously & are 
productive. If we can take this positive approach to the ‘stitch in time’ philoso ] 
phy, we may avoid being faced with the necessity of doing a complete sewilg & hos 
job later on when it can do little good. " 
“Too much emphasis cannot be placed upon the need for a medical adviser & me 
in the middle and senior years. We need here the individual physician-patient & wi 
relationship. It pays its greatest dividend during the years when body reserves & car 
are dwindling and when advantage should be taken by the physician of intimate 
knowledge of the individual patient gained through years of experience as his § " 
medical adviser. 
“Like the management of diabetes, health maintenance in the oldster, or the . 
science of keeping him well, is a long-range undertaking. It must, of necessity, of 
not be limited to the treatment of symptoms when they arise. The approach ne 
must be one of sympathetic understanding of what makes him ‘tick’ and pe 
interest in his overall health problems. One need not add that he must be & 2 
made to feel that his physician is sincerely interested in him as an individual pit 
“This interest should include such fundamentals of good health as his home; rs 
the food he eats; his personal living and recreation habits; outlook on life and tie 
motivation for living; and the avoidance of fatigue and the institution of in 


rehabilitation when necessary.” ; 
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§, Extension of effective methods of financing health care for persons over 65 


With the continuing expanding enrollment in prepayment plans and the health 
insurance industry, the problem of inadequate numbers of aged having pro- 
tection is a temporary one and is constantly decreasing. At the present time 
there are more than 6 million persons over the age of 65 who are covered by 
yoluntary health insurance, over 43 percent of the aged population. Most of 
the growth in plans and coverage for persons over 65 has been achieved in the 
past 5or 6 years. It can be assumed that an ever-increasing number of persons 


Swill be able to carry their protection into retirement years and that the percent 
S covered will soon be maximal. 


This is substantiated by National Blue Shield experience since 1952. It has 
been the general policy of Blue Shield plans to permit continuation of coverage 
after retirement. In the past 6 years total enrollment has increased 85 percent 
but the number of subscribers over 65 has grown 170 percent during the same 
period, showing not only the results of this continuation policy but also of 
new enrollment of those over 65. 

A number of commercial insurance companies have also made protection avail- 
able for persons over 65 and a great number have modified their regulations to 
permit continuation of benefits upon retirement. 

It should be recognized that the majority of the newer programs are being 
viewed as experimental pilot programs. They are not inflexible and, as addi- 


'tioal experience is gained, changes may be effected which will improve the 


protection which is being provided to this segment of the population. 

A significant step toward the accomplishment of this objective was taken 
by the American Medical Association last December when the house of dele- 
gates adopted a resolution urging the development of voluntary health insur- 
ance and prepayment programs designed for the low-income aged with modest 
resources. 

Constituent and component societies, and their Blue Shield plans, throughout 
the country have responded enthusiastically to the proposal and are moving 
rapidly and forcefully to fully implement its intent. 

When the report was adopted, only eight medical society sponsored Blue 
Shield plans had coverage available on initial nongroup enrollment for persons 
over age 65. They have been joined by 13 additional plans, and today there 
are 21 Blue Shield plans in 19 States which are offering medical societies to 
define the elements of care to be provided in their specific areas and to establish 
the scope of benefits to be offered. 

The whole area of financing health care has been confused by conflicting 
claims about the abilities of persons over 65 to pay for medical expenses or 
health insurance. On the other hand, we are frequently told of the obvious 
fact that most persons in this age group have reduced incomes. On the other 
hand, we are told that the older person’s need for income is not as great as it 
was in earlier years; that his accumulation of assets often more than offsets 
reduced income, that other members of the family are willing and able to help, 
that reported income is sometimes at variance with the facts, and that in rural 
areas “income in kind” is sometimes a major factor. 

It is also true that by most data the older patient takes up more time in the 
hospital per illness than does the younger. 

This may well be changed somewhat when the physician and patient com- 
mence to realize the potentialities for corrective and curative treatment, along 
with rehabilitation, may be as productive in the oldster as in the youngster and 
can be accomplished in relatively short time. 


}. Expansion of skilled personnel training programs and improvements of medi- 
cal and related facilities for older people 

Since a larger part of modern medicine will be occupied with the treatment 
of the chronically ill and rehabilitation problems, a whole new generation of 
health personnel will have to be trained to fill these positions. Because of the 
impact of geriatrics and rehabilitation, the form and function of the traditional 
acute hospital is being changed rapidly. The newer concept of the general hos- 
pital is growing in popularity. It has intensive care units and recovery rooms 
and chronic wings. It is set up so that the patient can be rapidly moved from 
the higher priced acute facility to the chronic wing. This will serve as a dis- 
tinct advantage to the geriatric and rehabilitation patient. , 

From the chronie wing of the hospital the next step will be to the rehabilitation 
center to the convalescent home and then to the patient’s own home and occu- 
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pation. This better utilization of hospital and other medical facilities shoy 
lead to a downgrading in medical expense totally. 


5. Amplification of medical and socioeconomic research in the problems of th 
aging 

Investigation up to a present time has revealed the following: 

A. The acid base equilibrium of the blood is maintained within normal limits 
in the old person. 

B. The arterial fasting blood sugar does not change significantly with age. 

C. The hematological values of the blood are well maintained in the aged, 

D. The basal oxygen consumption per unit of total body water or intracellyly 
water does not change with age. This suggests that in terms of net metabgiip 
activity the protoplasm of the old man is unchanged. He simply has leq 
protoplasm. 

E. Total lung capacity corrected for surface area does not change. 

F. Measurement in vitamins A and C do not vary significantly between thp 
youthful and the aged. 

G. Tests of endocrine gland function at rest show no significant statistical 
variation between the young and the old. 

H. In fact, after the subject has reached adult life there is no satisfactory 
test or battery of tests that will actually indicate the individual’s place on th 
chronologic time scale. 

Dr. Falzone and Dr. Shock conclude in their paper, “The Physiologic Limits. 
tion of Age” that “examination of experimental studies on physiologic changes 
in age indicate that, under resting conditions, the aged human is usually able 
to maintain uniformity of the internal environment. However, when increased 
demands are placed on a number of organs and systems, impairment of function 
can often be detected.” 

Dr. Shock further states that “Laboratory experiments on learning ability 
of older individuals offers no substance to the support of the cliche that you 
‘Can’t teach an old dog new tricks.’” Studies by Gilbert, Jones and Ruch, and 
others confirm the impression that adequate motivation is the key to effective 
learning and that older individuals can learn although their rate of learning 
may be somewhat slower than that of the younger adult. 

Ability to learn persists in the oldster. 

A recent press release from the Division of Gerontology at the University of 
Michigan, under the chairmanship of Dr. Wilma Donahue, states the follow. 
ing. ‘“There’s a mounting evidence that mental powers don’t decline after middle 
age. Popular belief in the inevitability of mental decline after the age of 40 or 
50 stems from early tests conducted on cross sections of the total population 
several years ago. These early tests showed younger persons were more il- 
telligent than their elders. But now 30 years after the first test, a recheck of 
some of the youngsters by Iowa State College researchers has shown a consider: 
able gain in the average intelligence scores. In fact, none of those taking the 
test the second time did poorer than on their first attempt three decades before.” 

Dr. Shock goes on to say that “The problems of personal adjustments of 
older people has been studied in some detail by Dr. Havighurst and his co 
workers. Although wide individual differences exist in the personal charac 
teristics of older people, present information would lead us to question whether 
there are changes that can be attributed to age alone. In large measure, Il 
seems that the personal reactions of older people, their feelings of frustration, 
neglect, etc., are more the result of our cultural emphasis on youth and all its 
attributes, with a concomitant rejection of maturity and age, constitutes the 
major source of dissatisfaction among older people. Obviously this is a problet 
whose solution depends on education in its broadest sense.” 

The application of what we already have learned and what we are about 1 
learn may bring about results as startling in the field of chronic disease as the 
discovery of the antibiotics in the field of infectious diseases. 


6. Cooperation in community programs for senior citizens 

The problems of the older citizens have placed an increased demand on the 
physician. The change in the type of practice for the family physician NOY, 
more than ever before, means he is challenged to leave his traditional occupatio 
of diagnosis and treatment and enter actively into the field of prevention. He 
is challenged more than ever before to take an active part in the total health 
problems of his community. More than ever before he will be called upon to 
provide leadership in these health fields and to cooperate fully with other dis 
ciplines trying to accomplish the same end. 
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» It should be remembered that the problems of the aging constitute a challenge 
Nthat is not new. To Plato and Socrates they had an intensely personal signifi- 
icance, Until very recently they were largely more personal than community in 
‘character. An unusual interest is aroused now in everyone because many more 
of us are living longer. Continual change in our economy from rural and self- 
‘employed to salaried and wage earners has brought retirement and segregation 
‘of oldsters. 
/ When authorities differ on terms one can be sure much needs to be learned. 
Dr. Edward J. Stieglitz in his new book, “Geriatric Medicine,” calls aging 
‘a part of living. “All living matter ages, and as it ages, it changes. Aging 
' involves every one of the innumerable aspects of life. It begins with conception 
‘and ends only with death. Thus growth, development and maturation are just 
as much the consequences of the occult processes of aging as are the atrophies 
‘ond degeneration of senility. Evolution and involution are both affected by 
Paging; pediatrics and geriatrics are closer than many realize. Gerontology is 
‘the science of aging in its broadest sense.” 
Dr. Henry Simms of Columbia University suggests the following workable 
definition of aging as synonymous with senescence—“‘The process of aging 
‘consists of those changes with time which result in progressive loss of abilities 
and in progressive increase in death rate.” 
» Dr. P. B. Medawar of University College, London, says, “It will be convenient 
‘for the 17th century word ‘senescence’ to stand for the deterioration that accom- 
‘ panies aging, and to leave aging itself to stand for merely growing old.” 

One could go on quoting definitions from the different authors. By and large 
‘there would be some major or minor variance in their concepts of aging 
and senescence. 

One wonders if a sharper delineation of fundamental terms would not lead 
to a better understanding of some of the problems of gerontology and permit 
/a more enlightened approach to their solutions. Scientists as well as football 
‘coaches may be penalized for not paying enough attention regularly to funda- 
mentals. 
» The scientist must attempt to free himself of preconceived ideas and 
prejudices. 
' As every scientist realizes the thing he knows, constitutes probably the 
' greatest hurdle he must get over in his efforts to arrive at the truth. If it is 
possible to set aside such thoughts as outlined in the previous definitions and 
' to examine the material at hand with the tools of logic and experience, we will 
» have had some measure of success in explaining the reasons for this paper. 
In earlier times competition for survival kept the life span quite short. 
In spite of this trend through ages of time, the competition for survival all 
along the line has been so intense that the thus termed problems of gerontology 
did not exist in any practical sense. Those unprotected from natural elements, 
natural enemies, and the competition from friendly neighbors were eliminated 
' ina high percentage of cases. Truly, only the fittest and fortunate lived to 
' contribute much to the race. 
The merging of man’s strength and interest removed some of the competition 
, for survival and permitted some few to live longer. 
_ Sometime, somewhere in the dim unrecorded past something happened. What 
_ it was and how it will be described will depend upon the discipline making the 
investigation. The scientist may say it was the first effort of a new creature 
5 to find the eternal truth. Religious disciplines will point to the birth of religious 
principles, especially the concept of the brotherhood of man. In any case, man 
by his own acts began to interfere with the balance of power and natural 
selection as maintained by the law of the jungle. The moment he did this 
certain individuals who were given a longer life span were unprepared for it. 
The pace may not have been slowed any, but a helping hand was offered to 
those who faltered. Those who were unable to carry on in the usual style of 
the tribe caused a change in the philosophy of living and as their numbers grew 
| became the first gerontologic problem. The great number of individuals involved 
Seems to have interested most of the investigators. Does it not seem, however, 
that the real problem is the lack of preparation of these individuals for their 
ereased life span rather than the increased number of individuals or the 
'ncreased number of years? Today’s rush to counsel and advise the aging and 
retiring emphasizes the validity of this concept, but the counseling overlooks the 
‘mportant factors. 
This presented a new frontier. It called for a new race of pioneers to map 
| the pathways for the millions who were to come after. As yet there have 


444325920 


| 
a 
ie 
| 


290 BENEFITS FOR OASI BENEFICIARIES 


been very few who have had the vision to meet the challenge. Like the flotsay 
and jetsam of the deep washed upon the shore or floating the calmer inlets, mog 
of the present oldsters are being pushed out of the stream of life. Instead of 
making an effort to extend this age frontier into a land of new experience, enjoy- 
ment, and compensation they are constantly looking backward as if all life 
had been left behind them. What this concept appears to fail to take int 
account is that a great many of these older persons are not looking backwards 
in any weak sentimental effort to recall the past, but in a blind serious struggle 
to find themselves, to regain a lost hold on life. Looking backwards is not at jj 
a phenomenon of old age; it is a symptom of spiritual damage or illness that 
can befall anyone in any walk of life at any time. We associate it with the 
old because frequently they do not survive it. But age itself does not cause it 

Function has more to do with structure than does the passage of time. 

Aging, as presently maintained by the gerontologists, constitutes a rather 
vague condition or state representing a balance between evolution or growth 
and involution or atrophy. They go hand in hand, growth being in ascendency 
in the young and atrophy being in ascendency in the old. This is further 
elaborated on to include the inyolution or atrophy that occurs when certain 
structures like the thymus or ovary cease to function. They get old. Thus, we 
become more mixed up trying to understand and account for varying degrees 
or rates of evolution or involution of certain parts of a whole that is itself of 
one age. 

At first many diseases were thought to be due to the passage of time and 
therefore could not be halted. 

Would it not be simpler to use those proved tenets of physiology and anatomy 
which have taught that structure depends on function? Thus, the varying 
degree of evolution or involution in organs would represent a varying degree of 
need and function and would not be related to time or age. This, at least, gets 
us out of the dilemma of having one part of the whole older or younger than 
the remainder. 

The family took care of the early “oldster” and agriculture provided him an 
occupation. 

In earlier times, the number who reached the advanced years was not large. 
The society was largely based on agriculture, and it was comparatively easy 
for the oldsters’ efforts, diminishing in amount as they were, to be utilized and 
appreciated in the total farming effort. In the main, the general philosophy 
of these times was for the family to take care of itsown. The “leftover” oldsters 
who were unable to care for themselves were provided for by the almshouses, 
the poorhouses, and the poor farms. 

The number of oldsters grew. Society changed from agriculture and became 
industrial. Family responsibility lessened and retirement raised its ugly head. 

As the refugees from infant mortality and the infectious diseases crowded 
the confines of the aged and aging, many things happened. 

1. Great numbers of younger people forgot their responsibility for the care 
of the aging members of their family. How much of this phenomenon was 
born of recessions and depression thinking cannot be estimated. There can be 
no doubt, however, that this attitude has an infectious quality and leads toa 
diminution of those qualities of altruistic love which binds families and groups 
together for the benefit of all. 

2. Society has changed from agricultural to industrial. As pointed out above, 
agriculture has a built-in method of taking care of most of its aging workers. 
Youthful industry, interested as it was in production and competition, saw n0 
obligation at first to assume a social responsibility for its older workers. This 
change produced an increase in the size and intensity of the problems of aging. 

8. Retirement methods, as they are practiced today, add to the size and col 
plexity of the problem. This is true in spite of the efforts made to insure some 
degree of economic security for the older worker. 

4. The so-called miracle drugs worked their charms among the older as well 
as the younger groups and continued the status of many as refugees from the 
infectious ‘diseases. 

As a result of the above and many unenumerated factors, we now have a ses 
ment of our society that includes an excess of 15 million people whose one mark 
of similarity is that they are 65 years or older. Reports from the U.S. Census 
statistics, social security agencies, health agencies, medical clinics, and hospital 
and medical research, all indicate that the aged are not a homogenous group 
whose status can be simply described in a few words. 
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There are no diseases strictly characteristic of the aging process. Our interest 
includes the sick oldsters, the frail or fragile oldster who without good attention 
would become sick, and the well oldster who if guided by a positive health pro- 
gram should be able to solve most of his own problems. 

Doctors have agreed that there really were no diseases characteristic of the 
older age group. Poliomyelitis and other diseases usually thought of as appear- 
ing only in childhood were occurring in those past middle life. Also, the so- 
called degenerative diseases of men, such as arteriosclerosis, hypertension, and 
nephritis, originally thought of as being part and parcel of the aging process, are 
being recognized in the younger age groups. Hardening of the arteries and 
coronary diseases are supposed to be characteristically a malady of middle or 
old age, but in 1954 arteriosclerotic heart disease, including coronary, killed 98 
children under 5, and is found in every age bracket thereafter. 

It was therefore decided that the AMA Committee on Aging’s interest and 
activity as a physician’s committee should be: 

1. The sick oldster ; 

2. The frail or fragile oldster who, without good attention, would become 
ick ; and 
: 3. The well oldster, who, if guided by a positive health program, should 
beable to solve most of his own problems. 

The oldster and his environment must be understood if a solution is to be 
found. 

We approach the total national problem in the same way a doctor tackles 
a single situation in his own office. The solution of many of the individual 
illnesses requires some knowledge and ability to deal with all the problems of 
the patient’s environment, such as family, work, religion, and community adjust- 
ment. When need be, help is called for from the proper disciplines and agencies 
so that the patient may better be served. Using this type of procedure as a 
guide, organized medicine is being urged to and is studying the needs of the 
oldster in the fields of work, home, retirement, housing, recreation, etc. 

The doctor realizes from his experience that the stigmata and diseases usually 
associated with aging are due to the impact of stress and environment. This, 
like the infectious diseases and infant mortality, can be attacked and defeated. 

And finally the doctor realizes that aging is a growing process and he expects 
the senior citizen to present certain admirable accomplishments, dignity, and 
rank. He is expected to keep pace in dress, manner, and thinking. In turn, for 
his past contributions and his present status his community should recognize 
anew that the right of citizenship be not abridged because of age. 


The Cuarrman. Dr. Larson, you had some material appended to 
your statement. 

Dr. Larson. Yes. 

The CHamMAN. Without objection, that will be included in the rec- 
ord at the conclusion of your remarks. 

Dr. Larson, and Dr. Swartz, we thank you both for bringing to this 
committee this discussion of the views of the American Medical 
Association on H.R. 4700. 

I well recall, Dr. Larson, you appeared before the committee last 
year to which you referred in your statement. 

Are there any questions of these gentlemen ? 

Mr. Forand. 

Mr. Foranp. Dr. Larson, so do I recall your appearance last year 
and the fine discussion that we had. I think you are just about as 
sincere as I am. 

I profess to be very sincere. There are many, many questions that 
I would like to ask, many points I would like to raise, but I realize 
that time is limited, therefore, I shall have to pass up some of them. 

However, I have here a copy of the AMA News, which was issued 
thisweek. You recognize that sheet, I am sure. 

Dr. Larson. Yes. 
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Mr. Foranp. I notice in there an article headed “public relations 
for M.D.’s,” in fact, I will read the first part of it: 

Many a physician, fearful he will be accused of unethical advertising practices, 
often is reluctant to appear on a radio or television program or to allow his name 
or photo to be used in connection with a newspaper story. 

Then it works down to the point where it says if he is in doubt that 
the code points out that the doctor should engage in these activities 
where it is considered for the good and welfare of all concerned. 

It points out if they are in doubt they should check with the local 
medical society. 

The reason [ bring up this point is that a couple of days ago, a very 
ood friend of mine, a doctor, informed me that something was being 
one that was not in writing, but that the word had been passed 

around from headquarters of the AMA to the secretaries of the several 
State societies, to pass the word around to doctors, in an inferential 
way, telling them that if they should testify in favor of the Forand bill 
they might be violating the ethics of the profession and subject them. 
selves to sanctions. 

Now, I expect I am going to get an answer to the effect that that is 
not true. However, again this morning I got the same information 
coming from a Midwest State that that is being done. 

Now, do you know anything about that ? 

Dr. Larson. No, sir; [ know nothing about that. 

Mr. Foranp. Would you tell this committee that a doctor is free to 
express himself for or against this, or any other piece of legislation 
without violating the ethics of the profession, and without being sub- 
ject to sanction ? 

Dr. Larson. Yes, sir. 

Mr. Foranp. That is possible? 

Dr. Larson. Yes, sir. 

Mr. Foranp. I am glad to hear you say that. I ask that for the 
record so that all doctors will know that they can express themselves 
for or against, because whether they are for my bill or opposed to my 
bill, that I do not care, but I want them to have freedom pi patch | 

Dr. Larson. Mr. Forand, I would like to say this: that so far as the 
American Medical Association is concerned, there is nothing we could 
do to jeopardize the standing of any physician, to criticize him in any 
way. Now, that would be up entirely to the local medical society. 
They are independent and we have no control over them. 

But any inference that this has come from the American Medical 
Association, I think, is completely unwarranted because I know noth- 
ing like that that has been said and I think I would know about tt 
if it were. 

Mr. Foranp. I am glad to have you say that because I do not think 
that it should be done and I would not expect a respectable organiz- 
tion such as yours to indulge in it, but the fact that it came to me from 
two different sources in the last 8 or 4 days has led me to believe 
that there is something behind it. 

Now, it may not be done officially by the organization, it may be done 
by some individual. However, I did want to clear this point becau* 
I believe in freedom. 

Dr. Larson. That is right. 
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Mr. Foranp. I believe that the people have a right to say what they 
want to say even though I may not agree with what they say. 

Now, | know that other means have been used to intimidate not just 
doctors, but also Members of Congress. In fact, you are perhaps 
conversant with the questionnaire that emanated from the AMA just 
before the election campaign last year. 

Now, | am going to read the 15 questions that were in this question- 
naire which went out to leading physicians in every congressional 
district in the country. I am going to leave to you and to others an 
opportunity to think for themselves whether this was intimidation or 
an attempt to intimidate or not. 

Mr. Curtis. Mr. Chairman, a point of order. Is the committee 
soing into the subject of lobbying tactics or the issue of the health of 
the aged 

If you are going into lobbying tactics, that is one thing. If you are 
going into something else, which I thought we were, let us confine 
ourselves to that. 

Mr, Foranp. This is not lobbying. It is electioneering. 

Mr. Curtis. Whatever you call it. 

The Cramman. The gentleman has made a point of order. Of 
course, We will stay within the rules in asking questions and the Chair 
feels that Mr. Forand has the right to interrogate the witness, just as 
is true of any other member of the committee, with respect to any 
matter that might come within the overall and general study that the 
committee is making of this problem. 

Mr. Forand. 

Mr. Foranp. This questionnaire reads as follows: 

1. Who is the person or persons in each ward or county in the congressional 
district who is most influential with the Congress? 

List the names, addresses, and business or profession of each. 

2. Who is the physician who knows and can work with each of the above? 

3. Who are the four or five men in the Congressman’s district who really 
influence him? List their names, addresses, and business or profession. 

4. Who are the principal contributors to his campaign? 

5. What contacts does the medical profession have with officers or leaders of 
such organizations as the Blue Cross-Blue Shield, dentists, hospital boards, or 
directors, chambers of commerce, farm bureau and grange? Who are the 
doctors who can talk to these leaders? 

6. Who is the Congressman’s personal physician at home and in Washington? 

7. What contacts does the medical profession have or who knows the Con- 
gressman’s top secretariat on his Washington staff? 


8. What are the Congressman’s hobbies, his favorite charities, boards or or- 
ganizations, church? 

9. What papers in the district supported him in his last campaign? What is 
their present attitude toward him. 

10. What contact does the medical profession have with any or all of these 
hewspapers, either directly with the editors or through other influential citizens 
or advertisers? 

11. How big a factor is labor in the district? 

12. Do any of the labor organizations deviate from the national labor organi- 
zations and for what reason. 

13. How big a factor are old folks in his district? 


14. What contact has organized medicine or individual physicians with the 
Congressman ? 


15. What is his general attitude? 

Are you familiar with this questionnaire? 
t. Larson. Yes, I have seen it. 

Mr. Foranp. What was the purpose of it ? 
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Dr. Larson. The purpose was to find out the feeling of the Con- 
gressmen and to be able to give to him in the most effective way the 
position of the American Medical Association through his own phy- 
sician, through the local organizations of physicians. _ al 

I see nothing wrong in that. There was no intention to intimidate, 

I think every Congressman, unless I am badly mistaken, is very 
glad to know what his constituents think about legislation, whether 
physicians, farmers, or businessmen, or laborers or who they are, 

Mr. Foranp. How about the question regarding campaign contri- 
butions ? 

Dr. Larson. Campaign contributions? 

Mr. Foranp. Yes. 

Dr. Larson. That is entirely a personal affair, a personal affair so 
far as the physician is concerned. Nobody is going to tell me whe] 
am going to contribute money to. 

Mr. Foranp. Well, it is very interesting to read that list. If there 
is not an indirect inference contained in there, I am misreading it. 

Now, I have a lot of respect for doctors. I have some of my own 
relatives who are doctors and who are just as bitterly opposed to this 
bill as you and your organization are. 

That does not disturb me in the least because I am still working 
for one purpose and that is a solution of the big problem. 

Dr. Larson. We are, also, Mr. Forand, and I think, as I said a year 
ago, I believe I used the word “catalyst,” that you could consider your- 
self a catalyst in this whole problem of care of the aged. You are the 
one who dramatized this problem before the American public through 
this bill and I congratulate you on that. I thank you for your expres- 
sion of sincerity on my part. 

I want to assure you that I consider that you are sincere, also. 

Mr. Foranp. I want you to understand, Doctor, that when I say 
you, I do not mean anything personal. I am referring to you as a rep- 
resentative of your organization. 

Dr. Larson. Thank you. ; 

Mr. Foranp. On page 8, I do not recall whether it was you or Dr. 
Swartz, who made a statement relative to the estimate of cost of 2 
billion as the cost of this program. 

Secretary Flemming told this committee in his report, and also 
before the committee here, that the cost would be approximately 4 
billion dollars for the first year. 

Dr. Larson. This is $1 billion, something like that, was his estimate. 
But this figure of $2 billion is based primarily on the estimate of the 
health insurance association. 

Now, I am not qualified to go into those statistics and I understand 
that Mr. Faulkner is supposed to testify sometime this week and! 
would imagine that he will go into that subject rather carefully. 

Mr. Foranp. Thank you. 

Now, do you agree with the American Hospital Association that tt 
is conceivable that the use of the social security mechanism might evel: 
tually be necessary in the handling of this problem? 

Dr. Larson. No, we don’t. The position, as I understand it, of the 
American Hospital Association, is that they are opposed to the Foran 
bill, they recognize it may be necessary to have some form of Federal 
intervention if you want to call it that. 
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Now we are convinced in our own minds that given time this prob- 
ably can be solved on a voluntary basis. 

We agree it is going to take time, but we think the progress to date 
has been good and that we can solve this on a voluntary asis. 

Mr. Foranp. But you have no idea how long that will take ? 

Dr. Larson. No,sir. I don’t think anyone has. 

Mr. Foranp. Because we have already spent years studying. We 
have the statistics, and talks about it, but we have yet to reach a 
successful point. 

Dr. Larson. I realize that. 

Mr. Foran. Is your object of a voluntary basis, prepayment plan 
through the use of nonprofit organizations, something like Secretary 
Flemming suggested the other day $ 

Dr. Larson. I heard that he had suggested that. I was not here. 

I think that is a very interesting subject. We would certainly want 
to study that very carefully. I could not give you any opinion off- 
hand on it. 

Mr. Foranp. I wish you would let the committee know if you reach 
aconclusion on that. 

Dr. Larson. We will doso. 

Mr. Foranp. Does your organization consider this H.R. 4700 to be 
unethical insofar as your profession is concerned ? 

Dr. Larson. Unethical ? 

Mr. Foranp. Yes. 

Dr. Larson. No. 

Mr. Foranp. I gather from your statement you consider nurses an 
indispensable element in the health posture of our Nation. Can you 
tell me why the American Nurses Association was not invited to par- 
ticipate in the joint council for the health care of the aged ? 

Dr. Larson. Well, the four organizations that formed the joint 
council were considered to be the major purveyors of the service. 

Now, someone had to start it. Since the organization has started 
there has been considerable discussion as to the advisability of admit- 
ting other organizations such as the American Nurses Association, the 
AFL-CIO, and other organizations that have expressed an interest. 

I think the board of directors, of which our organization only has 
3 out of the 12 on the joint council, is giving very serious considera- 
tion to that. 

_ Mr. Foranp. Now, I understand from the activities of this so-called 
joint council that that is a front for the AMA to kill H.R. 4700. 

Dr. Larson. I do not believe that is true, Mr. Forand. I think that 

this is a sincere endeavor on the part of the four organizations to 
study this problem, find out the extent of the problem, to assess what 
we already have and to see whether or not something cannot be done 
ona voluntary basis to solve the problems of the aged. 
_ Mr. Foranp. It seems peculiar because I understand that the Amer- 
ican Nursing Association is favoring this bill, the labor groups are 
favoring this bill, and neither one of them was permitted to partici- 
pate as active participants in the joint council’s activities. 

Dr. Larson. It seems to me, if you are referring to labor, they are 
the recipients of that service. This organization, so far at least, is 
composed of the purveyors of service. 
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Mr. Foranp. You do not think the participants are in a position to 
contribute something to these deliberations ? 

Dr. Larson. Yes, indeed, and I think in time the joint couneil js 
going to give very serious consideration to taking in many other 
groups to solve this problem. 

Mr. Foranp. I hope that thought becomes a reality because, ag | 
have said before, and I think I said that to you last year, I am anxious 
for all interested groups to work together on this program. I do not 
believe that it should be limited to a little group here, a little group 
there, because that is what we have been doing for years and we have 
accomplished very little as a result of that. 

If we could get all groups together to exchange ideas and then 
taking the best point of each suggestion that is made we may reach 
the solution that we are after. 

Dr. Larson. I agree with that. 

Mr. Foranp. Now, Doctor, I suppose you recognize this little 
pamphlet ? 

Dr. Larson. Yes. 

Mr. Foranp. The facts about the Forand bill, 15 questions you 
want answered. I have read this over several times now. This is 
put out by AMA. I find that there is some truth, some untruth, some 
half truths contained in it. 

I would like to know who wrote this, if you are free to tell me— 
that is not the same pamphlet you have in your hand, not quite the 
same pamphlet. 

Mr. Sretter. The one you have, Congressman, is the one that was 
put out last year. This one that Dr. Larson has is substantially the 
same, but it was prepared by the staff of the American Medical Asso- 
ciation based on the policies and pronouncements of our house of 
delegates. 

Mr. Foranp. You mean the public relations staff ? 

Mr. Stetier. Part of the staff; yes, sir. 

Mr. Foranp. I understand the association has been expending con- 
siderable money on the public relations activities and has hired a 
California firm to lead it, and taking some of our high type reporters 
on the Hill to work on it. 

Of course, I don’t blame you for that, You are entitled to do any- 
thing you see fit and proper. 

But I was interested in trying to find out who it was that prepared 
this pamphlet because there is misinterpretation in several instances, 
the same as is contained in this other publication here issued by the 
Association of American Physicians and Surgeons. ; 

Of course, I have a pile of material issued by the association, 10- 
cluding “The Pill That Could Change America,” which deals with 
the so-called British socialized medical system. 

I am wondering if whoever wrote this would not have also beet 
doing the right thing if he had also referred to the other side of the 
picture, rather than all of the bad side of the English system. 

Now I am one of those who admits that when the Britsh plan was 
inaugurated it was full of flaws and they had a lot of trouble. They 
have it perfected pretty well now to the point where I understand evel 
the most conservative in England would not want to abolish their sys 
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tem of medicine any more than we would want to abolish social se- 
curity in this country. : 

If reference is made to some of the things stated in this book, “The 
Doctor Business,” written by Richard Carter or the article in Harper’s 
magazine, May 1959 issue, that was written by John Cook on 
“Socialized Medicine Is 10 Years Old, What We Can Learn From 
England’s Experience,” I think we might have had perhaps a little 
different picture. 

Now, Lord Moore, personal physician to Sir Winston Churchill 
for many years, and one of the older statesmen of British medicine 
wrote this : 

If consultants were asked whether they desired to go back to the old days, I 
believe the overwhelming majority would prefer the condition of today. 

That is part of this article in Harper’s magazine for May. 

Isuggest if you have not read it, that you do so and compare it with 
the statements made in the pamphlet “The Pill That Could Change 
America.” 

I could go on indefinitely, but I have taken up enough time. I give 
way to some of the others right now. 

I thank you, Dr. Larson. 

Dr. Larson. Thank you, sir. 

Mr. Foranp. Mr. Chairman, I would like to have inserted at this 
point in the record a number of letters received by me in support of 
H.R. 4700. 

(The correspondence received follows :) 


THORNWOOD, N.Y., April 11, 1959. 
Deak REPRESENTATIVE ForRAND: I wish to say that the American Medical Asso- 
ciation does not represent the opinion of all physicians regarding your medical 
care bill. Such coverage as you sponsor is absolutely essential and we are so 
advising our patients. 
Sincerely, 
G. MarGcery ALLEN, M.D. 


BEverLY Cauir., July 5, 1959. 
Drak CONGRESSMAN Foranp: I’m enclosing for your delight a neat piece of 
literature. Perhaps you have seen it. 
(1) At the psychiatric convention recently, a well-known British psychiatrist 
reported that England is doing an excellent job in the field of mental bygiene. 
(2) A physician from the University of Colorado, who has just returned from 
England, thinks that the English people enjoy good medical service and are 
pleased with their medical system. 
If you like to see these sources, I’ll be glad to send them to you. 
Best wishes. 
Cordially yours, 
LEon PRITCHER, M.D. 


CALIFORNIA MEDICAL ASSOCIATION, 
San Francisco, July 1, 1959. 


EMERGENCY LEGISLATIVE BULLETIN—FORAND BILL 


H.R. 4700, the Forand bill—another socialized medicine scheme—will be heard 
July 13 before the House Ways and Means Committee in Washington. Pro- 
Vides hospital, nursing home, and surgical services to eligible social security 
recipients, Financed by a large increase in social security taxes. 
ms Wwe are to avoid this socialization, you must (@) communicate with the 
California members of the House Ways and Means Committee and its chairman 
ind your Congressman (listed below); (b) urge other interested groups: e.g., 
dentists, pharmacists, nurses, technicians, assistants, businessmen, etc., to like- 
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wise write; and (c) most important, urge hospital executives and trustees ty 
express their opposition. 
OBJECTIONS 


1. This legislation is only the opening wedge. It is easier to socialize a step 
at a time—this is another step in the direction of socialized medicine. 

2. The Federal Government would take social security taxes on a compulsory 
basis from almost the entire working population and use these taxes to pay 
hospital, surgical, and nursing costs for about 13 million eligible recipients. 

3. This legislation would raise payroll taxes on employees and employer 
and the self-employed. By 1968 the combined compulsory payroll tax on em. 
ployees and employers would increase to 9% percent. 

4. Payroll taxes are now paid on the first $4,800 of annual earnings. This 
legislation would require payment on the first $6,000 of annual earnings, ip. 
creasing the taxpayers’ burden. If you are self-employed you will pay 7'% per 
cent or $427.50 per year—not tax deductible—and this is only the beginning. 

5. In these times when many employers are caught between rising costs and 
shrinking profits this additional tax may well be the final blow that will send 
many a small businessman into bankruptcy. 

6. Federal Government will establish the schedule of fees under which doctors 
will be required to practice. 

7. Government, under this legislation, will decide which doctors may ani 
which may not do surgery. 

Please act immediately. The hearings commence July 13. 

By direction of the council: 

T. Ertc ReyNnoips, M.D., 
President, California Medical Association, 
Dan O. Kirroy, M.D., 
Chairman, Commission on Public Policy. 


Mail all letters to addressee at: House Office Building, Washington 25, D.C. 
Ways and Means Committee, Wilbur D. Mills, chairman; Cecil R. King, Cali- 
fornia member ; James B. Utt, California member. 


CALIFORNIA CONGRESSMEN 


Address all letters to House Office Building, Washington 25, D.C. 


Clem Miller John J. McFall Joe Holt 

Harold T. (Bizz) Johnson B. F. Sisk Clyde Doyle 

John E. Moss, Jr. Charles M. Teague Glenard P. Lipscomb 
William 8S. Mailliard Harlan Hagen . George A. Kasem 
John F. Shelley Gordon L. McDonough James Roosevelt 
John F. Baldwin Donald L. Jackson Harry R. Sheppard 
Jeffery Cohelan Craig Hosmer D. 8. (Judge) Saund 
George P. Miller Chet Holifield Bob Wilson 

J. Arthur Younger H. Allen Smith 

Charles S. Gubser Edgar W. Hiestand 


MraMI Beacu, Fta., March 22, 1959. 
In re Forand bill. 


Hon. AIME FoRAND, 
House Office Building, 
Washington, D.C. 


Dear Siz: Needless to say I am for what you stand for, as I wrote in my letter 
to the CIO-AFL. 

May I suggest you poll the opponents of the bill and determine whether thei 
opposition. is personal or are they sounding off for the organizations they repre 
sent like the insurance crowd or the AMA. Confidentially most of those wh 
appear against the bill are themselves beneficiaries of the social security syste! 
and it is unlikely they personally oppose the Forand bill. 

Good luck to you and God bless you. 

Sincerely, 
A. Nemser, M.D. 
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Wooster, 

Dear REPRESENTATIVE A. Foranp: I was delighted to hear that you are fight- 
ing to get hospital insurance within social security for 65-plusers. Id like 
to tell you a story. My dad was a dentist for 44 years. He made good money. 
He was unlucky enough to have contracted high blood pressure, arteriosclerosis, 
ete. Over the period of decades he was hospitalized, he was forced to retire. 
Now dad was a good moneymaker. He saved money during the war too, but 
if you wish to stay alive and you are chronically ill you must continue to pay, 
pay, pay, to stay alive. Finally the fatal blow, dad contracted cancer of the 
howel. This exhausted all his savings plus depleting mine. Dad got scanty help 
from his Dental Relief Association (American Dental Association). Dad went 
on aid for aged because of his condition. It was physically impossible to take 
care of him at home. My wife had him home for 1 month, he couldn't control 
his bowels, etc. I came home from work during lunch hour, at night it was a 
rat race. One night in particular I gave dad a bell to ring if he needed me. I 


| didn’t sleep a half hour that night. Because of the inadequate aid for aged 


help and my savings are so low, I went to the Jewish Community who helped me 
out. Now the cold-blooded doctors say we'll give you help, charity help, but it 
turns one’s insides out to accept charity as we are forced to. Medicine isn’t set 


| up today to take care of chronically ill old folks. Of course, if I paid $20 a 


day it would have worked out; that’s ludicrous. Who can spend almost as 
much as one makes on medical bills? I borrowed and stole from “Peter to pay 
Paul,” ete. Everyone gives you sympathy including the M.D.’s. That cuts 
no ice. The only thing is medical insurance for old folks. The AMA, etc., 
say that it’s socialism. Well I say, “Nuts” to them. In the first place, to con- 
tinually exhaust the meager savings of most old people after a lifetime of 
struggle, raising a family and then having to fritter it away on overpriced 
medicines. hospitals, doctors, is crazy. Who can afford this except 5 or 10 
percent of the old folks, or less. Fight, fight hard for your Forand bill. The 
medics and insurance companies should be ashamed of having made no provi- 
sion for this condition. Since medicine is a joke in this situation. The doctors 
know nothing to speak of about geriatrics except to give it a name. Unfortu- 
nately most elderly illnesses are catastrophies which no one can foresee. How 
much it will cost or when it will strike and how long it will last. Needless to 
say old folks look at this with stark terror, they don’t say much, they are mute. 
Their brains are going bad and they are helpless. <A catastrophic illness is bad 
enough during any part of your life but after 65, well—. Insurance and only 
compulsory contributing social security will do any good. Buttonhole every 
Congressman and Senator on this. Don’t give up. Get this bill through. 


Dr. E. L. Gorpon. 


BROOKLYN, N.Y., February 25, 1959. 
Congressman ForAND, 
Washington, D.C. 


My Dear ConGRESSMAN: Want to let you know that I am very much in favor 


| of the Forand bill for medical and dental care for the aged, under the Depart- 


ment of Health, Education, and Welfare. 
The policies of the AMA have always opposed progressive changes. They 
even opposed the U.S. Public Health Service when it was established. 
Best wishes to you for the success of your bill. 
Respectfully, 
B. O. SAPHRO. 


NortH MIAMI BEACH, FLA., April 30, 1959. 
Deak Mr. AIME J. Foranp: God bless you for your fine work on your worthy 
bill for the aged under social security. The delaying actions of the chamber 
of commerce, and the AMA, and insurance companies must be discouraging to 
you, but, we know that you have the courage, knowledge, and persistancy to put 
over your Forand bill. 
You will have the blessing of all the American people for your fine work. 
Keep up the good work. 
Dr. CHarLes L. SULLY. 
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{The Miami Herald, Mar. 22, 1959], 
LAWMAKER SPURNS COMMITTEE 
REPRESENTATIVE FORAND SAYS HIS HANDS ARE TIED 


WASHINGTON (UPI).—Representative Aime J. Forand, Democrat, of Rhode 
Island, said Saturday he has refused to serve as chairman of a House Ways ani 
Means subcommittee because it was barred from recommending improvements 
in the social security program. 

Forand, No. 2 Democrat on the full committee, told a reporter that not only 
had he turned down Chairman Wilbur D. Mills’ offer to head the subcommitte 
but declined to be a member of the panel. 

He is the only member of the 25-man taxwriting committee not assigned 
to any subcommittee. 

The incident apparently was the opening shot in what may be a bitter battle 
over organized labor’s drive to provide health benefits for persons on social 
security rolls. 

The bill, sponsored by Forand, would in effect give most people over 65 paid-up 
hospital and surgical insurance for life. 

The measure, rated virtually a “must” by the AFL-CIO, is bitterly opposed 
by the American Medical Association as a step toward socialized medicine. 

Forand began pressing Mills last year to set up a subcommittee empowerei 
to hold hearings on it and to make recommendations to the full committee. 

Instead, Mills split the committee into three subcommittees, with power only 
to “study and investigate” the administration of social security, internal rey- 
enue and foreign trade laws by executive departments and agencies. 

The Arkansas Democrat’s action was endorsed by an overwhelming margin 
in a closed-door meeting of the committee several weeks ago, it was learned. 

“T refuse to serve on a subcommittee that has no power,” Forand said. 

He said all the subcommittees can do is investigate the agencies and report 
facts to the full committee. They can’t consider legislation and can’t even make 
any recommendations, Forand complained. 

Forand said that as sponsor of the health benefits plan “my hands would have 
been tied” had he accepted Mills’ offer. 


Los ANGELES, CALir., July 14, 1959. 


Congressman A. J. FoRAND, 
House Office Building, Washington, D.C.: 

Strongly support your bill to extend medical care to social security re 
cipients. 


Dr. Murray M.D. 


VETERANS’ ADMINISTRATION CENTER, 
Temple, Tex., July 14, 1959. 
Hon. AIME FORAND, 
House of Representatives, 
Washington, D.C. 

Dear Mr. Foranp: I would like to tell you that Mrs. Smith and myself are 
extremely interested in the successful passage of your bill H.R. 4700. 

From my experience as chief of a 256-bed medical service in an 800-bed Veter- 
ans’ Administration hospital, I realize, in a way that few are able, the great 
need for definite legislation to help poor people get some assistance in procurils 
hospital, medical, and surgical aid when necessary. 

We shall look forward to favorable action on the Forand bill. 

Very truly yours, 
Warren B. Smitu, M.D. 
Mrs. EstHer T. SMITH. 
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STATEMENT BY WORKMEN’S BENEFIT FUND OF THE U.S.A., BROOKLYN, N.Y., IN 
Support oF H.R. 4700 


One of the most important and pressing problems which this country faces 
today is finding the means to insure a life of dignity and decency for our 
oldest citizens. 

The number of Americans over 65 years of age has been steadily mounting. 
While at the turn of the century there were only 3 million over 65, today it is 
estimated that there are more than 14 million. 

We have a social and moral obligation to provide the means whereby the 
elderly can enjoy a decent standard of living free from constant anxiety over 
what will happen in times of serious illness. 

By increasing the contribution rate of employers and employees under the 
social security tax program by one-fourth of 1 percent and of the self-employed 
by three-eighths of 1 percent, we could provide insurance against the cost of 
hospital, nursing home, and surgical services to all those eligible for old-age 
and survivors insurance benefits. This slight increase in cost to the employee 
during his earning period would provide necessary protection for him during 
his years of retirement. 

The workmen’s benefit fund, which was founded in 1884 to provide mutual 
aid in times of illness and death, has long urged that some form of health 
insurance be provided for the elderly. The bill introduced by Representative 
Aime J. Forand of Rhode Island (H.R. 4700) would provide for this type of 
coverage. At the same time, it would not conflict with the private insurance com- 
panies or the nonprofit insurance groups, many of which have shown a reluc- 
tance to extend their coverage to persons over the age of 65. 

The workmen’s benefit fund urges favorable action by the House Ways and 
Means Committee at this session of the Congress. 


STATEMENT OF THE NATIONAL FEDERATION OF SETTLEMENTS AND NEIGHBORHOOD 
CenTeERS, New York, N.Y., PREPARED BY FERN M. CoLBORN, SECRETARY FOR 
Soctan EDUCATION AND ACTION 


The National Federation of Settlements and Neighborhood Centers recom- 
nends legislation to strengthen the Social Security Act. 

Social Security is a major stabilizing force in our economy. The overwhelm- 
ing majority of the American people accept the basic principles underlying our 
social insurance system. 

Since 1935, the social insurance program in the United States has been ex- 
tended in the areas of old age and survivorship, both by upgrading the benefit 
provisions and notably by extending coverage to new types of employment. The 
first step has been taken to use social insurance to assure income to those who 
are permanently and totally disabled. In the important areas of illness and 
partial disability, however, practically nothing has been done except for veterans. 
Nor has the concept of risks to family security been broadened to include the 
ome of medical care on family budgets and the cost of bringing up a large 
amily, 

The National Federation of Settlements and Neighborhood Centers therefore 
recommends legislation : 

(1) That the old-age, survivors and disability insurance program be strength- 
ened by— 

(a) making payments more adequate ; 

(b) increasing the amount of earnings which can be credited toward bene- 
fits to keep in line with current trends ; 

(c) providing benefits for disabled, insured persons of any age, and their 
dependents ; 

(d) extending coverage to earners still excluded ; 

(e) further extending the base pay covered. 

(2) That hospitalization costs for beneficiaries of old-age, survivors and dis- 
ability insurance be covered through the insurance program. 

(3) That Federal funds be made available for the training of old-age survivors 
and disability insurance staffs, so that sufficient personnel with proper back- 
ground is available. Enough qualified personnel is essential to the effective 
idministration of the program. 

(4) That the self-sustaining insurance principles of our social security pro- 
gram continue to pay for increased benefits. 
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The Cuarrman. Mr. Mason. 

Mr. Mason. Dr. Larson, and Dr. Swartz, you have been forthright 
and specific in your testimony to this committee on the problem con. 
fronting us. 

Dr. Larson, you have outlined in your statement what is being done 
all over America on this problem to solve it and while it has not beep 
solved as yet, you have made great strides in the last 2 or 3 years in 
bringing about a solution. 

You even acknowledge that our committee member, Mr. Foran, 
accomplished a great deal and has accomplished a great deal in that he 
has stimulated, initiated these movements that are going around, all 
over this country to help solve this problem. 

Yesterday we had the testimony from three different States as to 
what those States had already accomplished in this line. 

I think that is constructive testimony for this committee to receive, 

Now, Dr. Swartz, in my opinion, you analyzed the problem for us 
quite well in a sensible way from practical experience rather than from 
any fancy, theoretical experience, and that in my estimation is very 
fine testimony. 

Now, referring to this questionnaire that was presented to us, I did 
not notice any reference in that questionnaire at all to a Republican 
Congressman or a Democratic Congressman. That questionnaire, I 
know, I do not know who invented it or presented it, or who sent it 
out, but it is patterned directly upon the practical and efficient polities 
that COPE, as we know it now, engages in, it is practically a parallel 
there to their program, and I know from experience what that pro- 
gram of COPE means. 

So I find no fault and I see no wrong in other organizations present- 
ing their views to the voters of America because unless they do this 
America of ours will soon be a socialist, welfare, labor-government and 
then all the progress that we have made in 150 years will be stopped 
and we will have a duplicate of what England had a few years ago 
and what Russia has today, a government at the top rather than at the 
bottom. 

So I compliment both you gentlemen on your testimony today. 

That is all, Mr. Chairman. 

Mr. Foranp (presiding). Mr. King will inquire. 

Mr. Kine. Doctor, is it true that your organization has filed under 
the lobbying statutes with the Clerk of the House, and also filed a 
letter of protest at being obliged to file with the Clerk? 

Dr. Larson. I am not familar with that, sir. 

Mr. Sretier. We filed under protest, that is correct, sir. 

Mr. Kine. Why do you protest? ; 

Mr. Sreriter. We question it because of some of the wording 1 
the Lobbying Act and some of the decisions whether or not we ar 
required under the law to file, but we do file regularly and have for 
many years. 

Mr. Kina. But you have always protested ? 

Mr. Srerier. We have for the last 2 years, I know; yes. 

Mr. Kina. Is it true that this questionnaire presented by Mr 
Forand was sanctioned and circulated officially by the American Met: 
ical Association, or any branch of it? 

Mr. Srerier. The questionnaire was not circulated. It was used 
officially by the AMA, there is no question about that. 
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Mr. Kina. In view of that admission, will you next year file a 
protest ? 

Mr. Srerter. Probably. 

Mr. Kine. Against registration with the Clerk? 

Mr. Srerier. Yes, sir. 

Mr. Kine. Why do you protest at being obliged to register? 

Mr. Sretiter. Lobbying, although this letter may indicate other- 
wise, is not the primary activity of the American Medical Association. 

AsI said before, some of the decisions under the Lobbying Act and 
some of the wording under the Lobbying Act leads us to question, as 
many other organizations do, whether or not they must file accordingly. 

However, there is a doubt and we do file. We discussed this about 
2 years ago before a Senate committee, the McClellan committee, and 
indicated to them that we were proceeding in this way. 

Asa matter of fact, at that time they went into detail in connection 
with our activity and they did not tell us at that time that we should 
desist or it was improper for us to file in that way. 

Mr. Kine. I have some reservations about the act, myself, but I 
had been advised that the association was offended by the fact that 
they were required to file. I felt that you were doing the thing 
for which the law required you to file; if you do it I just wanted it 
clear. 

Then, Dr. Swartz, would you describe—and this is strictly for in- 
formation; I have no knowledge whatsoever, what it is—we will say 
the Blue Cross, what is the mechanics of the Blue Cross plan? 

For instance, assume I am an employee of a concern who is now 
covered. What are my obligations? Whom do I pay as an employee 
embraced in the Blue Deces system ? 

Dr. Swartz. I do not know that I can exactly understand what you 
want. If you are an individual you pay the Blue Cross your monthly 
orquarterly premium. If you are connected with a concern, that does 
this on a group basis—— 

Mr. Krxq. The group is what I am interested in. 

Dr. Swartz. This is probably taken out, either paid for by the 
concern, or taken out of. the wage at the time the contract is made. 

Mr. Kine. Does the concern contribute as well as the employee? 

Dr. Swartz. I would think this would vary with the arrangement 
made by each concern. I don’t think this is a universal pattern. 

Mr. Kine. They work under contract ? 

Dr. Swartz. I assume they do. There are a great number of 
variety of Blue Cross insurances, several varieties in each State in 
fact. This makes a difference in what one would report. 

Mr. Kine. Is there a typical one? Is there one that could be dealt 
with as a typical instance ? 

Dr. Swarrz. I think there are about a hundred different plans in 
the United States. 

Mr. Kine. What I was attempting to elicit, Doctor, was, if I am 
employed by a large concern, or a smal] one, and the firm does con- 
tract with, say, Blue Cross, and if it is true that in some plans the 
employer contributes as well as the employee, then if I become ill and 
seek medical attention how different would that be than under the 
provisions of Mr, Forand’s bill for me seeking medical attention ? 

That is, would it be vastly different ? 
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Dr. Larson. I think from the philosophical standpoint it would lp 
different. What you are talking about in respect to Blue Cross, iy 
most instances it 1s a voluntary arrangement between the individual 
and Blue Cross. 

Now, in our own organization at home, which is a group of 3} 
doctors, and we have approximately 110 employees who are not 
peters, the group pays one-half the insurance policy for his 

ospital insurance. We don’t have to be concerned about medical 
care because we give all our employees medical care free, regardless 
of what it is, and their families. 

Now, they choose what they want. If they don’t want any, and 
some of them don’t, because married women, sometimes their husbands 
have adequate coverage, so they think, and they decide what kind of 
policy they want. 

Now, there are all kinds of policies, as you well understand, I am 
sure. I don’t think you implied that in your question. 

Mr. Kine. Then, Doctor, with respect to the insurance plans that 
are now invoked, the patient is covered, he becomes ill; he goes toa 
physician of his choice; is that right ? 

Dr. Larson. That is right. 

Mr. Kina. They are not restricted ? 

Dr. Larson. No. 

Mr. Kine. Well, it would be acknowledged, I believe, by you 
gentlemen, that this group Mr. Forand’s bill seeks to benefit do have 
available to them some sort of medical care ? 

Dr. Larson. Yes. 

Mr. Kine. If they are ill they will seek out a doctor ? 

Dr. Larson. That is right. 

Mr. Kine. If they cannot afford it, they will seek out a public 
hospital. 

Now, if we are to insure that group having the means to pay, would 
that impact do as Dr. Swartz has stated, create a terrible pressure 
upon the medical facilities of the country any more than it would at 
the present time if we acknowledge an ill person seeks a doctor? 

Would the fact that there would be payment made out of the fund 
create a greater impact? Is that what in essence you understood 
Dr. Swartz to state, that they would go regardless of whether they 
needed attention or not, solely because it would be paid for? 

If the answer to that is yes, Dr. Larson, would it not also be true 
with a person who is insured in a private concern, would he not be 
subject to that same compelling desire to go needlessly? He has 
the right to go. eg 

Dr. Swartz. I think what you are saying is very true. I think 
would be contrary to fact to try to deny this type of experience 
because this is exactly what happens when you have health insurane 
or any type of insurance. There are many people who think, well,! 
am covered I had better go to the hospital. : 

Sometimes the condition for which they seek hospitalization is the 
type of thing that you would have treated as a physician at home be- 
fore hospitalization insurance, very satisfactorily. But after the 
patient has insurance, whether it is this voluntary type or a Feder! 
program, they tend to stop reacting as an individual who 1s goin 
to have a little pinch in his own pocketbook and say, “Somebody else 
is going to pay it,” not realizing that this type of demand is gol 
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to cause the increase in the cost of insurance or special outlay on the 
art of the Government. 


ual This is one of the things that automobile insurance has certainly 
understood from the beginning and they now have deductible policies. 

9: & This makes you hesitate a little bit about driving too recklessly down 

not jm thestreet. 

his These are things that we feel pein day at the level of the prac- 

ical | ticing medicine. It poses quite a problem on the physician. He has 

less  tomake a decision is it bad enough to go in the hospital ? 

Of course, with this type of pressure by the patient, there was 
and @ atime when you almost had to drag the patient into the hospital; he 
nds | wanted to stay at home. Now it is rare you find anyone who wants 
dof & to stay at home. Now they are all very willing to go because the 

hospitalization is paid for. 
am his adds to the expense because there are times when these people 
could be handled at home just as well as in the hospital and in many 
that | cases actually better, because the patients who have had a little ex- 
to a perience with the hospital, after they have been there a couple of days, 
are eager to go home where there is peace and quiet because hospitals 
are not as ideal as we would like them to be. 
Mr. Kine. If I understand you, I might agree with you that in- 
surance has a tendency to make people a little more careless or in this 
vou @ case, more prone to constantly taking their problems up with their 
have @ Physician for the reason that each time they do it they, themselves, 
donot have to pay. 

Dr. Swartz. I think this is bona fide experience in every type of sit- 

uation where this type of setup is practiced. 

Mr. Kine. That is all. 
ublic @ Mr. Foranp. Mr. Curtis will inquire. 

Mr. Curtis. The purpose of getting the committee off this subject 
vould 2d on another subject certainly has been successful to a degree. I 
csure @ Would like to say this, that I believe the committees of Congress . 
ld at @ Should encourage our citizens to testify before us, to encourage our 
? citizens to become politically active. 
fund § , Llistened very carefully to the techniques that were read, the lobby- 

stood Ng techniques. I find nothing in there other than what I believe in 
they ff 4 Tepresentative of government, I would tell others to do and I hope 
" B they will become politically active. 
> true It has been this political apathy which has been a handicap in my 
ot be  °Pinion, to writing 
‘e has rhe subject of lobbying techniques is very important and one I am 
very, very much concerned with. I am very disappointed to have Mr. 
ink it Forand give public voice to rumors of what I regard as highly im- 
rience jm Proper lobbying techniques. Because he has made that public, I think 
rrance ff behooves him as a responsible Congressman to supply for the record si 
vell, 1 §° Sve us the benefit of knowing just where those accusations were iis 
made, as to what force was exerted on what doctors and in what 
is the 
me be , Because if it has been going on, it is something we should want to 
- th os ge though publicizing it may be the only way of doing it; that 
‘edera! elp. 
going But I want to say, sir, if it is not true and I suspect it is not, then 
iy els m have brought in a red herring to try, Iwould suggest, to discredit 
testimony of this organization. 
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So let us get the chips right down. 

Mr. Foranp. Will you yield? 

Mr. Curtis. Yes. 

Mr. Foranp. I will tell the gentleman that I am not going to reve] 
my sources of information any more than a newspaperman dogs, | 
am not going to jeopardize the future of these men who are trying t 
do an honest job. 

Mr. Curtis. That is what I define as smear tactics if you are no 
willing to specify what the accusations are, where it occurred, and 
who are making them. 

I regard coercion against anyone, doctors or whoever it is, as some 
thing that is reprehensible. 

If you do not have the proof of it, then I do not believe you shouli 
air it as a public charge. 

Mr. Foranp. I have the proof, but I do not think I will give it t 
the gentleman. 

Mr. Curtis. I think the situation is now quite clear. 

Second, on the point of the accusation made of intimidation of the 
Congress, those were the words of the gentleman from Rhode Island, 
I have heard nothing in there that would substantiate even an impli 
cation of intimidation of Congress. 

I think that should be spelled out. 

Thirdly, in regard to the pamphlet the gentleman from Rhok 
Island said contained misinformation, half information, I think in 
fairness he should specify where he thinks it is misinformation or 
where it is half information so that the American Medical Associa: 
tion will have an opportunity of presenting why they think that is 
contrary to their views and also in doing that it will help this com- 
mittee to gain a better understanding of the issues that really ar 
before us. 

I hope the gentleman from Rhode Island will present a bill of de- 
tails to the American Medical Association so that they will have a 
opportunity of answering why the do not believe this particular 
pamphlet contains misinformation or half information. 

I do not know whether it does, or does not. 

Mr. Foranp. All the gentleman has to do is read the bill itself. 

Mr. Curtis. I have read that. That is no answer, and the gentle 
man knows it. 

If he thinks there is a sentence, or half sentence, which contains mis 
information or half information, let him point that out and then le 
those whom he has accused of improper sadinigties reply. 

I say misunderstandings might exist, although I also may say thi: 
Many people I disagree with, but that does not mean that I think 
they have ulterior motives or they have deliberately tried to preset! 
false or half information. 

Now, there is only one thing I am going to ask other than to cot 
reg the witnesses for their papers and their presentations whith 

think was on the subject and contained valuable information. 

I hope that the AMA, as well as other organizations who 2 
testifying before us, will study the April 3, 1959, report of the De 
partment of Health, Education, and Welfare, on the hospital insu 
ance for OASDI beneficiaries and submit a critique from your stant: 


point of that report. I think it would be very beneficial to the 
committee. 
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In other words, where you think the report is accurate, where you 
think further information might be developed, or where you might 
differ from some of the facts or arguments presented. 

That kind of critique on your part, as well as any other organiza- 


' tions testifying before this committee would be very helpful in giving 


us the information and the opportunity to evaluate some of these 
very serious problems involved in the care of aged. 

Dr. Larson. Mr. Curtis, may I comment on that? 

Mr. Curtis. Yes. 

Dr. Larson. This report of HEW is being given very careful study 


- now by our Bureau of Medical Economic Research. I can assure you 


that a critique will be prepared and presented to this committee. 

Mr. Curtis. Thank you. 

I trust that the interrogation that you received here will not in- 
timidate the AMA from continuing to do the best they can to dis- 
seminate their views and testifying before the Congress. 

Mr. Foranp. I can say, Doctor, there was no intent of intimidating 
the AMA or any other group, but it was an attempt to clear up certain 
points that had been brought to my attention. 

Dr. Larson. Yes, sir. 

Mr. Foranp. I want you to take it in that manner and not interpret 
it as intimidation. 

Dr. Larson. We do. 

Mr. Foranp. I want your help. 

Dr. Larson. Thank you. 

Mr. Foranp. Are there any further questions ? 

Mr. Arcer. You have covered a lot of ground. I want to get at 
the truth of some of these things so that I will feel better, myself, 
about the problems confronting us. 

I must lay a couple of premises because I am going to be on some 
very ticklish ground in the next few minutes in what I say. 

I assume necessarily the facts and the truth are presented us by 
cig Out of that can come a solution, whatever that solution 
may be. 

I also assume that everybody in this Congress and everybody tes- 
tifying before us are men of good will, dedicated to trying to solve 
this. I think I have uncovered one exception to that, which I will 
touch on in a few minutes. 

I did want to mention that I was a little appalled at the testimony 
of Mr. Cruikshank and others here, who have taken exception to doc- 
tors writing their Congressman, even suggestions from their own 
organizations that they write us, when I have had so many letters 
from good workingmen, people in my district, union members, who 
eam if not mimeographed, have been given the exact language 
0 use, 

I see no fault with this. As a Congressman I see through it and I 
trust my constituents know that I do. I join the gentleman from 
Missouri in applauding your tactics in contacting Members of Con- 
gress, 

I go further and say you have been very negligent over the years 
on other issues of Government. 

_ Government by the people fails when folks like you do not take part 
in legislation which affects you socially. 
I want to applaud the gentleman from Illinois. 
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I asked Mr, Flemming to give us the benefit of the British experi- 
ment so that we can benefit from it. 

You have pointed out in both your statements that apparently our 
Nation has the best health and the best medical program in the world, 
Is that open to contest ¢ 

Dr. Larson. No. 

Mr. Arcer. If that is so, we have gotten to that point without this 
compulsory type of program ? 

Dr. Larson. Yes. 

Mr. Acer. On the other hand, I feel that the proponents of this 
bill have not made a case. I want to repeat to you what came before 
us at the time Mr. Cruikshank was testifying when he pointed out 
that this Federal program was needed. 

I asked him, Will you document for us the cases, place, and people 
who have been denied care because they could not afford it? 

We know there undoubtedly will be cases from among 175 million 
people. We know a number of doctors have told us that medical serv- 
ices are also dispensed free. 

Mr. Cruikshank said he would present that for the record. 

The chairman has agreed to leave the record open. 

So if you choose to answer that documentation, you may do so. 

I want to comment briefly on the report. 

Senator Morse pointed out in his statement that the cost of livin 
as a whole has risen 23 percent since the benchmark of 1947-49, but 
many of the medical costs have gone up 44 percent since that time. 

I notice in the report where it mentions this, they have two bench- 
marks, they have the 1948-58 cost itemized here showing the medical 
expense to have risen higher in that period, but the next sentence 
points out over a lower period 1938-58, the price of medical care in- 
creased only slightly more than the average for all goods and services. 

Then this report goes on to comment that far more service is being 
extended, the hospital stays are shorter, and the hospital service for 
the money is greatly increased. Longer life is the result. 

I simply bring this out to point out that it is obvious to me that 
doctors may very well have not increased their charges, although their 
costs went up during war periods. 

Does this strike you as a possibility and the difference between the 
benchmarks of just after World War II as compared to the 20-year 
period, 1938-58 

Dr. Larson. Yes, I think that is perfectly true. 

Mr. Acer. I simply wanted that on the record. 

In the matter of compulsion, Dr. Swartz mentioned it and you 
mentioned it, too. Dr. Larson. There is no question about this being 
compulsory as to who pays for it; is that correct ? 

Dr. Larson. That is right. 

Mr. Arcer. I want to ask you something else about the doctors. 
I bring up this line of questions because we do have a free society, I 
believe, and it would be entirely optional for doctors to join this pro 

ram or not as they saw fit. Is that correct ? 

Dr. Larson. Yes, sir. 

Mr. Aucrr. Let us say the doctors did not like the paperwork or 
believed it would not work, and supposing enough doctors would not 
join, would there not have to be compulsion on the doctors for this 
law to work? 
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Dr. Larson. If a sufficient number refused to work, I suppose com- 
pulsion would be the only answer. 

Mr. Atcer. You pointed out in your statement several times that 
Federal control would enter necessarily. Does it not also follow 
that the police power of the Government is also behind any legislative 
power of the Government 

Dr. Larson. I think so. 

Mr. Acer. So ultimately doctors would have to be drafted in 
this, if enough doctors did not volunteer. Have you any idea in your 


analysis of this how many additional administration personnel would 
beneeded ? 


Dr. Larson. I have no idea. 

Mr. Atcer. You mentioned the total medical cost of $15 billion 
private and $5 billion en $20 billion. Then you made the state- 
ment that in time in the future necessarily you could not draw the 
line, the Federal Government would have to move into the whole 
field; is that correct ¢ 

Dr. Larson. Yes. 

Mr. Avcrr. I believe Dr. Swartz said that. Is that not correct, Dr. 
Swartz 

Dr. Swartz. That is right. 

Mr. Aucer. In other words, do you see any reason for limiting this 
toage 65 once the program is in operation? How could we limit it to 

65 
Dr. Swartz. This is the thing that troubles us. 

Mr. Avcer. I want to ask you one other thing. I want to be very 
careful in what I say. I was a little bit concerned about one witness 
who appeared—I am thinking now of the Physicians Forum, because 
there is something I happen to know about this group. I have some 
additional documents since then. I want to ask you this. I am not 
trying to prejudice the case either way here, but I have information 

om the House Un-American Activities Committee that says that the 
Physicians Forum has contributed articles regularly to Communist 
newspaper organizations. The organizations are cited by the House 
Un-American Activities Committee. 

Can you tell me anything about the Physicians Forum ? 

_Dr, Larson. No sir; I am sorry, I know nothing about the Physi- 
clans Forum except that I understand that there are about a thousand 
members ; that is all I know about it. 

Mr. Atcrr. Then I do not want to go any further in this. I want to 
merely protect myself on my remarks here. I have taken the sole re- 
I will have additional information for anyone listening 
to me, including yourselves, on this matter if anyone should be dis- 
posed. I am getting it from the House Un-American Activities Com- 
mittee. 

Mr, Foranp. Any further questions? If not, we thank you, Dr. 

rson and Dr. Swartz and Mr. Stetler for coming to the committee. 
Ithink we have gotten a great deal out of the discussion. 

Dr. Larson. May I thank you, Mr. Forand? It isa privilege. 

r, Foranp. I am sure we can count on your organization for fur- 
er work along this line and together I hope we can reach a solution, 


Mr. Berrs. Mr. Chairman, I have a letter from the Ohio State Medi- 
cal Association which requests that it be brought to the attention of 
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the committee. I am wondering if we can have unanimous consent to 
insert it in the record after this testimony. 
Mr. Foranpv. Without objection, it may be done. 


(The letter referred to follows :) 


MEDICAL ASSOCIATION, 
Columbus, Ohio, July 6, 1959, 
Hon. Jackson E. Berrs, 
Ways and Means Committee, U.S. House of Representatives, 
Washington, D.C. 
Dear CONGRESSMAN Betrs: I believe you may be interested in having the 
Official opinion of the Ohio State Medical Association with regard to H.R. 47 


(Mr. Forand), which, I understand, will be heard by the Ways and Means 
Committee in the near future. 


The Ohio State Medical Association is opposed to the enactment of ELR. 41) 
for the following reasons: 

1. This proposal is another attempt to substitute government responsibility 
for individual responsibility. 

2. The harassed American taxpayer is looking for tax reductions, not tax 
increases; pay increases, not more payroll deductions. 


3. The proposed system of compulsory health insurance would be another step 
in the socialization of medicine, and could lead to the complete governmental 


control of the practice of medicine by extension of its provisions to all age groups, 
4. The Forand bill does not guarantee free choice of physician and hospital. 
It stipulates that beneficiaries would be restricted in their treatment to those 


individuals or institutions willing to enter into contracts with the Government 
under its terms and conditions. 

5. It would be unwise to provide additional benefits of unpredictable cost to 
the present overtaxed social security system. 

6. The establishment of a system of governmental social security hospital and 
surgical benefits would jeopardize the future of voluntary insurance programs 
which have made such progress in recent years. 

Speaking generally, the Ohio State Medical Association believes it is time for 


the Federal Government to call a halt to the enactment of legislation to control 
the lives of its citizens through a paternalistic approach to the solution of 
problems which can be resolved through private initiative, aided, if necessary, 
by local public agencies. 

It will be appreciated if you will bring this statement to the attention of 


your committee and, if possible, have it included in the printed record of the 
committee hearings on H.R. 4700. : 
Sincerely yours, 


Frank H. MayFrevp, M.D., President. 
Mr. Foranp. The next witness is Mr. Wilbur Cohen. Mr. Cohen, 
will you come forward, please / 
While we have known you well and favorably for many years and 
I am happy to see you again, for the purpose of the record, will you 
identify yourself by giving your name, address, and capacity in which 
you appear? 


STATEMENT OF WILBUR J. COHEN, AMERICAN PUBLIC WELFARL 
ASSOCIATION 


Mr. Conen. Thank you, Mr. Chairman. 

My name is Wilbur J. Cohen. I am a member of the Welfare 
Policy Committee of the American Public Welfare Association and 
Iam representing that organization here today. | 

I am professor of public welfare administration at the University 
of Michigan, where I am engaged in teaching and research on social 
security and where for some 4 years in my seminars there we have 
been studying the Forand bill at some length. Later in the cours 
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of the testimony I will submit some of the results of our studies and 
suggestions concerning ways to improve the bill. 

Mr. Foranno. Mr. Cohen, you are recognized for 30 minutes. 

Mr. Couen. I may say, Mr. Chairman, to qualify myself and per- 
haps to answer some of the questions that will come later 

Mr. Mason. You don’t need to qualify yourself. As far as the 
older members of this committee are concerned, you are qualified. 

Mr. Conen. Thank you, Mr. Mason. 

May I say that it is now 25 years since I first began work with this 
committee on social security legislation? I just happen to be re- 
viewing that now, because next year will be the 25th anniversary of 
the social security program. In doing that, I had occasion to do a 
little historical research, Mr. Mason, about the work of this commit- 
tee which I hope to publish next year. I want to say that in goin 
back over that record I think you gentlemen can be very, very prou 
of the constructive way in which the Ways and Means Committee 
over the years has worked on this legislation. 

As I go back and review the original arguments in 1935, on old-age 
insurance, it was this committee which took a piece of legislation that 
made it constitutional, made it administratively feasible, and made 
it workable against innumerable objections that had been raised, and 
which in 1939 did so in respect to survivors insurance, and after 17 
years of controversy over disability insurance made it a practical 
and workable program. And one of the things I take satisfaction 
in telling my students is the responsible and constructive manner in 
which this committee has enacted and developed social security legis- 
lation, irrespective of which party has been in power and irrespective 
of who has been chairman of the committee. 

I say that because I believe that as a result of these hearings I 
am positive, myself, that a good deal of constructive information 
and ultimately constructive legislation will come out of this com- 
mittee, 

In preparing for testifying on this I must say that I have spent some 
\) years now studying the specific provisions of the Forand bill as 
it was originally prepared some years ago, and in addition I visited 
some 15 countries of the world, studying their health insurance pro- 
grams, including the programs in Britain. I think the legislation 
that you have in front of you today on this particular subject distills 
from the worldwide experience of some 50 or 60 countries which have 
ven working in this field, including Canada. For the benefit of the 
committee I would say, if you wish to explore hospital insurance in 
some detail, Canada has made some very interesting developments and 
Turge that that be one of the aspects that you study. 

I would like to ask, Mr. Chairman, that my winks statement be 
put in the record at this time. I will comment on a few points. 

The Cuarrman. Without objection, your entire statement will be 
placed in the record. 

(The statement referred to follows :) 


STATEMENT oF WiLBuR J. CoHEN, REPRESENTING THE AMERICAN PUBLIO 
WELFARE ASSOCIATION 


Mr. Chairman and members of the committee, my name is Wilbur J. Cohen. I 
im &@ member of the Welfare Policy Committee of the American Public Welfare 
Association and am representing that organization here today. The president 
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of our association, Raymond W. Houston, would have appreciated the privileg 
of appearing before you, but is presently out of the country. I am professor of 
public welfare administration at the University of Michigan where I am engagy 
in teaching and research on social security. 

The American Public Welfare Association appreciates the opportunity of 
appearing before your committee to present our observations concerning pro. 
posals to amend the social security program to provide insurance against the 
costs of hospital, nursing home, and surgical service for persons eligible for 
old-age, survivors, and disability insurance benefits. 


THE AMERICAN PUBLIC WELFARE ASSOCIATION: EXPERIENCE AND PROFESSIONAL 
KNOWLEDGE IN MEDICAL CARE ADMINISTRATION 


The American Public Welfare Association is the national organization of 
local and State public welfare departments and of individuals engaged in public 
welfare at all levels of government. Its membership include Federal, State, anj 
local welfare administrators, board members, and welfare workers from every 
jurisdiction. Within the association are a number of national councils: State 
administrators of public welfare, local administrators of public welfare, field 
representatives, public welfare board members, and State directors of programs 
for children and youth. 

We have five committee (aging, medical care, services to children, social work 
education and personnel, and welfare policy) on which our membership is 
represented and through which we are able to obtain a cross section of informa- 
tion on how public welfare is operating to meet the needs of people in their home 
communities. We hold six regional conferences each year and a nationwide 
meeting in alternate years at which current issues in social welfare are discussed 
and the views of our members reported. As a result of the discussions in our 
councils, committees, and conferences our board of directors of 27 persons, repre- 
senting all parts of the country, adopts official policy positions on issues of 
current significance. 

The agencies and individuals making up the membership of the American 
Public Welfare Association are charged with administering the various assist- 
ance, medical care, and social service programs in public welfare under titles I, 
IV, X, and XIV of the Society Security Act. The public welfare departments of 
the country, under authority given to the States by the Congress, have major 
responsibility for meeting the medical requirements of needy people assisted un- 
der these titles and in the general assistance programs which are financed by 
State and local funds. They have broad experience with the health needs of 
these persons and also ere faced daily with the problems of the thousands upon 
thousands of individuals and families with borderline income who today, in this 
great Nation of ours, are unable to meet the costs of medical care and who, far too 
often, have no place to turn for help with these costs other than the welfare 
department. 

Over the years the association has supported strongly all sound recommenda- 
tions which have advocated broadening and strengthening the social insurance 
programs of our country. In fact, we have been in the forefront of the groups 
which have advocated such legislative steps since, as is indicated in the following 
excerpt of the association’s Federal Legislative Objectives for 1959 (a copy of 
the full statement of these objectives is attached for the record), we believe this 
is a preferable means of meeting income maintenance needs and will keep public 
assistance expenditures to a minimum: 

“The contributory old-age, survivors, and disability insurance program, 4s 4 
preferable means of meeting the income-maintenance needs of people and as @ 
means of keeping the need for public assistance to a minimum, should be 
strengthened by making benefit payments more adequate; by increasing the 
amount of earnings creditable for contribution and benefit purposes in line with 
current conditions; by providing benefits for disabled insured persons of any age 
and for their dependents; by extending coverage to earners still excluded.” 

I have previously mentioned the association’s medical care committee. For 
more than 20 years this committee, made up of persons knowledgeable in health 
and welfare programs throughout the country, has studied the medical care prob- 
lems of needy and low-income individuals and families, and methods of adminis- 
tering and financing medical services required by them. In recent years the 
committee has given special attention to the health needs of the aged and dis- 
abled. On this committee at the present time are physicians, hospital administra 
tors, State and local public welfare administrators and staff members, and other 


= 
ni 
pu 
leg 
= 
me 
mé 
in 
sh 
“7 
se] 
co 
th 
ha 
he 
of 
1 
re 
= 
d 
a 
fi 
is 
f 
t 
0 
a 
“= 


m of 
ublic 
, and 
avery 
State 

field 
Tams 


work 
ip is 
rma- 
home 
\wide 
assed 
1 our 
epre. 
es of 


rican 
ssist- 
les I, 
its of 
najor 
d un- 
by 
ds of 
upon 
1 this 
ir too 
|fare 


enda- 
rance 
roups 
ywing 
py of 
e this 
public 


as a 
asa 
ld be 
g the 
with 
y age 


For 
vealth 
prob- 
ninis- 
the 
d dis- 
istra- 
other 


BENEFITS FOR OASI BENEFICIARIES 313 


persons highly qualified in the field of medical care administration. This com- 
mittee is fully familiar with the present extent of medical care programs in 
public welfare and with the gaps which still remain despite recent Federal 
legislation providing for improvements in the matching formula with respect to 
medical care in public assistance. Last year, as a result of its studies, the 
medical care committee reviewed the earlier versions of the pending bill and 
made recommendations to the welfare policy committee which resulted in the 
following statement adopted by the association’s board of directors and embodied 
in the association’s 1959 Federal Legislative Objectives : 

“Health costs of old-age, survivors, and disability insurance beneficiaries 
should be financed through the OASDI program. Arrangements for achieving 
this objective should take into account the priority needs of the groups to be 
served; availability of facilities, personnel, and services ; and protection and en- 
couragement of high quality of care, including the organization of health and 
related services to effect appropriate utilization of services and facilities.” 

Later I will discuss at greater length some of the reasons for our belief that 
the OASDI mechanism would be a most efficient and effective one for financing 
the needs of three groups in the population which are most disadvantaged and 
have great need for medical services. 


MEDICAL CARE IN PUBLIC ASSISTANCE 


One of the major services which the American Public Welfare Association has 
provided to the field of public welfare, since its inception almost 30 years ago, 
has been to stimulate and promote the development of programs of medical care 
of adequate quality and quantity in the public assistance programs. We sup- 
ported the medical assistance amendments to the public assistance titles of the 
Social Security Act which were adopted by the Congress in 1950, 1956, and 
1958, and which now provide a sound fiscal base on which the country can build 
more adequate financing of this service so essential in restoring public assistance 
recipients to the highest possible level of independent living, self-care, and self- 
support. 

Despite the very large expenditures for medical care in these programs, how- 
ever, and although there has been substantial progress, we find that there are 
gaps and deficiencies still existing in some States with respect to the provision of 
medical care for the needy aged and other needy persons. These gaps are often 
due to a deficient legislative base in the State, to insufficient appropriations, 
and to administrative complexities. As a result we do not believe there are 
more than 15 to 20 States in which needy persons, including the aged and dis- 
abled, can receive all the medical care they require with the assistance of public 
funds. There are major variations in the other States, with a number of States 
providing little or no medical care to public assistance recipients and others 
financing one or more services but not providing the entire scope of care which 
isneeded by sick people. 

On the other hand more and more the new applications for old-age assistance, 
for example, come from persons who, although they are receiving OASDI, are 
unable to meet their medical requirements with this limited income. Unless some 
program—publie or private—is inaugurated to assure health insurance coverage 
to all aged persons, public assistance expenditures will continue to increase. 

Medical care payments in public assistance in 1958 are estimated at $400 million 
of which $300 million is for direct payments to suppliers of medical services. 
About one-half of this latter total—$150 million—is for medical services to aged 
assistance recipients. According to the best estimates I have been able to make, 
if all States were participating fully and providing reasonably adequate medical 
reg egs at the present time, about $300 million more would be expended just 

Assuming that hospital costs will continue to rise about 5 percent a year, that 
OASDI benefits remain at their present level relative to wages and prices, I 
Would estimate that within 10 years medical expenditures in public assistance 
hight reach, or exceed, $1 billion annually. 

These totals do not include some $500 million spent for hospital care by 
Federal, State, or local governments. Nor does it include about $100 million in 
income tax savings based on medical care deductions for aged persons or $20 
Po - corporate income tax savings based on employer contributions to 

plans. 
All of these expenditures will continue to increase as our aged population 


increases and the need for medical care increases. Voluntary health insurance 
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does not adequately cover the medical needs of aged persons; fails to cove 
many low-income aged persons; and is not likely to cover all or most low-income 
aged persons in the forseeable future. Hence, some new arrangements must be 
developed to meet the health needs of aged persons. 


HOSPITAL COSTS ARE RISING 


The number of aged persons is increasing over a thousand each and every day, 
Both the number and proportion of the aged in the population is increasing, 

Since 1947-49, the overall consumer price index has increased about 24 per- 
cent. Medical care costs have risen over twice as fast—49 percent. But hos. 
pital room charges have risen 105 percent and are continuing to increase. 

Hospital room rates have increased 71.2 percent from 1948 to 1956, while ql 
medical care costs increased 31.7 percent. Private expenditures for hospital 
Services have increased from 1 percent of per capita disposable income in 1948 
to 1.16 percent in 1952, 1.33 percent in 1954, and 1.43 percent in 1956, a 48 per. 
cent increase from 1948. 

In 1955, public and private expenditures for hospital care in all general and 
special, short- and long-term hospitals was $4.3 billion, of which 26.6 percent 
came from general tax sources. If mental and tuberculosis hospitals are in- 
cluded, the total expenditures reached $6 billion, and the portion coming from 
tax sources was 43.8 percent. From these figures, it can be seen that the issue 
is not whether public funds shall be used to finance hospital care but in what 
manner and to what extent. 


VOLUNTARY HEALTH INSURANCE IS INADEQUATE 


This Committee on Ways and Means already has before it a most compre 
hensive and excellent report prepared at your request by the Department of 
Health, Education, and Welfare, “Hospitalization Insurance for OASDI Bene 
ficiaries.” We concur in the validity of the five reasons summarized in the re 
port as to why the Federal Government should act in this field. In a review of 
the characteristics of the present aged population, particularly with respect to 
sources and amount of income and assets, the Department of Health, Education, 
and Welfare report substantiates the following conclusions which we believe 
demonstrate why congressional action is warranted in financing health benefits 
for social security beneficiaries through the existing OASDI mechanism: 

1. The income of older persons is markedly less than that of the general pop- 
ulation, both with respect to average income and distribution of income. 

2. The medical needs of older persons are greater than younger persons. They 
have prolonged health problems and, as the age distribution of persons on the 
OASDI beneficiary rolls shows, more and more this is a progressively older 
group so that these prolonged health problems become greater in complexity and 
quantity. 

3. Because medical need is greater, expenditures for personal health services 
are greater. Many aged persons have little or no assets to meet this need. 

4. The voluntary health insurance movement in this country has shown greal 
vigor and imagination but despite this it is quite evident that we cannot expett, 
at any time in the foreseeable future, development of voluntary health insur 
ance coverage which will meet the major portion of the health needs of the aged, 
either with respect to services or dollars expended. The type, scope and period 
of present voluntary insurance benefits are seriously inadequate and, it appears, 
will continue so for meeting the health needs of the aged. 


RECOMMENDATIONS FOR LEGISLATION 


As the association’s policy statement quoted above indicates, we are in ful 
accord with the principle of amending the OASDI program to include the fi 
nancing of certain health benefits for social security beneficiaries. We believe 
that it is ‘not the wish of the American people that substantial numbers of out 
aged citizens be required to turn to public welfare for help with their medict 
needs. Whereas cash benefits under the OASDI program in many instances may 
be sufficient for the individual’s average maintenance requirements, it is rar 
that medical costs of an unpredictable or large character can be met unless the 
aged or disabled person has considerable other income and resources. It has beet 
established that only a small proportion of aged and disabled people fall int 
this fortunate group. 
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We have pointed out, too, that although there has been considerable improve- 
ment in the provision of medical care in the public assistance programs, this is 
still far from adequate and in many States medically needy persons may be 
unable to receive help to meet their medical bills. Furthermore, to qualify for 
public assistance, individuals often must first exhaust insurance and other assets 
pecause Of the strict eligibility requirements most of the States have estab- 
lished for public assistance. People who do not qualify for public aid or who 
cannot bring themselves to apply for it must go without medical care since pri- 
vate charity is not generally available for this purpose. All of these alterna- 
tives are uncertain and unpalatable to the American people. They want neither 
assistance nor charity but insurance protection as a matter of right. 

We strongly urge, therefore, the establishment of a program of health benefits 
for social security beneficiaries as part of OASDI. 


ADVANTAGES OF THE OASDI APPROACH AS COMPARED WITH THE VOLUNTARY APPROACH 


The OASDI approach in the bill has a nuber of very important advantages 
over the voluntary approach. These advantages are as follows: 

1. Contributions are collected from nearly all persons who work for a living 
under the bill—This results in a large number of persons contributing, without 
the adverse selection that tends to accompany voluntary community plans. This 
reduces the cost per person and assures a strong financial base to the whole 

rogram. 

are payable under the bill only while the individual is em- 
ployed.—Since contributions are payable in relation to earnings, an individual 
does not pay for any period in which he has no earnings or is not working. In 
voluntary plans, contributions must be paid for individuals whether they are 
earning or not. 

8. Contributions under the bill are levied in some measure with ability to pay.— 
In voluntary plans, contributions customarily are on a flat basis in relation to 
number of dependents. Thus, in a voluntary plan, an individual earning $2,000 
a year and an individual earning $6,000 a year both pay the same premium. 
Unequals are treated equally. In the bill, since contributions are a uniform 
percentage of earnings up to a limit of $6,000 a year, the $2,000 individual would 
pay only one-third the amount the $6,000 individual would pay. 

4. Contributions in the bill are levied over the individual's working lifetime 
and are not paid during the period when he is not earning and is retired.— 
Under most voluntary plans, the individuals must continue to pay their premiums 
after they retire and until they die. Where employers contribute toward the 
cost of voluntary protection prior to retirement, such contributions usually cease 
on termination of employment. This is burdensome to many older people whose 
incomes are sharply reduced when they retire. The result is that as people grow 
older they may drop their voluntary insurance in order to conserve their limited 
funds. If they retain their voluntary insurance, the flat rate premium takes 
avery high proportion of a small income. The bill aims to solve these diffi- 
culties by requiring individuals and their employers to pay small amounts, in 
relation to their earnings, over an entire working lifetime and then to forgo 
any contributions when the individual has no earnings and is retired. The 
result is a financing arrangement better adapted to the lifetime earning pattern. 

5. Contributions in the bill are not related to the number of dependents.—In 
voluntary plans, the contributions usually increase with the number of depend- 
ents. Thus, in a typical plan, there is one uniform rate for an individual, a 
higher rate for an individual and spouse, and a still higher rate for a family. 
The result is that the individual with the family has to pay a higher proportion 
of income for his protection than the individual without a family. From a social 
point of view, this is not only undesirable, but unnecessary. The individual with 
the family has the cost of maintaining and educating his family and, since his 
health costs rise in relation to the size of his family but not in relation to his 
earnings, he is doubly penalized. In the bill, since contributions are a uniform 
percentage of earnings, there is no such double penalty on the family earner. 

6. The employer is required by the bill to pay one-half of the cost.—Under 
many voluntary plans, the employer pays part of the cost, and in some voluntary 
plans the employer pays all of the cost. However, this trend is spotty. In many 
plans, the employer makes no contribution. Under the bill, the employer would 
be required to pay one-half of the cost. The existing law permits employers to 
pay a larger proportion—or all of the cost—if the employer wishes, or if this is 
agreed to by the employer and employee by contract or collective bargaining. 
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Thus, w 
ae here the employer now pays all the cost, this would not be disturbed by 

7. Benefits are not cancellable under the bill—In many private plans benefits 
are cancellable at the option of the insurance carrier or the employer. They can 
be terminated by action of the insured when sufficient income is not available 
to pay the premiums. Whatever may be the reasons for these actions, they 
inevitably result in public agencies having to bear the cost of the care of those 
persons who cannot finance their medical care. This is undesirable. The pil] 
provides for a paid-up policy with the backing of the Federal Government. It 
gives patients and hospitals assurance of payment and protection superior to 
that of most private plans. 

8. Benefits under the bill are not limited during a person's lifetime.—Under 
many private plans benefits are limited not only in terms of days of hospitaliza- 
tion per year but also in terms of total dollars over a person’s lifetime. This 
completely undermines the security provided in the plan. Under the bill, no 
such lifetime limit is provided nor is it necessary. Thus, the OASDI approach 
is much superior to the private plan. 

9, Benefits under the bill in many cases are more adequate than under many 
private plans.—In many voluntary plans, hospital insurance benefits are limited 
to 30 to 50 days or have a fixed dollar limit on payments per day of hospital care, 

10. The cost of administering the plan in the bill would be less than the 
administrative costs under existing private insurance plans.—Since contributions 
would be collected as a part of the regular social security contributions, it would 
not require any new machinery. There would be no salesmen or acquisition 
costs as in private insurance. The savings in administrative costs would make 
it possible to pay the same benefits as private insurance at less cost, or more 
adequate benefits at the same cost. 


SUGGESTED PROVISIONS OF A DESIRABLE PROGRAM 


Individuals to be covered 


The Association recommends that OASDI beneficiaries should have health 
costs financed through the OASDI program. This would not limit the program 
to aged persons but would include disabled persons, widows, and their dependents, 
when eligible for monthly benefits. 


Scope and quality of service 


Medical care of good quality cannot be attained if the range of services is 
not complete and actually available. It is generally accepted that a satisfactory 
treatment result cannot be achieved if it is not possible to provide all the serv- 
ices which are needed by an individual. : 

The association recognizes that there are some problems in developing com- 
prehensive medical services. We should like to place before you, therefore, 
our suggestions as to a reasonable minimum range of services which might be 
considered as a starting point in any program relating to OASDI beneficiaries. 

It has been established that the need for hospital care for the aged and dis- 
abled beneficiaries is greater than that of the general population, whereas their 
financial ability to meet this increased need is less. Many more aged persons 
enter hospitals because of need for medical treatment than for surgical treat- 
ment. It would be desirable, therefore, if provision were made for meeting the 
in-patient hospital cure costs of beneficiaries, including the cost of medical and 
surgical services required by them. It can be maintained that it is more 
urgent to meet the cost of medical treatment in the hospital by physicians than 
the cost of surgical services. 

In order that there should not be unnecessary utilization of hospital care a 
number of alternatives to hospital care should be made available in the pro- 
posed program. In listing these we have taken into consideration the kinds 
of services for which physicians might find it necessary to hospitalize patients 
if the services are not otherwise available: 

1. Diagnostic services which can be provided on an out-patient basis; 

2. Skilled nursing service in the home, including visiting nurse service, 
under medical supervision ; 

3. Surgical services on an out-patient basis in the emergency room of the 
hospital, in a clinic, or in the physician‘s own office. 

The next priority should be the provisions of physicians’ services in the home 
and office, and limited amounts of expensive drugs when prescribed by a phy- 
sician and required by persons receiving care outside of hospitals. 
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Duration of hospital care is limited in the bill you are considering. If 
appropriate alternatives to hospital care are included, we believe this limita- 
tion will save relatively little money, but may work a hardship on a number of 
individuals. If the services we have indicated are included we believe the 
duration of hospital benefits could be increased. 

The proposed amendment provides for payment for skilled nursing home 
services for persons who have been hospitalized and who require this service 
for the same condition which required hospitalization. In our opinion there are 
very few nursing homes that would presently meet the requirement of provid- 
ing truly skilled nursing home service. But there is a great need for skilled 
nursing home service and the legislation should encourage the establishment 
and expansion of adequate skilled services in this area. We urge that the leg- 
islation specifically enumerate the basic standards for such homes to qualify 
for payments and that such homes be connected with or under the supervision 
of hospitals, or other appropriate medical direction. 


Improvement in quality of service and reduction in financial costs 
Consideration also should be given to including two other provisions in the 
bill: 

1. Payment of the cost of rehabilitation to be financed from the insurance 
program by arrangements made with State vocational rehabilitation, health 
and welfare departments. This would serve to reduce the recurrent need 
for medical care and disability benefits. 

2. Payment of the cost of research and demonstration programs designed 
to improve the quality of service provided under the legislation and to 
minimize the costs for health services. Extension of organized home care 
programs, preventive geriatric care, and similar projects would be en- 
couraged under this authorization. 


Administration and quality of service 


We believe that, as proposed in the legislation you are considering, any ex- 
tension of the OASDI program to provide health benefits should be on a service 
benefit basis rather than a cash indemnity basis. It has been demonstrated in 
the commercial cash indemnity programs now in operation that this is, in gen- 
eral, a most unsatisfactory means of meeting health costs and places a large 
share of the expense burden on the patient and his family. The service benefit, 
on the other hand, would guarantee full payment without regard to the differ- 
ences in charges and costs which exist throughout the country. 

If a broad scope of health benefits is included in the program, consideration 
might be given to adding to the bill a provision which would permit the Sec- 
retary of Health, Education, and Welfare to enter into contracts with ap- 
propriate State agencies such as State health or welfare departments which 
would serve as the State administrative agency for the Department. If there 
is a broad scope of services in the program this would involve negotiating con- 
tracts with a sizable number of purveyors of service. On the other hand, if the 
program is limited at the outset, with no provision for paying physicians or 
other practitioners, this would involve contracts only with the hospitals of the 
country and this could be handled directly with hospitals or their representatives 
by the Federal agency. 


Role of Advisory Council 


We endorse the general provisions in the bill for an Advisory Health Council 
with which the Secretary shall consult in administering the bill. We urge, 
however, that the Council should have more specific advisory functions includ- 
ing giving advice to the Secretary on methods of assuring and improving the 
quality of care, assuring full and reasonable payment for services rendered, 
effective access to the services provided, efficient and economical administration, 
and any other matters it deems essential to the operation of an effective program. 
It should also have the duty of making recommendations to the Secretary and 
the Congress for legislative changes it deems appropriate with respect to bene- 
fits, financing, and administration. ; 

Financing 

We subscribe to the principle of financing the costs of any health insurance 
benefits to OASDI beneficiaries through the contributory social insurance pro- 
gram so widely accepted by the American people. We believe it is both proper 
and desirable for all employers, employees and the self-employed to finance the 
costs. Moreover, adequate health benefits to aged persons can only be effec- 
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tively and widely provided if the costs are distributed over a person’s lifetime. 
It appears that voluntary insurance cannot accomplish this for any large number 
of persons within the reasonably near future. 

One of the arguments made by those who oppose Federal action in this fielq 
is that it is difficult to estimate future costs of the health benefits with any 
accuracy. This type of argument has been repeatedly used against old-age 
and disability insurance amendments but has not prevented this committee 
from taking action; nor should it now. To the extent that cost estimates are 
subject to error, the same problem is faced by voluntary insurance as by social 
insurance. And social insurance can deal with the problem more effectively 
since it readily can adjust contributions and benefits on a statutory basis to 
meet changing experience. 

In order to assure the financial integrity of the contributions and benefits 
for health benefits, a separate account or trust fund could be established for 
this purpose. Contributions could be collected for 6 or 12 months before benefits 
were payable. The contribution rates in the early years could be set somewhat 
higher than current expenditures to reflect longer run experience. In this way 
a small reserve would be built up which would assure that the benefits could be 
soundly financed on a self-supporting basis. 


SUMMARY 


In conclusion, we reiterate our support of the principle of meeting the health 
eare costs of the aged, the disabled, widows and their dependents through an 
amendment of the social insurance program which will finance health service 
benefits to those eligible for cash benefits. We hope that this committee, which 
drafted the original contributory old age insurance program in 1935, added sur- 
vivors insurance benefits in 1939, and disability insurance benefits in 1955-56, will 
add further to the demonstrated vision and statesmanship shown on these three 
occasions by taking action which so logically builds upon the sound principles 
incorporated in the three earlier actions. 

Mr. Conen. For the benefit of the committee, I would like first to 
present a few points of information which I think may be helpful 
to you in coming to a conclusion on this subject. The reason why we 
are faced with the problem that we are considering today is the prob- 
lem of the increasing life expectancy in the United States which, as 
you can see from chart I, has been increasing both for men and women. 

I think the statements made recently by the American Medical As- 
sociation should be taken seriously that it is entirely possible that 
looking ahead for the next 20 or 25 years, life expectancy will continue 
to increase, thus resulting in an even more pointed problem with 
respect to the problem of the aged. 

t the present time, for men at age 65 they have about 13 years on 
the average left as far as their life expectancy; for women it is about 
151% years. This is the basic reason why in this country we have a 
problem relating to the aged which I think is going to be a problem 
before this committee for some time. It is not one that you are going 
to escape in the next few years. 

Now what has been happening in the United States? This lower 
part of chart II shows the increase in the percentage of the aged 
population. In 1900, there was about 4 percent of the population of 
the United States which was 65 and over. About 1935, when this 
committee took action on old-age security, there was about 6 percent 
of the population 65 and over. 

It is a very interesting thing, if you study some 50 countries of 
the world that have old-age security programs, you will find that 
when a population reaches around 5 or 6 percent aged nearly all of 
the countries tend to develop some type of old-age security program 
for the aged. That seems to be a universal point that has been reached 
in almost every country. It was true as well of the United States. 
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So the proportion of our aged is increasing. And of course, as you 
can see from the chart, the number of the aged as our population 
grows is very tremendously increasing and by 1970 it will reach 
nearly 20 million people. . 

Now one point that is of great importance that I am going to dwell 
on that this committee has heard from others, and I believe it has 
jeard from me from time to time, is the basic problem of public policy 
that is presented as to whether you wish to have — economic and 
health needs met through public assistance or through social insurance. 
If you will recall, this committee has on a number of occasions dealt 
vith that fundamental problem of public policy. 

When you enacted the two programs of old-age assistance and old- 
age insurance in 1935, old-age assistance was the primary gy 
because insurance had not started. At that time as shown by chart 
III there was about 22 percent of the aged people in the country get- 
ting old-age assistance. It dropped a little bit during the war years, 
rose in the postwar period. Then by the very important amendments 
reported out by this committee in 1949 and enacted in 1950, a very 
major change in policy was taken; namely, to improve the old-age 
insurance programs, which in 1951 for the first time in our history 
took care of more aged people than assistance. 

The result of that neliets as you can see by chart III, is a very 
important one; that today in the United States nearly 60 percent of 
the aged are taken care of through old-age insurance and around 15 
percent through old-age assistance. 

Now why do I present this chart? I present this chart for this 
reason which I ask the committee to consider. If there is not a more 
adequate way to deal with the health needs of the aged, this line 
shortly is going to begin to increase. I will develop that in some 
more detail later. I think the fundamental public policy question 
that is presented this committee is, that if you wish to have this public 
assistance line continue to go downward, which is what I think we 
all would like to see, then something new must be added to present 
policy, because otherwise from the experience that we have this line 
is shortly going to turn up as more and more older people have to 
come to the public assistance authorities for medical care purposes. 

Now another matter of public policy which has been presented here 
isthat we all know that there are a substantial number of aged people 
tho do have hospital insurance. There is no question about that. 
There is no question that it is growing. There is no question that it 
vill continue to grow. I think that is very satisfactory. 

But the problem that is presented is, as shown by chart IV, that 
vhile there are something like 45 percent of the social security bene- 
fares who have hospital insurance by a recent study, what do we 
find when we analyze that by the income of these people? We find 
that only 21 percent of the people who have income under $1,200 a 
year have hospital insurance. As might be expected, it rises very 
quickly with income, 35 percent for the people between $1,200 and 
1,800 a year, 44 percent for the next group, 55 percent for the next 
group, 60 percent for the next group, and for people $5,000 income a 
year and over, 65 percent. 
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CuHart IV 
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Now the problem is, that voluntary insurance, unless it is either 
subsidized or some other method is introduced like requiring the em- 
ployer to pay it all or some other matter of financing it over the life- 
time, we are going to find that the lower income people are not going 
to have voluntary insurance even if we reach 70 percent as has been 
predicted. The 80 percent without insurance will be the people who 
will have to go on public assistance and this committee will be financ- 
ing that cost out of general revenues because you have already com- 
mitted yourselves to the principle in the 1950, 1956, and 1958 legisla- 
tion to pay part of the cost of medical care that State public assistance 
agencies now give. 

I will dwell on that in a little bit more detail in a minute. The 
other big problem that we are faced with is the fact that it is true 
that a significant proportion of aged people have voluntary health 
insurance, but a great many have either inadequate health insurance 
and some of them who have it have to drop this insurance as their 
incomes decline in retirement and as they become older. 

In other words, if you look at the proportion of the aged population 
that has voluntary health insurance you will find that it declines with 
age, as might be expected. The older the person gets, the more he 
uses up his income; the more he has greater health needs, the greater 
isthe likelihood that he does not have this protection. 

Let us look for a moment at chart V made from a study of the 
Social security recipients, which brings out that 54 percent of the 
social security beneficiaries did not have health insurance. Now 
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these people who had never had health insurance, here is a group 
at never carried it at all. Why did they not carry it? A large 
roup here, 41 percent, said they could not afford the premiums. An- 
ther group over here were about 9 percent, were turned down usually 
+a commercial carrier. Some did not approve of the principle of 
salth insurance whatsoever in its present form because the benefits 
ere too limited or they did not think it did the job the way they 
anted it to and a large group of people never thought about it. 

We are going to come back to this question later on because when 
tou deal with the philosophical question of compulsion which is a 
asic policy question which this committee has had to deal with with 
spect to four other social insurance benefits, you have the question : 
re you going to allow people who do not approve of insurance and 
ever thought much about it, to make the general taxpayer pay their 
ospital costs out of general revenues? That is really the funda- 
ental question that Congress has to decide. 

If you want to allow people to have this option, you can do so. But 

sy then, gentlemen, you have to in the long run be willing to fi- 
ance that health cost for those people out of general revenues and 
hise the taxation through this committee. 

Now for the group of people, about a third of them, who had a 
ealth insurance policy but dropped it, why did they drop these poli- 
ies? A large number of them were canceled by the company. One of 

e most unfortunate situations we have in this area is that a large 

oup of people will have this health insurance, but at the first time 

ey have any illness and there is any claim paid, if they take it out 
rom a commercial company they will have the policy canceled. This 

§ quite understandable from the standpoint of the company. It is a 
rivate company; it has to see that its losses remain such that it can 
ay in business. But from the standpoint of the individual and from 

estandpoint of society and from the standpoint of this policy ques- 
on that we are faced with here, the cancellation results merely in 

aking it necessary for a large proportion of them to have to go to 
ublic assistance. 

Mr. Mason. They receive cancellation at age 65, they have been 
orking, they are now forcibly retired, and the company which has 
een providing it says “You are now on your own.” 

Mr. Coen. That is correct. Namely, there are many contracts in 

ls country in which when the individual does retire the employer 
ikes the position, and I may say in one way I don’t blame the em- 
loyer, he takes the position that since the individual is no longer his 

n ployee the individual should take care of his health protection, 
Imseit, 

I don’t justify it, but I say I can understand his point of view. 

ut from your standpoint and my standpoint, if that means health 
sirance is discontinued when he no longer is in the employ of that 
ployer, I would say to you ultimately over the course of time I could 
asonably predict that 25 percent of those people who do not have 
eilth insurance will ultimately have their health needs paid in part 

public assistance. 
an is _ dilemma of public policy that I think this committee has 

al with. 

Now I would like to go back to my statement now to develop this 
int On public assistance a little bit more. 
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Despite the very large expenditures for medical care in these pry. 
gran, however, and although there has been substantial progress, yp 

nd that there are gaps and deficiencies still existing in some States 
with respect to the provision of medical care for the needy aged anj 
other needy persons. 

These gaps are often due to a deficient legislative base in the State 
to insufficient appropriations, and to administrative complexities, — 

As a result, we do not believe there are more than 15 to 20 States jy 
which needy persons, including the aged and disabled, can receive al] 
the medical care they require with the assistance of public funds, 

There are major variations in the other States, with a number of 
States providing little or no medical care to public assistance recipients 
and others financing one or more services, but not providing the entire 
scope of care which is needed by sick people. 

On the other hand, more and more of the new applications for oll- 
age assistance, for example, this is particularly true in California 
where I have just made a study of the situation, the assistance appli- 
cants that are coming on the rolls, the new people, although they ar 
receiving OASDI and although maybe normally the OASDT is suf- 
cient to take care of their basic maintenance needs, they are coming on 
the assistance rolls because of their special medical needs. 

As I said earlier, unless something is done to take care of thes 
people who do not have insurance, whose insurance is cancelled, or the 
other 30 percent who Dr. Flemming and AMA say will not har 
voluntary insurance, unless they have some type of insurance a gool 
proportion of those will be taken care of by Federal, State, or loca 
public funds. 

I have tried to make some estimate of this I have presented here my 
conclusions on it. : 

Medical care payments and public assistance for this year are esti 
mated at about $400 million of which $300 million is for the direct sup- 
pliers of medical care. 

About one-half of this latter total, $150 million, is for medical serv 
ices to aged public assistance recipients. 

According to the best estimates I have been able to make, based on 
Department of Health, Education, and Welfare material, if all States 
were participating fully in providing reasonably adequate medicil 
service at the present time, about $300 million more would be expended 
just for old age assistance. 

May I say you have already committed yourselves to financing 4 
large part of that through the 1956 and 1958 amendments on public 
assistance, because that is an open ended authorization. 

Now, I am going to make a statement which may astound you, bit 
according to my estimates hospital costs in the United States ar 
going to continue to rise about 5 to 10 percent a year indefinitely. 
Five to ten percent per year indefinitely. J oa 

This is based upon an analysis of what has been happening 1n hos 
pital costs and to amplify what Mr. Alger brought out it is true the 
cost of living during the period we have been talking about has ristt 
about 24 percent and surgeons’ fees have risen very reasonably in t 
same relationship. 

But during that same period of time, gentlemen, hospital costs 10% 
105 percent; nearly four times as much as the general cost of liviig 
and surgeons’ fees. A 

Mr. Mason. Would you care if we interrupted you to ask a question 
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rv Mr. Please do. 

ry ‘e® Mr. Mason. With respect to these hospital costs, 30 years ago Mrs. 

States fason went to a hospital and gave birth to a girl. She was in the 

ed and hospital 10 days. It cost me for hospital purposes around $150. 

Her daughter went to the hospital 2 or 3 months ago and had a little 

boy. She was in the hospital only 3 days and it cost her for his birth ; 

just half of what it cost me for her birth. a 
Now, while the per diem or per day cost has increased tremendously 

we have got to take into consideration the improvements in the tech- 


State, 
‘les, 
ates in 
all 


off and so forth. 
lam wondering if you can explain that. 
yon Mr. Conen. Yes, sir. I think very remarkable improvements have : 


been made in cutting down the stay in hospitals and I have reason to 
believe that it can be cut even more substantially. 

I think the things that Dr. Larson and Dr. Swartz indicated, and 
the cooperation of other groups, will show that it is possible to cut 
hospital stay in the United States very remarkably. . 

One of the most amazing things about the British experience—I - 
spent some time there the year before last studying how they have n, 
reduced hospital stay for aged people—they have developed day hos- 
Ditals, convalescent hospitals. They have developed geriatric units 
so that people do not have to stay overnight. 
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Ny This substantially cuts the cost of hospitalization. 
a coolly But the thing to realize, Mr. Mason, as against maternity care 
+ ocallg Which has been shortened as you say, the average stay of an aged 


person in a hospital is about 214 to 3 times longer than the stay in the 
hospital of people under 65. 

That is the reason why hospital care for aged people cannot be 
handled so satisfactorily by the voluntary groups because the com- 
bination of the high daily rate and the higher utilization makes it 
very difficult for the voluntary plans to finance it on a voluntary basis, 
because this means they have to increase the rates on the younger 
people and many more of these younger people are going to drop out 
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sed ong “f the voluntary plans if the voluntary plans increase their rate 

States Stucture to take care of the aged. Weng 
redica _ 50 it may well be, as the gentlemen testifying before me and Dr. B 
vended Flemming stated, that we will have 70 percent of the aged on a volun- a 


tary insurance, but if we do we may likely have a somewhat lower 
cing sg P!oportion then of the people under 65 having voluntary health in- 
publio Surance because the increased financial pressure to finance the cost ; 
for the aged may mean some of the younger people will voluntarily F 
‘es arg Mr. Arcer. Mr. Cohen, I want to relate what you have just said, 
nitelrg Obviously you have a comprehensive knowledge of the field, to 
"§ the report on pages 33, 34, and 35 those statements which say, for 
'n hos *Xample, under the “Changing Character of Hospitals,” you pay more, 
ue the You also get more. 
s riseljy Then they mention some of the technical equipment, and what is 
jn the extended to our people now is indeed amazing. It comments on the 
decrease in the average length of stay in hospitals. 
ts rom We might parenthetically add to that the lengthening life through 
living these wonderful services that are mentioned here. 
Mr. Conn. Yes, sir. 
astion§ I would like to say this: That it is true that the total medical bill 
of this Nation is in excess of $20 billion a year and it is going up 
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about half a billion dollars a year. I don’t think that is enougi 
to spend on medical care in the United States. 

I think that 10 years from now you are going to see the medic] 
bill of this country closer to $30 or $35 billion a year because as th 
standard of living of this great country of our increases, people ay 
going to want more and better medical care. 

I think if they get more and better medical care they should pay 
ine hospitals and the doctors for the services that are rendered { 
them. 

That is the reason why I think the Saye of financing these costs 
is going to be such a terrific one. You are not going to buy good 
medical care by getting it at a bargain rate. I think these people in 
our society who are saying there might be a cheaper way to get this 
that is not the approach to get good medical care. . 

So I see, as I study this problem, a problem of rising costs, 4 

roblem of educating the American public to a willingness to pay for 
it. It does not make much difference whether it is going to be a volun- 
tary plan, a Government plan, or combination of them, medical care 
costs in the United States are going to rise every year for the next 
10 years so far as I can see. 

Now, to return to public assistance, if these costs continue to ris, 
I would estimate that within 10 years public assistance medical ex- 

nditures would be about $1 billion a year. These totals do not 
include a half billion dollars spent for hospital care by Federal, 
State, or local governments. 

It does not include $100 million in income tax savings based on met: 
ical care deductions on aged persons, or $20 million a year in corpo- 
a income tax savings based on employer contributions to health 
plans. 

One way or another, either through tax exemptions that you have 
already permitted in the income tax law, or through public assistance, 
you are going to provide very substantial medical care benefits at a 
cost to the American taxpayer. ; 

This, it seems to me, is an almost inescapable fact. Therefore, this 
committee, which has jurisdiction over public assistance and the i 
come tax laws, is particularly suited to deal with this matter of publi 
policy. 

Now, I would like to make one other point that is sometimes for 
gotten. The total hospital bill for the United States at the present 
time is about $6 billion a year. Of this amount, the Federal Gor 
ernment is already paying 14 percent of the hospital cost of th 
United States and localities are paying 30 percent of the cost. 

Thus, 44 percent of the total hospital bill of the Nation is already 
paid through public funds. So, if you gentlemen are saying, or thos 
who are opposed to this bill are saying, we don’t want any kind of 

ublic financial support for this medical care to get involved in this 

say 7a are way too late—44 percent of the hospital bill of the 

United States is already met by public funds. > 
In the last year, 1955, only 28 percent was paid b vy ee ir 
surance. Hospital insurance is not the major method of financing 
hospitals. It is public funds. 

I will be glad to put this statement in the record. 

The Cuamman. Your statement will be included in the record. 

(The statement referred to follows:) 
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[Research and Statistics Note No. 2—1957, Jan. 8] 


PysLic AND Private EXPENDITURES FoR HosPiTaL CaRE IN THE UNITED STATES, 
1953-55 * 


US. Department of Health, Education, and Welfare, Social Security Adminis- 
tration, Division of Program Research 


Public and private expenditures for hospital care reached a level of $6 
billion in 1955, almost $1 billion above the 1953 level. If the net costs of pur- 
chasing insurance against hospital costs’ are added to the hospital bill of the 
Nation, the amount spent for hospital care equaled $5.3 billion in 1953, $5.8 
billion in 1954, and $6.3 billion in 1955 (table 1). If vendor payments for hos- 
pital care under public assistance, vocational rehabilitation, and workmen's 
compensation programs could be identified, the amounts would be slightly higher. 

Each of the past 3 years about 44 percent of the Nation’s hospital bill was met 
through tax funds. Payments from State and local tax revenues met about 30 
percent of the total while Federal outlays accounted for about 14 percent. 
Voluntary hospitalization insurance benefits rose from 26 to 28 percent of the 
total bill and direct payments by consumers declined from 31 to 28 percent. 

Care in publicly controlled institutions, whether it was financed out of taxes 
or privately financed, accounted for about half of the total expenditures each 
year. Privately controlled institutions—for the most part general hospitals— 
received the other half of the aggregate, amounting to nearly $3 billion in 1955. 

Table 2 indicates the very great extent to which private sources finance the 
care provided by hospitals other than tuberculosis and mental institutions. 
Seventy-two percent of all hospitalization expenditures in 1955 went for this 
type of care; nearly three-fourths of this sum represented payments from 
private sources. Of the 23 percent of the Nation’s hospital bill needed to finance 
treatment in psychiatric institutions in 1955, less than 3 percent represented 
private payments and 21 percent came from tax sources. Somewhat less than 
$300 million represented expenditures for tuberculosis sanatoriums; only one- 
seventh of this total represented private payments. 

In the 3 years for which the combined data on public and private expendi- 
tures have been assembled, care in nervous and mental institutions has required 
anever larger share of the Nation’s total outlay for hospital care. This increase 
was achieved in the main by an expansion in public expenditures for care in 
such institutions ; tax sources paid $296 million more in 1955 than in 1953 for the 
care of mental patients, raising the total public mental hospital bill from $932 
million to $1,228 million. Private payments for care in mental hospitals rose 
$28 million in the corresponding period. As a result, there was no change in the 
ee of the total hospital bill represented by private payments to mental 
ospitals. 

There was also little change percentagewise in private expenditures for other 
types of care in the 3-year period. There was a slight decrease percentagewise 
in public payments for care other than for the mentally ill. Public payments for 
general hospital care increased only $116 million while private payments rose by 
$504 million. However, the percentage private payments for general and special 
hospital care represented of the total hospital bill remained at 53 percent all 3 
years, 

Table 3 permits comparisons of the sources of income of the three major 
types of hospitals. Only slightly more than a fourth of the expenditures for 
general and special short and long-term hospitals comes from tax sources, but 
86-88 percent of the support of nervous and mental, and of tuberculosis institu- 
tions has come from public sources for at least the past 3 years. 

In table 4, the percentage distribution of the $2.2 billion—$2.6 billion of 
public expenditures among four different types of hospitals is given. Because 
of their rising outlays for mental hospitals, State and local expenditures ac- 
count for an increasing percentage of tax moneys spent on hospital care, with 
4 proportionate decline in Federal outlays. 

The corresponding data for the $2.8 billion to $3.4 billion of private expendi- 
tures for all forms of hospitalization appears in the lower half of table 4. The 
only change in the distribution worth noting is an indication of increases in the 
Proportion of private payments financing care in publicly controlled hospitals, 
although the extent of expansion is as yet small. The table points up the slight 
tmount of privately financed care in chronic and mental illnesses that exists. 
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TABLE 1.—Total public and private expenditures for hospital care in the Unite 
States, 1953-55 +* 


{Amounts in millions] 


Percentage distrib: 
Source of expenditures 1953 


1953 1954 


$5, 013 


3 
So 


In public hospitals 
In private hospitals 3 


From private sources 


In publicly controlled hospitals 
Paid directly by consumers 

Paid by hospitalization insurance 


|| 


© 


1 Does not include the net cost of voluntary hospitalization insurance as follows: $284.3 million (1953): 
$324.4 million (1954); and $339.4 million (1955). Also excludes (because they cannot be identified) vendor 
payments for hospital care under the public assistance, vocational] rehabilitation and workmen’s con. 
pensation programs. 

2 Estimated on calendar year basis from fiscal year data. Includes Veterans’ Administration hospitals 
estimated for calendar year as follows: $667.6 million (1953); $708.0 million (1954); and $750.1 million (1985), 

2 Includes payments of $3.7 million (1953); $5.7 million (1954); and $6.3 million (1955) for hospital care under 
the California State temporary disability insurance law. 


Taste 2.—Public and private expenditures for general and special short- and 
long-term hospitals and for care in tuberculosis sanatoriums and in nervous 
and mental institutions, 1958-55 


{Amount in"millions] 


Percentage distribution 
Type of hospital and 
source of payment 


1953 1954 


100.0 100.0 


General and special short- and long-term . 
hospitals 5 73.6 


Total from taxes hi 1, 028 1,08 20.5 


9.9 
10.6 


Total private payments 2, 0 53.1 


Nervous and mental institutions 


Total private payments 


Tuberculosis sanatoriums 


Total from taxes 


State and local governments 


Total private payments 


Note.—See table 1 for items not included as expenditures and for other details. 


tt 
_ te 
1,451 1,623} 1,791 
1.337} 1,498] 1,655 
114 125 136 
442 487 540 
| 2,385| 2,562] 2,819 
| 1,537 1, 606 1, 680 
oa 1, 289 1,442 1, 678 Rl 
Ner 
$5,013 | $5,450 | $5,972 100.0 
= 
State and local 632 574 613 10.5 10.3 
| | 1,386 | | 2.3 | 
Total from _ 932| 1,072 1,228} 186 19.7 
| State and local governments. ----- 744 860 990 14.8 15.8 16.6 
263. 283] 278 5.2 5.2 
52 57 52 1.0 1.0 
- - - -- - 175 180 189 3.5 
36 37 37 7 
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United Branve 3—Percentage distribution by type of hospital and by source of exrpendi- 
ture of public and private payments for general hospitals, tuberculosis sana- 
toria, and nervous and mental institutions, 1953-55 * 


ution Type of hospital and source of expenditure 
1955 General and special short and long-term hospitals: 
Total, amount in millions 

100. Total, percent 

43.8 Total, from taxes 

State and local expenditures 

56) In private hospitals 
———— Under California TDI 

af Total, private expenditures 

In private hospitals ? 

In public hospitals 

m (1953): Je Nervous and mental institutions: 
1) vendor Total, amount in millions 
n’s com: 


hospitals 
on (1955), 
are under 


rt- and Total, private expenditures. 


In private hospitals 
In public hospitals 


Tuberculosis sanatoriums: 


Total, amount in $263 
ation Total, percent ‘ ~ 100. 0 
Federal expenditures 
100.0 State and local expenditures 
Total, private 
19.2 In public hospitals 


My ! See table 1 for items not included as expenditures and for other details. 
Excludes payments under California temporary disability insurance laws. 


| 1954 1955 
$3, 689 $3, 953 $4, 308 e 
100.0} 100.0 100. 0 
26.6 
13.5 12.9 12.3 
14.4 14.5 14.2 
11.3 11.4 11.1 a 
3.0 3.0 3.0 
1 
62.0 62.3 63.1 
10.1 10.3 10.4 
$1, (62 | $1, 213 $1,386 
17.7 17.5 17.2 
State and local 70.1 70.9 71.4 
12.2 | ii 
6.8 6.1 5.7 
$283 $278 
10.0] ~—«:100.0 
86.8 87.0 
20. 2 18.9 
66.6 68. 1 
weer 
-—- 
8.2 8.0 
4.9 | 5.0 
4 
rT 
47 
32 
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TaBLe 4.—Percentage distribution by type of hospital of (a) public expendity 
and (b) private expenditures for hospital care, 1953-55 


Source of expenditure and type of hospital 1953 1954 1955 
Expenditures from taxes 
$2, 187 $2, 401 Qa. 
General and special short-term hospitals !_............----. 19. 2 19.0 TH 


Tuberculosis sanatoria 8.0 7.9 a 
Nervous and mental institutions 34.0 35.8 ay) 
General and special hospital care___.............-.---.---- 22.7 21.2 ny 


General and special short-term hospitals. ..................... 91.5 91.3 OLS 
Nervous and mental institutions___...................-------- 4.6 4.6 1 


1 Includes payments under California temporary disability insurance laws, assumed to have been entirely 
for care in this type of hospital. 
3 Excludes payments under California temporary disability insurance laws. 


NorTeE.—See table 1 for items not included as expenditures and for other details. 


wae Couen. In 1955 the total hospital bill of the country was % 
illion. 

Mr. Betts. Is any amount of Federal contribution you mentioned 
for service insurance? 

Mr. Couen. Yes, sir; you have the veteran’s hospitals; you have the 
Marine hospitals. States and localities finance hospital care very ex 
tensively in this country. 

In many communities like California, Mr. King, hospital care 38 
very largely a local governmental responsibility. These localities ar 
having a very diflicult time to keep iar costs within bounds. 

So that I would think that in the course of time hospital adminis 
i and hospital trustees are going to have a very, very difficult 
problem. 

And more and more hospitals have to, I won’t say they are incon: 
sistent with the income tax laws in not having charitable activities any 
more, but most hospitals cannot even engage in charitable activities 
any more because neither the community chest nor private endowment 
will support them with the necessary funds to meet their deficits and 
there is only one other way to meet their deficit if they take in thes 
older people who cannot pay. That is to charge the paying patient 
somewhat more than his cost in order to finance the cost of those who 
cannot pay. 
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I think this is inequitable and if there is an element of compulsion 
at is sometimes decried in this legislation, I think it is much more 
equitable to be eas required when you go to the hospital 
» pay for the cost of some aged person or some other aged person 
han it would through general public legislation. 
Now, in my statement I have listed some 10 advantages of the pend- 
ng bill. I will only list them now. I have discussed them in more 
‘etail in my paper. 
First, under the Forand bill contributions are collected from nearly 
J] persons who work for a living many of whom would not be cov- 
a der voluntary health insurance and can never be covered under 
oluntary health insurance. A 
Even Dr. Flemming and the American Medical Association have 
indicated there are large proportions of people who will not be cov- 
red under voluntary health insurance. These are the people who can 
smost satisfactorily covered through social insurance. J 
Secondly, contributions are Fyne under the Forand bill only 
shile the individual is . 
One of the great difficulties of the voluntary system is that also you 
have to pay your premiums when you are not employed. 
This is a very great hardship on many people. The value of the 
#ocial insurance approach is that based on earnings you pay while you 
1 working over your entire lifetime. 
Third, contributions under the Forand bill are levied in some 
measure to ability to pay because the payroll tax is a proportion of 
earnings. ‘This isa much fairer and much more equitable manner than 
oluntary insurance. 
Fourth, contributions in the Forand bill are levied over the indi- 
idual’s working lifetime and are not paid during the period when 
he is not earning and is retired. 
One of the most unfair things about voluntary insurance is that it 
makes the aged person pay his premiums when his income is the 
lowest in his entire lifetime. This is not conducive to his keeping 
the insurance and is certainly inequitable. 
Fifth, contributions in the Forand bill are not related to the num- 
kr of dependents. If you take out voluntary health insurance you 
pay more during your working lifetime if you have a wife, as I do, 
snd more for dependents. This is true of voluntary insurance in the 
Blue Cross area, 
But in social insurance it is related to your income, not to the num- 
tr of dependents. That is a much more socially desirable objective. 
Sixth, the employer is required by the bill to pay one-half of the cost. 
incon- "1, I think, is a very important point. I do not think it is possible 
es any "the United States to reach 70 or 80 or 90 percent voluntary coverage 
, = employers of a large number of these people pay the entire 
0 


| Ifthe employers pay the entire cost naturally the general taxpayer 
ee —— that because such contributions to those plans are tax 
leductible. 
But unless the unions make those contributions in effect compulsory 
m employers, I don’t think we will achieve that degree of coverage 
atsome say will happen. 
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I would like to say on the use of the word “compulsory,” many ¢ 
the contributions to voluntary plans are now compulsory. This bys. 
ness of saying the voluntary plans have voluntary contributions gqj 
social insurance is compulsory is a very unfair comparison. 

In many cases because of collective bargaining, because of pp. 
vailing wage patterns, fringe benefits are compulsory in these plan 

Finally, benefits are not cancelable under the bill. Benefits unde 
the bill are not limited during a person’s lifetime as some voluntary 
plans are. The benefits are mode adequate than under some of thx 
private plans and the administrative cost would be less. 

Finally, may I say in answer to Mr. Forand’s request, over the las 
2 years I have consulted with some of the 20 or 25 leading student 
of medical economies, including doctors in the United States, and ox 
of that we have made some specific suggestions for improvement ij 
your bill to insure both comprehensive coverage and high quality o 
medical service. 

I have included those in my testimony. They are the product ¢ 
a vast amount of discussion among people who believe that the ap. 
proach that you have in the bill oe be made really effective to giv 
comprehensive health protection to the American people. 

The CuairmMaAn. Does that conclude your statement, Mr. Cohen! 

Mr. Conen. Yes, Mr. Chairman. 

The Cuarrman. Would it be convenient for you to return at 1:3) 
for questions ? 

Mr. Couen. Yes. 

CuairMaNn. Without objection, the committee will recess 
til 1: 30. 


(Thereupon, at 12:25 p.m., the committee recessed, to reconvent 
at 1:30 p.m., the same day.) 


AFTERNOON SESSION 


The Cuarrman. The committee will please be in order. 

I first want to express my own appreciation for your appearance 
and your presentation of the thoughts of the American Public Wel 
fare Association on the legislation before us. Your statement was 
very interesting and presented certain information that had not been 
brought to the committee’s attention prior to your presentation. 

Mr. Foranp. Mr. Cohen, I realize, of course, that you have a nun 
ber of charts that you have not been able to get to and I hope ass 
result of some of the questions from the committee that you may havef 
an opportunity to discuss them. 

I also was wondering whether or not you had those charts repre 
duced in smaller form for members of the committee. 

Mr. Conen. Yes, I do, Mr. Forand. 

Mr. Foranp. If you would leave those with the clerk of the com 
mittee it would be very helpful. 

Mr. Conen. I have three additional charts and I will leave thea 
with the clerk. 

The Cuarrman. Are they capable of being reproduced ? 

Mr. Conen. They are. 

The Cuamman. Without objection, they will be made a part 0 
the record. 

(The charts referred to follow :) 
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Mr. Foranv. Do you think experience to date with the administry. 
tion of social insurance indicates that the Federal program can be 
adapted to administer the proposed health benefits effectively ang 
constructively as set up ? 

Mr. Conen. Yes, Mr. Forand. I have studied the problems jp. 
volved in the administration of this particular program very car. 
fully and I would say two things: 

First, it would be possible to administer this program at less epost 
than can be administered under the voluntary programs. I do not 
think that is a major reason why Congress should take action along 
this line. The policy questions are much more important. 

Let me expand on that for this reason: It would be very naturl 
that it could be done more cheaply by the Government than the volun. 
tary plans for a major reason; namely, by covering all these people 
in under the existing social-security program, you do not have to pay 
for the acquisition and salesmen’s costs that voluntary semuredalie 
to pay for. It so happens when you develop an insurance plan like 

ou have here the additional cost of collecting these premiums would 
e nil because you would add them onto the regular social-security 
tax schedule. 

This, of course, is a very substantial item in the cost of voluntary 
and commercial plans. 

Secondly, the problem of administration as far as the hospital bene- 
fits are concerned is no different than the way in which the Blue Cros 
administers and pays the hospital costs and this could be done by 
giving every individual who is insured a card just like Blue Cross 
gives you a card now if you are under Blue Cross and this would give 
you, when the doctor authorized you into the hospital, admission into 
the hospital so the administration involved would follow the Blue 
Cross patterns using substantially the same accounting devices that 
are used, the same techniques, but could be done at less cost because of 
the salesmen and no acquisition costs. 

As you know, the administrative. costs of social security are less 
than 2 percent of the premiums collected, which is most efficient and 
economical and I am sure this could be done exactly on the same basis. 

Mr. Foranp. What do you think of the AMA’s estimates on how 
much the bil) would cost and on its financia) threat to the socia)- 
security system ? 

Mr. Conen. As you heard Dr. Larson say, the AMA actually has 
not made the costs as far as I know. The costs they are citing are 
the costs given by the Health Insurance Association of America, 
which is a private commercial insurance organization. 

T think their costs are away too high, based on present price levels. 
I think the reason why they have high costs is they make the assump 
tion that if this plan goes into operation, many more people who are 
not now getting hospital care will get it and, therefore, the costs will 
be greater. 

To make the assumption that they do, you have to follow one 0 
another line. You either have to assume that there are a Jot of aged 
people today who are not getting hospital care who would get it if 


the plan were put into effect and, therefore, it would increase costs 
substantially. 
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I think there is some element of truth in this, there are some aged 

ople who are not getting hospital care at the present time who would 
vet it if this plan or a similar plan were put into operation. 

The major reason they give, once you eliminate the financial barrier 
to hospital care is that people will abuse it and the costs will be very 
oreat. 1 do not believe this is true because, if it is true, the only way 
you can get into a mewpital in the United States other than an emer- 
gency is to be admitted by a doctor. 

Therefore, if the AMA says the costs are going to be substantially 
greater and that these are unjustified, they are saying that the doctors 
of the United States will admit people into a hospital when they do 
not need to go into a hospital. I do not concur with the American 
Medical Association in saying that the doctors of this country will so 
abuse the program. 

I think, therefore, their cost estimates are much too high. How- 
ever, | would say this: If there is any element of truth that the costs 
are likely to be greater than what Dr. Flemming and his staff esti- 
mated, I think this is likely to be true under a voluntary plan. If 
you are going to go from 50-percent coverage to 70-percent coverage 
as Dr. Larson says, and 20 percent more of the population are going 
to get hospital coverage and they are going to use more days of hos- 
pital care, then costs are going to increase under a voluntary plan 
as they would under your bill. 

As I look at their estimates, which I do think are too high, they are 
either saying that doctors will not faithfully carry out their responsi- 
bilities, which I do not believe, or that aged people are not getting all 
of the hospital care that they need, or 1f hospital care does get ex- 
panded that it will only be expanded under a public program and not 
under a voluntary program. I think these points would have to be 
very carefully inspected by the committee before you could say that 
their cost estimates are correct. 

One final point: I think you gentlemen on this committee will re- 
member that the cost estimates cited by the American Medical As- 
sociation in connection with disability insurance were always much 
too high, always much too high. The American Medical Association 
for some reason which is not quite understandable to me, takes the 
position that doctors cannot be trusted in the administration of these 
programs. 

In disability insurance they said if you gentlemen passed the pro- 
gram the costs will be greater because doctors will not certify people 
correctly. ‘That has not happened under the program. ; 

Now, they are coming to you and saying if you enact this program 
doctors will admit people to hospitals when they should not be ad- 
mitted. I happen to have more faith in doctors than I think the 
— Medical Association has and I do not think that will 

appen. 

lr. Foranp. I am in complete agreement with that statement be- 
cause the doctors would have control as to who gets into hospitals 
and who does not, except in emergencies, and I think they have 
though fortitude to tell a person that he does not need hospitaliza- 
tion. In fact, I know it is being done right now. 

Mr. Conmn. There is the exceptional case where a doctor will, 


wnder some pressure from the family or the individua), hospitalize 
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a person when perhaps he or she may be able to stay at home or mg 
be taken out of a hospital a few days earlier. There is a human ek. 
ment in here. 

We should not completely overlook this, but I think in part that 
depends on the alternative methods that you set up so that you do not 
have to overhospitalize people. 

My main point is simply this: If you have 70 percent of the aged 
who have voluntary insurance, you are going to have these same 
problems of overutilization with voluntary insurance as you would 
have with your bill. 

The fundamental problem is, since the individual has the insurane 
and he can get the hospital care and he wants it, there will be some 
»ressure for him to use his insurance. This will be just as true with 

lue Cross or commercial insurance as with your bill. 

This is a problem that doctors and hospitals and all of us have to 
work with, but I do not think it is any different under one proposal 
as compared with another. 

Mr. Foranp. I have come to the conclusion after listening very in- 
tently to all of the testimony here that we are getting the same argu- 
ments against this bill that we heard when the disability benefit ques- 
tion was being discussed. In fact, it is very much the same argument 
we had when the original social security bill was written. 

Mr. Conren. You know, Mr. Forand, disability insurance, since you 
mentioned it, was pending before this committee for 17 years. 

Every single argument made against disability insurance by those 
who have opposed it has not turned out to be true in practice. It is 
working very successfully. It is very efficiently administered. It is 
being administered in accordance with the instructions from this com- 
mittee to administer it carefully; it is financially sound and no doctor 
in the United States as far as I know has been socialized even though 
those were the arguments made against it, and I think it is one of the 
most wonderful provisions of the social security program, but it took 
17 years for us to get the AMA to accept what is now a reality. 

Mr. Foranp. One more point and one that has been used here con- 
siderably is the play on the word “compulsion” that it would make it 
compulsory for this, that, or the other thing. Do you have any com- 
ments on that? 

Mr. Couen. I think this point of talking about compulsory insur- 
ance being compulsory and the other plans being voluntary is not 
really a correct description of the two programs. There are many 
compulsory features of the present so-called voluntary programs. In 
many companies if you go to work for them at the present time you 
must as a condition of employment agree to contribute to their pension 
system, agree to take out Blue Cross or commercial insurance, and the 
employee usually has no option. ; 

When I went to work for the University of Michigan there was 4 
whole system of contributions in effect when I went there. If I wanted 
to work at the University of Michigan I was required to make the 
contributions which I am very glad todo. They are for my protection 
and society’s protection, but to argue that it is voluntary as if I had 
complete das to take it or leave it is very misleading. 

Secondly, as I pointed out, the employers who make these deductions 
get tax deductions from the Federal Treasury. It is a little bit 
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anomalous to say they are voluntary when they are really being paid 
for by the U.S. taxpayer. 

On four different occasions this committee has dealt with the ques- 
tion of compulsion. .Many of you gentlemen here have had to face up 
to this before. You decided in 1935 that compulsion was a desirable 
thing in connection with old age. There were people who came before 
your committee in 1935 and said that if you did this you were going 
to drive all private insurance out of business if you applied this prin- 
ciple of compulsion and I am reading from the committee report of 
1935. 

They said that if you applied this principle of compulsion you would 
destroy private pension plans. They said that you would put such 
a crushing burden upon industry and labor as to be undesirable. In 
addition, they said it was unconstitutional. , { 

It seems to me you had to face up to this same issue in 1939 when you 
added survivor’s insurance and you had to face up to it in 1955 and 
1956 when you added disability insurance. 

Now, why did you gentlemen use the principle of compulsion? I 
know most of you pretty well and I know you do not believe in com- 
pulsion fon sean se sake. None of you were interested in apply- 
ing this principle of compulsion because of its own sake, You came 
to the conclusion, that if you did not apply the principle of compul- 
sion, many people were not going to protect themselves and contribute 
over their lifetime, and in the last result the taxpayer of the United 
States was going to be left holding the bag through public assistance. 

You decided that that was not a Pas tes alternative. You decided 


that it was more in the interest of society to require everyone to pay 


over their entire lifetimes a small premium that would protect them- 
selves and their families and society from this threat which you have 
which will ultimately cost billions of dollars of general revenue to 
the general taxpayer if you do not find some solution to that group 
of people of the aged who do not have voluntary insurance. 

say that the principle of compulsion, while it must be considered 
very carefully, is nothing new. Tt is a principle that you have em- 
bodied in countless laws and in the social security program not be- 
cause you believe in the principle of compulsion but because ultimately 
you believe that society is better protected. I see nothing wrong in 
that principle, and I would like to say this: 

If you will study the public opinion polls on this very issue, you 
will find that there are more than 50 percent of the American poeple 
who say that they want you to apply compulsion to them in this re- 
ove. Pe think that is a democratic method by which it can be 
applied. 

I think, for myself, the principle of compulsion here is one that we 
should not shy away from. It is one we have adopted and we should 
use when we find that society is being disadvantaged. 

Mr. Foranp. Thank you very much, Mr. Cohen; you have con- 
tributed a great deal to our discussion. 

Pak Mason. I do not have any questions but I have an observation 
make. 

Mr. Cohen, you have furnished us valuable, professional, yes, and I 


would say scientific testimony in connection with this pro lem that 
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is facing us and I think you have made a valuable contribution to our 
thinking on this matter. 

The Cuamman. Are there any further comments or questions? 

Mr. Acer. You mentioned this matter of rising costs earlier, | 
missed a lot of the things you said because you were talking so fast, 
You made the statement if I recall correctly, that it does not make 
any difference whether it is voluntary health program, whether the 
Government pays for it, the costs will be the same. Is that what you 
said 

Mr. Conen. That, substantially, is my position; yes. 

Mr. Axcer. I do not. want to belabor it but I must take issue with 
you. I, coming from small business, have found there is an incentive 
factor. Government costs go up and up and up because of lack of in- 
centive and you have deprecated administration costs which you say 
would be very small and covered by the payroll taxes. 

I have the uneasy feeling that the administration costs might be 
staggering. Noone has been able to give us a prospectus of how many 
human bodies would be involved in administering this program. 
Could you comment on that? 

We are limiting all the witnesses and I realize it is a big question. I 
suppose we should take a lot of time with this. 

Mr. Conen. On this matter of administration, it is not the Gov- 
ernment that is administering these plans; it is the doctors and the 
hospitals. The Government in the plan that Mr. Forand has pre- 
sented has very little todo with it. It is not the Government who puts 
the man in the hospital; it is his doctor. 

Mr. Areer. I have gone with you up to this point but who is going 
to certify what doctors, nursing homes, and so on and who is going 
to carry it out? 

Mr. Conen. You cannot get into a hospital unless a doctor admits 
you. That is point No. 1. 

Mr. Acer. Who is going to lay down the law? 

Mr. Conen. Congress would lay down the law. 

Mr. Atcer.. Who is going to enforce it ? 

Mr. Conen. The administrative agency would enforce the law but 
the administrative agency does not put the man in the hospital. 

Mr. Atoer. It has to start with the administration. 

Mr. Couen. No, sir; it starts with the doctor. 

Mr. Acer. Does it make any difference where it starts? who 1s 
going to administer the program? The Federal Government will 
administer it since it is a Federal program. 

Mr. Counen. I beg to differ with you because I think since the man 
cannot get into the hospital unless the doctor puts him in there it 18 
the doctor’s initial and professional ney goer 

Mr. Arcer. A doctor will not even have a right to participate un- 
less he has been certified by the Federal Government and the ad- 
ministrative personnel to do that. 

Mr. Conen. That is correct. 

Mr. Arcer. Then, do not tell me that the administration is not I- 
volved and that the starting point is with the doctor. It is with 
this group of Congressmen right here that will write the law that 
will be administered by the Government and only later then, all the 
human beings like doctors will become involved. 
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Mr. Conen. The law and the regulations will not pay a single 
rson’s hospital bill until the doctor puts him in the hospital. 

Mr. Aucer. Have you any idea what the personnel group will be in 
the Federal Government to administer this since there is where the 

rogram will be conceived, originated, and administered ? 

Mr. Conen. I think with 2,500 additional people you could ad- 
minister this whole additional program. 

Mr. Avcer. Thank you; I appreciate your giving me the figure. I 
realize how difficult it is to give any figure and I would be the first to 
admit that none of us really are certain about the figures. 

Mr. Mason. Will the gentleman yield there for just an observation ? 

Mr. Avcer. Certainly. 

Mr. Mason. If anyone should know the number of additional Fed- 
eral employees this would require, the witness should know because 
he has been in this field for 20-odd years and administering it himself 
and knows at first hand approximately how many would be involved. 

Mr. Acer. I appreciate that. I might say to the gentleman from 
Illinois, I do not subscribe to it because I am a newcomer and I do not 
know of his past experience. 

On page 8 you bring - this subject which keeps recurring about 
the contribution that will be collected from nearly all people who work 
for a living. 

If the tax is levied on the employer or the employee, or the self- 
employed, obviously the consumer will ultimately pay for it in the 
price of the product. 

Do you think this a fairer way to levy the tax or as you have 
touched on, although not in this record, would it be fair for it to be 
taken out of the Federal Treasury and not have a business tax as 
such ? 

Mr. Conen. That is a very, very big question and I would say in 
balancing all the ramifications—and I thought about this question 
for 25 years—I would prefer to have it paid by employers and em- 
ployees rather than out of the general revenues because I think it is 
good to have the employers and employees take a sense of responsibility 
or these matters and not pay it out of the general revenue. 

Consistently, for 25 years, I have supported the idea that it is much 
better to have employers fully participating and employees fully 
participating in the fundamental policy decisions that come before 
this committee rather than pay it out of general revenues and sort of 
everybody’s business is nobody's business. 

Mr. Atcrr. I appreciate that. Let me ask you further in the same 
vein now, do you feel the Forand bill embodies a good bill? 

Mr. Conen. Yes, sir. I have made some suggestions for changes. 

Mr. Aucrr. You would find fault that only some over age 65 who 
need help are covered ? 

Mr. Conen. There are people who are not covered and I would 
hope as this committee has done on other occasions it would see fit to 
continue to broaden the coverage so that everybody would be covered. 

Mr. Aucrr. And you would rather see everybody over 65 covered 
asa matter of equity ? 

Mr. Conen. As a matter of equity I see the greatest advantage in 
having everybody 65 and over covered. 

Mr. Avcrr. Thisis a matter of logic consistency. 
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Mr. Conen. Absolutely. 

Mr. Aucer. You recognize that this bill does not do that? 

Mr. Couen. That is correct. 

Mr. Aucer. You have mentioned several times and I think very 
thoroughly, as thoroughly as anybody has, this matter of compulsion, 
I would like to pose to you the same question that I asked of sever), 
including Mr. Flemmin . All of us know what we can count on from 
the doctors as a group. They are good people and they are as dedicated 
as any group of people like our ministers and other people in public 
service. 

There is no question about their dedication, but let us say there are 
features in this program which doctors feel are self-defeating. Thisis 
my own thinking and there may be a flaw in it. If doctors do not want 
to participate in it or there are too many forms to fill out or some 
qualification that the administration lays down, like a questionnair 
to make out, whatever the reason, is it not true then if enough doctors 
did not voluntarily desire to participate that there would have to be 
some compulsion there ? 

We would have to see to it that we have doctors participating once 
we have the program in force. 

Mr. Couen. I would not put surgical benefits in the bill initially 
as Mr. Forand has in his bill. 

Mr. Atcer. You would not? 

Mr. Conen. I would not. I appreciate that Dr. Larson and Dr. 
Schwartz representing the views oF the vast majority of the medical 
doctors of this country are not in favor of the surgical benefits and at 
the initial stage of the bill I would not cover surgical benefits. 

I would cover hospitalization and related benefits which do not get 
into the question of the relationship between the Government and the 
doctor. In other words, recognizing the point that you said, I would 
work out the matter with the hospitals because this is a relatively 
simple device. 

There are about 7,000 hospitals in the United States compared to 
185,000 doctors. It can be handled much more simply administra- 
tively and the hospitals have been doing this with Blue Cross all the 
time. 

Therefore, if what you say has merit, I would initially not cover 
the surgical care and 1 would say to the doctors, you object to it, $0 
we will leave the surgical out, but I do not see why the doctors of 
this country have any objection to this committee covering hospital 
care because that is a relationship between the individual and the hos- 
pital and not the doctor. ; 

Mr. Acer. Again, I think there is a consistency in our free society. 
Businesses are free to come and go. Doctors do have a certain calling. 
There is a certain relationship between them and their calling that 
builds up a duty that is more compelling than just making the dollar 
as most in business do. 

What strikes me is this: If we pass this bill, there has to be a com- 
pulsion factor because there have got to be doctors. 

Mr. Conen. When you say we are a free people, we are not so free 
as you think. 

Mr. Arcer. I agree with you but you know what I mean. : 

Mr. Conen. Whenever society thinks that its interests are superior 
to the individual, you pass a law to coerce the individual to do what 
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yciety thinks best. That is what you have done with the income tax 
iw and that is what you have done with social security, unemploy- 
nent insurance, and workmen’s compensation. 

Icannot go out and say I am a doctor. I will be thrown in jail if 
[practice medicine here. 

Mr. Avcer. We had witnesses who testified yesterday, three that I 
mall, that there is a right that we take care of the old people. One 
nan said that there has always been in this country a community 

nsibility for taking care of the aged. 
“bo you feel that that right or that responsibility or whatever that 
isa function of the Federal Government? 

Mr. Conen. I do not think the responsibility of taking care of the 
aged persons in all respects is a function of the Federal Government, 
but I think when the Federal Government decided in 1935 to apply 
the poor of compulsion both on John D. Rockefeller and the 
person making the lowest income in the United States, it accepted the 
principle that old-age security had certain Federal responsibilities 
and that does not mean that you have to take over the whole load. 
But I would say this, Mr. Alger, and I come back to my point: The 
Federal Government is taking care of the aged. You have a lot of 
Federal responsibility through all of these various other ways I have 
mentioned. 

You cannot escape fiscal responsibility. That does not mean you 
have to enact the Forand bill, but I say this: 25 years from now if we 
tame back in this room, you will find that the Federal Government 
vill have taken much greater responsibility for the because there 
isno other effective means in our society of providing this lifetime 
protection. 

Mr. Avcrr. That brings a another subject. Do you feel pretty 
definitely there isa need? ‘That is the whole gist of your statement, 
that there is a need for the Federal Government to enter into this 
field with this type of legislation at this time. 

Mr. Conen. There is not only a need—— 

Mr. Aucer. I did not say government; I say Federal Government, 
recognizing we have local community responsibility and we have State 
and Federal Government, and at the base of this we have residual 
nghts of individuals, so when I said government, I meant the Federal 
Government, that the Federal Government enters this as an entity 
at this time. 

Do you think the need is great? 

Mr. Conen. Yes;I do. I think in this great and growing country 
of ours where people are mobile and move around the country, you 
cannot accept the arbitraries of State political lines as a sole basis of 
providing for the health and security and safety of the American 
papple. am sorry to say it because 1t would be much nicer to come 

ere and say, “Mr. Alger, this can all be handled by the localities in 
the States,” but it can’t be because these people move around and 
they move to different States and the result is that only a national 
power can handle this problem satisfactorily. 

Mr. Aucrr. I appreciate youn viewpoint there. I frankly cannot 
aecept it on the testimony thus far that it cannot be handled locally. 
I'do not believe from the witnesses we have heard thus far that there 
sneed for the Federal Government,to be involved. 
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I respect your viewpoint. Do you not believe that this program 
ought to cover everyone and not just everyone over 65, and have 
you not taken the position in the past that you believe that anybody 
enjoying social security coverage should also have this type of 
protection ¢ 

Mr. Conen. I have in the past taken the position that they should, 
but I would not take that position at the present time because I believe 
that the voluntary plans and other arrangements have been making 
a successful and good approach in this other field. In other words, 
my philosophy is not that the Government should do everything. My 
philosophy is when it has been demonstrated that the problem is of 
such a grave character and that the implications of not taking care 
of it will mean that you are going to increase the public assistance 
rolls and that you are going to pay this cost out of the Federal Treas- 
ury anyway, then I am willing to come before this committee and say 
yes, the time for action is now. 

Mr. Acer. Did you not believe in the Murray-Wagner-Dingell 
bill? 

Mr. Conen. Yes. 

Mr. Arcer. That would have been compulsory health insurance for 
everybody through a Federal law. 

Mr. Conen. Yes; I am very proud of the fact 

Mr. Aucrer. You have changed your viewpoint ? 

Mr. Conen. Yes; and I think the fact that many of us pushed for 
that is the sole reason why the American Medical Association and 
others have made such remarkable progress. 

Mr. Axcer. At one time back in 1950 or whenever it was, you prob- 
ably felt that the Murray-Dingell-Wagner bill was necessary to modify 
your viewpoint because you have seen the advent of private programs. 

Now, may I suggest to you, sir, that the same logic that caused 
you at one time to believe the national health insurance was a good 
thing but you modified it, recognizing that voluntary programs have 
done partially what needs to be done, does it not indicate that maybe 
the voluntary programs can do better if given time because many of 
them are brandnew programs? Mr. Cohen, if I understand your 
testimony, then, you do not feel the danger that this type of compul- 
sory Federal insurance for this group of people will kill out the pri- 
vate plan. Is that the gist of how you feel ? 

You complimented the private programs and I think that is a fair 
statement on ome part. You do not believe this will necessarily curb 
the incentive? 

Mr. Counen. No, sir, this will help the private program and one of 
the reasons I am supporting the Forand bill is for this reason. I think 
if you can take the voluntary programs out of the high-cost area of 
dealing with the aged, they will be able to do a much better job for 
the people under 65. 

The people in this country who are really trying to help the volur- 
tary plans are the people who are supporting the Forand bill because 
if you go on the way you are going and charge people these high 
rates in the voluntary plans, you are going to drive the young people 
out of the voluntary plans. 1 

Mr. Atcrr. Did I understand you to say the folks supporting this 
Forand bill are also supporting the voluntary plan ? 
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Mr. Conen. Iam. Iam speaking for myself. 
Mr. Acer. I just want to assure you we are seeing a rather clear- 
cut division here between those who think on the one hand that the 
Forand bill is one aspect and others who feel the opposite way. 

Mr. Conen. I speak for myself when I say the voluntary programs 
in the future are going to have a difficult time. I have been a mem- 
ber of the board of trustees of a voluntary plan. Any voluntary plan 
has a very difficult time. The more it tries to take care of the prob- 
lems of the aged adequately, and finance that cost, the more it drives 
out the younger people. 

Mr. Aucer. Would you have any objection to giving us a list of the 
various organizations that you are privileged to consult with as a 
social insurance consultant? Are you not an insurance consultant for 
the AFL-CIO? 

Mr. Conen. No, I am not. 

Mr. Avcer. Are you consultant for others in this field who are in- 
terested in this field who are appearing before us? 

Mr. CouEN. Quite a lot of people come to me for advice. I am per- 
fectly willing to give advice on social security to anybody who is 
willing to listen to me. 

Mr. Arcer. I thought you were employed as a consultant. 

Mr. Conen. No,sir. Iam employed at the University of Michigan. 
My doors are always open to give advice to anyone who seeks it. 

The Cuarrman. Are there any other questions of Mr. Cohen? 

Mr. Harrison. I might say in connection with some of the duties of 
the subcommittee on social security, Dr. Cohen has been very helpful 
in giving us information. 

The Cuarrman. Thank you again, Mr. Cohen, for coming to the 
committee. We appreciate the contribution that you have made to our 
understanding of the issues involved in this legislation. 

Our next witness is Dr. Frank Groner. 

Dr. Groner, we welcome you back to the committee. We remember 
your previous appearances, but for the purposes of this record will 
you please identify yourself, giving us your name, address, and the 
capacity in which you appear? 


STATEMENT OF FRANK S. GRONER, MEMBER, BOARD OF TRUSTEES, 
ACCOMPANIED BY KENNETH WILLIAMSON, ASSOCIATE DIREC- 
TOR, AMERICAN HOSPITAL ASSOCIATION / 


Mr. Groner. My name is Frank S. Groner. I am administrator of 
the Baptist Memorial Hospital in Memphis, Tenn. I appear before 
this committee today in behalf of the American Hospital Association, 
as a member of its board of trustees. I am accompanied by Kenneth 
Williamson, associate director of the American Hospital Association. 

I wish to first express our appreciation of the opportunity to discuss 
with this committee H.R. 4700, which would— 
amend the Social Security Act and the Internal Revenue Code so as to provide 


imsurance against the costs of hospital, nursing home, and surgical service for 


hes eligible for old-age and survivors insurance benefits, and for other 
rposes, 


I will not dwell upon the organization of the American Hospital 
ssociation, its functions and its purposes, except simply to state 
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that the association includes within its membership in excess of 9 
percent of all the general hospital beds in the United States and its 
territories and approximately 77 percent of all listed hospitals of 
every type in the United States and its territories. 

You will recall that on June 27 last year, representatives of the 
association appeared before this committee and presented our views 
on the problems aged persons face in financing their hospital care, 
At that time, we also outlined the extent of our studies, discussions, 
and efforts over the years, to stimulate programs of prepayment in 
financing health care and in providing health facilities for the aged, 
I am not going to restate the points covered in our testimony oo 

ear. 

I shall review what the American Hospital Association has done and 
some of what has been done by others since last year’s hearings. 

Action programs: American Hospital Association activities, A 
committee of the association undertook a thorough analysis of the use 
of the OASDI mechanism as a means of financing the hospital care 
of retired aged persons. From this a statement was developed out- 
lining specific advantages and disadvantages we could see in the use 
of OASDI in financing hospital care of the aged. This report, “An 
Examination of the Use of the Social Security Mechanism to Meet 
Hospitalization Costs of the Retired Aged,” was approved by our 
board of trustees and was widely distributed. We hanes this is an 


important educational document to create understanding of the issues 
involved. Copies of the document have been sent to each member of 
this committee. We would like, Mr. Chairman, if possible to have 


this document included in this hearing record. 

The board of trustees of the association established an ad hoc con- 
mittee with leading representatives of the Blue Cross plans and private 
insurance companies. This committee’s mission was to explore the 
extent to which voluntary health insurance could be extended to pro- 
vide adequate health coverage for aged persons. The work of this 
committee contributed to an increased awareness as to the acuteness of 
po problem and we believe will stimulate further progress toward a 
solution. 

The association is participating as one of the members of the joint 
council to improve the health care of the aged. This council provides 
a forum of exchange of information among its participant members 
and is intended to encourage research. It has also stimulated interest 
and wetter at the State level that have already resulted in action 
within local communities. 

This association has urged congressional committees to increas 
Federal expenditures for needed health facilities for the aged. We 
have expressed particular concern that in undertaking a program of 
voluntary health insurance for Federal employees and their families 
that the Government give real leadership in providing benefits to 
retirees. We have urged the increased appropriation of funds for 
research in the health problems of the aged. 

We have also urged that increased attention be given to the prov! 
sions of health services for aged public assistance recipients. 


Our house of delegates, the association’s policymaking body, extel: F 


sively discussed this whole matter and enunciated specific policies 
A copy of this policy statement is attached. 
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This association established a committee which is at work studying 
the health facility needs and services of aged persons and is developing 
programs to insure quality of care. We sponsored jointly with the 
U.S. Public Health Service, a national conference of carefully selected 
authorities to probe and to suggest courses of action with respect to the 
care of the chronically ill. A report of this conference will be avail- 
able shortly. 

Criteria for measuring the ability of nursing homes to provide at 
Jeast a minimal level of acceptable care have been developed. These 
criteria will be used as the basis for a program that ultimately will 
provide a national list of such facilities. 

Congressional and executive action: The report which this commit- 
tee requested from the Department of Health, Education, and Wel- 
fare on hospitalization insurance for OASDI beneficiaries has made 
a most important contribution. The report indicates the breadth of 
the problem, the fact that it is an increasing problem, and in many 
ways parallels the findings of our own studies, reported to this com- 
mittee last year. 

The action of the Congress establishing the White House Con- 
ference on the Aging, the creation by the Senate of a special sub- 
committee on the problems of the aged to gather grassroots informa- 
tion, the recent OASDI beneficiary survey, the study of public as- 
sistance programs initiated by this committee, and the studies being 
undertaken through grants provided by the National Institutes of 
Health and by other Government agencies all constitute important 
action by the Congress and the administration looking to the devel- 
opment of adequate means for coping with the problem. 

_ Activities of other groups and organizations: It is impossible with- 
in this statement to outline all of the studies and research programs 
on the needs of aged persons being undertaken throughout the country. 

In addition to these research programs and studies, a great many 
local community programs are underway. All of them are contribut- 
Ing Importanly to serving the physical and mental needs of the aged. 
These are of particular significance because without doubt they can 
affect the need and use of hospital facilities. A great deal more can 
and should be done to develop programs for community homemaker 
services, rehabilitation and educational services and medical and 
dental home care services and others. 

Considerable progress has been made in the extension of existin 
| Prepayment programs and the development of new ones for the “ 
| Which I am sure will be described to this committee by other witnesses. 
I should like, Mr. Chairman, to emphasize a point stressed at the 
» Tecent 12th National Conference on Aging, held at the University of 
' Michigan during the week of June 22, to the effect that the needs of 
aged persons cannot be met by any one group alone. They demand 
; the combined efforts of the individual and his family, the local com- 
| munity, the State and Federal Government, and of numerous health 
| Agencies and organizations. Until more time is allowed for such 
/ “torts to develop we cannot be sure that the extended years of life 
» of our older citizens may be spent in maximum health and happiness. 
j rm erican Hospital Association position: Mr. Chairman, I should 
| {Xe to state that the position expressed to the committee last year 

as been reaffirmed as the officia policy of the American Hospital 
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Association and is in opposition to the use of OASDI as a mechanism 
to finance the hospital needs of the retired aged at this time. There. 
fore we are opposed to H.R. 4700. 

Use of social security mechanism: After extensive study, to which] 
have referred, we concluded that there are at least three dangers 
inherent in the use of the social security mechanism which cannot be 
avoided. These are of such consequence that it causes us to have 
serious misgivings with respect to a compulsory health insurance pro- 
gram even for the retired aged. These dangers are: 

First, that the Government as a purchaser of so much hospital care 
would exert the power of the purse in ways detrimental to the inter- 
ests of hospital patients. 

Since the Federal Government would become a major purchaser of 
hospital care, it would have to become concerned with hospital costs, 
This would, we believe, lead to a concern in the administration and 
operation of hospitals, and because of the intimate relationship of 
hospital costs to the quality of service would, lead to interference in 
the care of patients. 

Any underestimation on the part of Government as to the cost of 
the program is likely to be reflected in pressures to reduce the costs 
of care which means a reduction in the quality of care. 

The use of the social security mechanism implies a commitment by 
the Federal Government of such a magnitude that there is little pos- 
sibility of later retraction. It is an irrevocable step. 

Second, that there is a real danger that the provision by Govern- 
ment of prepaid hospital benefits would lead to overutilization that 
could not be controlled and thus to runaway costs, with consequences 
that could be disastrous to hospitals and the public. 


We believe that an alleviation of the financial burden placed upon 
older persons will naturally result in a sizable increase in their use of 
hospital facilities. This is a natural and desirable development. But 
it is desirable only to the extent that their hospitalization represents 
a medical need and is not for nonmedical purposes. There is a defi- 
nite danger of abuse both as to the admission of aged persons and 
the “Kc of their stay beyond the point of medical need. 

e 


The acknowledged shortage of desirable housing and custodial fa- 
cilities for the elderly will increase demands for use of expensive hos- 
pital facilities. _Such overtaxing of hospital facilities could result in 
the unavailability of beds to meet the needs of the rest of the pop- 
ulation. 

Because of the uncertainties associated with the use of health fa- 
cilities by the aged, and the great difficulties in controlling use and 
eliminating overuse, the total costs of care may well run to propor- 
tions far in excess of what is contemplated in establishing the pro- 
gram. The underfinancing which we believe could result from a total 
national program to provide care to all retired aged might well be 
of such magnitude as to create great pressures to reduce payments to 
hospitals in order to maintain the solvency of the program. Such a 
result could lead to the bankruptcy of the voluntary system or a se 
rious deterioration in the quality of care. 

Third, that the acceptance of compulsory health insurance for one 
group of the population would foster its extension to other groups, 
and perhaps ultimately to the whole population. 
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We find it significant that the groups which place greatest urgency 
upon the use of the social security system continue to support com- 
pulsory health insurance for the population generally as their long- 
run objective. This program for the aged, therefore, may be visual- 
ed as simply the first step towards eventual compulsory health in- 
surance for the Nation. 

Pressures from other groups in our population will be exerted either 
to bring in specified groups or to reduce the age at which an indi- 
vidual may become eligible under the program, Strong arguments of 
hardship and necessity would undoubtedly be advanced and efforts 
would be continually made to relieve local and State governments of 
their responsibility by passing it on to the Federal Government. 

We see no sure way that these three major dangers could be avoided. 
To us they are real dangers and I express them as an earnest belief 
and not simply an emotional arguments. ' 

H.R. 4700: We have expressed our grave concern with respect to the 
use of the social security system to provide health care for the aged. 
However, it is our belief that we have a responsibility to be as helpful 
as we can to the Congress in its consideration of legislaiton affecting 
the health of the public and I shall, therefore, comment on particular 
provisions of this bill in the interest of the beneficiaries, the providers 
of the services, and for the protection of the financial integrity of the 
Social Security System. 

Service benefits: We believe that the use of the service benefits prin- 
ciple and the provision of comprehensive benefits would remove the 
major economic barriers to hospital care for the retired aged. So far 
as hospital services are concerned the bill meets fairly well the test 
of comprehensiveness. With the uncertainties about the cost of the 
program, we would not urge that the 60 days of hospitalization pro- 
vided by the bill be extended further, especially since the proposed 
nursing home benefits would meet some of the needs which might 
otherwise require additional days in a hospital. 

We would, however, suggest a reexamination of the definition of 
“hospital services” to make sure both that it includes all that it 
Is meant to be included, and that it excludes all that is meant to be 
excluded. As worded, the definition may fail to cover laboratory and 
other ancillary services in certain situations: it may, on the other 
hand, be a bit too broad—for example, by including drugs for use 


after the patient leaves the hospital. This is an exceedingly difficult 
definition to draw with precision, but it is a most important one if 
there is to be legislation of this kind. 

Facilities to be used: It appears that the bill intends that services 
hot be provided in facilities operated by the Federal Government. 
However, the bill provides that exceptions may be made by regulation. 
We do not understand the intended scope of these exceptions. Any 
general use of these facilities for a new class of beneficiaries as large 
as the class contemplated by this bill could do as much as any one 
thing to undermine the voluntary hospital system. 

Eligibility for hospital participation : Reasonable criteria are neces- 
sary to determine the eligibility of hospitals to participate. The bill 
stipulates that any hospital licensed by the State may participate. 

® quality of State licensing programs varies a good deal. An 


future efforts to improve minimum standards should be addressed to 
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the States. We suggest that particular study be made of the limitation 
placed upon the eligibility of surgeons who may render care under 
the program because of the hardships that may be caused to certain 
beneficiaries. However, this matter relates to the medical profes. 
sion much more directly than to hospitals. 

Interference in hospital operation : The provision in the bill appear. 
ing on page 10, line 15, forbidding governmental control of the “details 
of” administration of operation of hospitals troubles us by what it may 
imply about control of the broader aspects. I would recommend that 
these two words, “details of,” be deleted. Aside from the wording, 
this is a matter that touches on one of our major objections to the use 
of the social security mechanism. We do not believe that any govern- 
mental program for so many people can fail to interfere to some 
extent with the administration and operation of hospitals, if only 
because a Government agency paying for so large a volume of care 
must reserve to itself some rights to examine what it is paying for. 
Within tolerable limits such examination would be administratively 
defensible, but the extent of the authority is of great concern to us. 

Exclusion of custodial care: Many aged persons, although no one 
knows how many, are in institutions of one sort of another partly or 
wholly for the reason that they need some help with their living ar- 
rangements which they cannot find outside of institutions. They may 
need help merely because of a certain degree of senility, or they may 
suffer from some physical limitation that makes much existing housing 
unsuitable for them, or at least unsuitable without household help of 
kinds that is not often available. 

We in the hospital field are only too well aware of the difficulty of 
discharging to their homes elderly patients who, even though they 
no longer need active medical care, cannot walk upstairs or cannot 
dress or bathe themselves. Recourse in such cases is frequently had to 
nursing homes. I am sure that doctors, like hospitals, send patients 
to these homes whose need is essentially for a domicile suited to their 
limited capacities. 

Under any proposal, such as H.R. 4700, there is bound to be a great 
deal of pressure to get people into nursing homes. We do not deny 
the social justification, under present coualitinbin of housing and the 
unavailability of personal help, for placing many of these people in 
institutions. In many cases this may be the best of limited choices. 
However, it ought to be kept separate from a health program, 80 4s 
not to confuse either the purposes or the costs. 

Although the bill seeks to exclude such custodial care, our question 
is whether these provisions could not be made more effective for the 
purpose intended. 

The requiring transfer from. a hospital as a condition 
of eligibility would undoubtedly tend to curtail somewhat the use of 
nursing homes for custodial purposes. This provision would al 
have an effect on the justified and unjustified use of hospitals, but I 
am bound to say that we do not know whether the net effect in this 
respect would be good or bad. On the one hand, it would make t 
easier for hospitals to discharge elderly patients who no longer 2 
the intensive services available in the hospital, and to that extent 
would undoubtedly alleviate a troublesome problem. 

It is obvious, on the other hand, that pepe desiring to obtain 
nursing-home care for their patients would be required to use hos 
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itals as way stations to their destination. Close questions of pro- 
fessional judgment occur so frequently that I believe the making of 
hospitals the one entrance to prepaid nursing-home care holds ap- 
preciable danger of inflating the cost of hospital care under the pro- 


am. 

Phe bill requires that, in order to participate, a nursing home must 

rovide skilled nursing care, and related medical and other services. 
tt is clearly intended to require something more than State licensure 
of a nursing home, but how much more we cannot tell. A nationwide 
rogram such as is contemplated by this bill poses a dilemma: either 
institutions must be allowed to participate which fall rather far short 
of what we could wish, or the promised benefits will turn out to be 
unavailable to large numbers of supposed beneficiaries. 

The definition also requires that the services be either supervised 
or prescribed by a doctor, and the bill elsewhere stipulates that he 
must certify the nursing-home care to be “medically necessary.” We 
believe the bill was intended to apply only to persons who were in 
need of medical or nursing care. But the phrase “medically neces- 
sary” is open to an interpretation which would include persons not 
needing such care but unable for a medical reason to live in the usual 
household environment. 

Proper housing for the aged is badly needed, and so are many kinds 
of nonmedical help to those of limited capacities. These services, 
even to the medically handicapped, are what we have described as 
“custodial care.” The harm in confusing them with health care is 
more than financial, grave though the financial implications could 
be: to equate custodial care, in the public mind, with health services 
could set back our efforts to make people realize what present-day 
medicine can do for them, and to seek medical help before it is too late. 

The inclusion of nursing home benefits presents difficult problems, 
but also offers important advantages. At least at the outset, the 
availability of services would be limited by the availability of facili- 
ties, whatever the criteria for participation. Among the advantages 
of the provision is the probability that, with an assured source of 
income, many more homes of high quality would develop and some 
ee institutions could raise their standards. While statutory 
anguage could not assure good results, we believe the terms of the 
bill could be strengthened, both for the improvement of quality and 
for the exclusion of care that is primarily custodial. One provision 
that I would suggest for the latter purpose might be made applicable 
to hospitals as well as nursing homes—a requirement of periodic (per- 
haps weekly) certification by the physician that continued medical 
and nursing care in an institution is necessary. 

Payment for hospital care: I turn now to the provision governing 
the payment to hospitals. The bill stipulates that payment should be 
made “on the basis of the reasonable cost incurred by the hospital * * * 
for all bed patients,” with authority to vary the amount where that 
formula is impractical or inequitable. In general, this approach 
seems to us fair and proper. We believe that hospitals shoul be paid 
fully for the cost of services rendered. But a good many important 
questions are concealed in any such generalization about hospital costs, 
and I think your committee should be aware of them and of the wide 
Tange which such general language would leave to negotiation and 
administrative action. 
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Hospital costs vary a great deal, not only from place to place, but 
even within the same city. To a large extent costs vary with the 
quantity and quality of the services provided by the different insti. 
tutions. To cite one example: the hospital that equips itself for the 
performance of open heart surgery automatically increases its oper. 
ating cost appreciably. The educational functions carried on by many 
hospitals are costly, but it is no accident that a major contribution ty 
health eare of the public in the country is provided by our teaching 
hospitals. 

There are a great many questions involved in determining hospital 
costs, and some of them are both difficult and controversial, as several 
public hearings on Blue Cross have lately demonstrated. I can only 
suggest a few of the major points involved: Should costs be averaged 
for the entire patient population although some make far greater than 
average demands upon laboratory and other ancillary services? If 
so, should the same daily average be applied to all, despite the fact 
that the aged have longer stays and so require less intensive care? Is 
depreciation a proper charge to be included in costs? What about the 
cost of the educational functions? How about the cost of carrying 
for the indigent, insofar as that cost is not met from public funds! 

These questions have no easy answers. Hospitals cannot be asked to 
abandon these functions without sacrificing the public interest, and in 
the main they can look only to their paying patients to bear the cost. 
Exclusion of such items for any group of patients would merely 
pyramid the burden upon the others. 

One of our greatest concerns at the present time is that public 
resistance to steadily increasing hospital costs may prevent hospitals 
from providing the best possible care. We are troubled by the phrase 
“reasonable cost” in this bill because of the danger that some Federal 
official might become the arbiter of hospital costs throughout the 
Nation, and thus of the scope and quality of hospital services. So too, 
the authority to pay on a basis different from cost is, at least in theory, 
capable of being used as an instrument of control of quality. I would 
urge you to reexamine these words so that, without sacrificing proper 
protection of the public interest, they do not permit possible Federal 
control of all hospitals. 

If legislation similar to H.R. 4700 were enacted, decisions on all 
these matters would have to be made either by the Congress or by the 
administration. I am sure you will understand the concern of the 
hospital field that the decisions promote rather than impede im- 
provement in the quality of care. 

Utilization of private nonprofit organizations: The bill authorizes 
but does not require the use of private nonprofit organizations as inter- 
mediaries between the administering agency and the participating 
hospitals and other providers of care. We believe that nonprofit 
prepayment plans should be used in this capacity. We have two 
purposes in mind. 

In the first place, use of such an intermediary can do much, as! 
believe experience of the Medicare program has shown, to avoid 
governmental pressures, and to enable hospitals or groups of them 
to speak with a single voice. The intermediary or intermediaries 
would be the only contractor or contractors with the Government, and 
individual hospitals would, as in the medicare program, be subcot 
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tractors. Such an arrangement would help to mitigate the danger of 
overnmental interference. 
"In the second place, whether the intermediary were an existing 
Blue Cross organization or some new agency created under hospital 
wuspices, it could bring to bear a skill and a know-how that could 
rove most helpful to the Government. It is no disparagement of 
ureaucracy to say that a program such as this will need all the 
wisdom and all the experience that is available. 

Existing prepayment organizations we believe have the ability to 
discharge this function effectively and efficiently. New agencies 
could be created and endowed with much the same qualifications. 
We would suggest a provision requiring use of intermediary agencies 
unless the Secretary should find, with respect to some part of the 
country, that none is available which can perform satisfactorily. 

Basis of eligibility of beneficiaries: We are convinced that, for 
working people and their families, the voluntary prepayment system 
isa desirable means for financing their health care. We believe it is 
preferable to any system of hospital care financed by Government or 
by compulsory social insurance. With this premise, we conclude that 
in financing hospital care the special problem of the aged is really a 
problem of the retired aged. We see no reason at all to provide this 
special protection to the active employee merely because he has reached 
65, or in the case of a woman when she has reached 62. 

We recognize that a workable and equitable test of retirement for 
this purpose is not easy to devise, and we would respectfully suggest 
that the Department of Health, Education, and Welfare be asked to 
study this problem. If it is possible to work out such a test that 
will do even rough and approximate justice, we believe that would 
be preferable to use of arbitrary ages which have very little to do 
with a person’s ability to obtain health services through normal 
channels. 

Ifsuch legislation is not to be an entering wedge to similar provision 
for the entire population, it seems to us important to limit the bene- 
ficiary group as nearly as may be to those who face the special problems 
of the retired aged. 

Avoiding rigidity in the benefit pattern: We see in this legislation 
idanger of freezing patterns of care, and of making more difficult 
future adaptation to a rapidly advancing medical science. If, for 
example, it becomes sibmsibte in the next decade or two to care for the 
ills of the aged more largely on an ambulatory basis, would the 
emphasis which this bill places on institutional care prove an obstacle 
toshifts in this direction ? 

_ Any program that finances some kinds of health care and not other 
cinds will, I think, inevitably influence patterns of care and tend to 
(reate vested interests which may hinder change. There would be an 
added difficulty in making changes later on, because of the contractual 
aspect of the social insurance system. Despite the reserved legal power 
toamend the law, it is extremely difficult to take away any of the 
nefits which have once been promised and for which contributions 
have been collected. This is true even if other benefits are substituted, 
cause there will always be individuals to whom the old benefits are 
hore advantageous than the new. 

_ We believe that it is essential to build a greater degree of flexibility 
into any health care provisions than exists in the present cash benefit 
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structure of OASDI. Perhaps a provision calling for periodic con. 
gressional reexamination of the promised benefits with a view to thei: 
adaptation to changing needs might be helpful. 

e Advisory Council which is authorized in the bill could exerci 
a constructive influence and help to maintain yc arab and could 
supply an added element of impartiality and objectivity, in what 
oot be, at best, a difficult administrative task. Not the least im. 
portant function of such a council, aided perhaps by a larger group of 
technical advisers, should be to review from time to time the overall 
utility of the program in the light of evolving medical techniques, and 
to recommend shifts in emphasis or changes in the statute itself. We 
believe the Council should be charged specifically with this function, 
as an added assurance that the program not become static. We sug. 
gest also a provision to enable the Council to draw on technical at 
vice from outside its own membership. 

Having spoken of provisions of the bill that we think could be in. 
proved, I should add that there are other provisions that we believe 
very definitely ought not to be changed, such as those making thy 
benefits available on a service basis, those assuring to beneficiaries 
freedom of choice among participating hospitals, and those express 
ing the basic concept that benefits are be provided without 4 
means test. 

Summary: The American Hospital Association is convinced that 
retired aged persons face a pressing problem in financing their hos 
pital care. Without question the introduction of this legislation has 
not only focused national concern upon the growing problem of the 
health needs of aged persons, but it has stimulated a great deal of 
positive action throughout the country in seeking solutions to meeting 
such needs. 

Although much of my testimony has been devoted to suggestions 
for changes in H.R. 4700, I am prompted to remind the committee 
that even though all of the changes I have proposed for the bill might 
be accomplished, we still would be opp because of the use of the 
social security system as the mechanism. There is need for further 

rogress in the creation and organization of a system of institutional 

acilities that will effectively provide the health services that can most 
economically meet the needs of the aged, without impairing the use 
fulness of institutions designed to serve the acutely ill patient. 

Also, we believe that greater attention should be given to under 
girding the present State public assistance programs. If more ade 

uate care was available to persons presently eligible for health bene 
fits under those programs, the need for care of the aged among this 
public assistance group would be met. 

More time is needed for the development of a long-range satis- 
factory and equitable solution to the problem. We urge a delay 
definitive action in the interest of obtaining greater experience I 
order that we may base final decisions upon the results of experimel- 
tation, study and research that is now in process. , 

Thank you for the opportunity to present our views on H.R. 4700. 
The staff of the association stands ready to offer any technical assist 
ance your committee may request. 

The Cuarrman. Dr. Groner, we thank you for bringing to us the 
thinking of the American Hospital Association on this. 
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For the benefit of members of the committee who may not know 
of your operations in Memphis to the extent that Mr. Frazer and 
others from the area know of them, I want to point out that you are 
the administrator for one of the very finest hospitals that I know 
anything about in the country. ' 

henever they can, a lot of people from my own State get into 
your hospital on occasion. I am sure Mr. Baker shares that thought. 

Weappreciate your coming to the committee. 

Are there any questions of Dr. Groner ? 

Mr. Foranp. Doctor, I appreciate the many suggestions which are 
included in your statement here. One thing that has struck me rather 
forcefully is the ihe i on page 6 under the caption, “Ameri- 
can Hospital Association Position,” where you say: 

The position expressed to the committee last year has been reaffirmed as the 
position of the American Hospital Association and is in opposition to the use of 
OQASDI mechanism to finance the needs of the aged at this time— 
and therefore, you oppose the bill. 

I notice in the copy of the resolution adopted by your association 
on August 20, 1958, under point 4, which reads: 

It is believed that every realistic effort should be made to meet the hos- 
pital needs of the retired aged promptly through mechanisms utilizing existing 
systems of voluntary prepayment. It is conceivable, however, that the use of 
social security to provide the mechanism to assist in the solution of problems 
of financing these needs may be necessary ultimately. 

In other words, you are not closing the door. 

“a Groner. No, sir. We think those two statements are com- 
patible. 

Mr. Foranp. You feel that that means a delay but you have not 
closed the door on that idea ? 

Dr. Groner. We think that more time is needed for these various 
studies and we doubt that we are in a position to make a statement on 
the facts which we have at this time. We do feel that in the future 
more facts will come before us and we hope at that time to be able to 
make a definite statement on what we think is best for the aged people 
nour population. 

Mr. Foranp. I am a member of the corporation of three different 
hospitals and I can appreciate the headaches and the trials and tribu- 
lations which are faced by the administrators of hospitals. Would 
_ _ hospitals not now receive funds under the Hill-Burton 

nds? 

Dr. Groner. Yes, many hospitals receive funds under the Hill- 
Burton Act. 

Mr. Foranp. Do you feel there is excessive control by the Federal 
Government under this act ? 

Dr. Groner. I think there have been instances of control. By and 
arge, I think it has been a good program. 

Mr. Foranp. Why then, does the organization feel that there might 
be excessive controls by the Government under H.R. 4700 when they 
ire accepting the funds under the Hill-Burton Act ? 

r. Groner. The provisions for accepting the funds under the two 
rea little different, Mr. Forand. 

-. Foranp. Because of that difference, you feel you should hold 
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Dr. Groner. I think the three inherent dangers which we mep. 
tioned under this bill could jeopardize the quality of hospital car 
to a much greater extent than the provisions under Hill-Burton jeop. 
ardize the care. 

Mr. Foranp. Is my memory serving me correctly when I think tha 
just a few years ago the hospital association was looking for direct 
appropriations of Treasury funds to help meet the deficits ? 

r. Groner. Iam not familiar with that. 

Mr. Youare correct. We did have a proposal by whieh 
Federal and State Governments would match funds combined with , 
premium paid by the individual for voluntary health insurance, the 
Federal-State participation to assume that part of the premium ree. 
ognized or representing the greatly increased utilization of hospitak 
by the aged. We did have such a proposal. 

Mr. Foranp. For the puropose of the record, will you identify your. 
self, please ? 

Mr. Wittramson. My name is in the statement. Kenneth William- 
son, associate director of the American Hospital Association. 

Mr. Foranp. Would you have an informed guess or you may have 
figures in your own organization as a result of a poll of your member. 
ship showing the number of your members who are in favor of H.R. 
4700 as against those who are opposed to it, say 20 percent, 50 percent 
or what? 

Dr. Groner. We do not have a poll, but I think our policy probably 
reflects the views of members as well as any national organization 
can. We come from every area of the United States and every State 
inthe Union. Delegates are elected by the members in that State. 

Next week again we are meeting with a group of them to get their 
reaction. That involves every section of the country. 

Mr. Foranp. Do you have even a rough guess as to how they would 
be divided on this question ? 

Dr. Groner. I would be afraid to hazard a guess. I do think this 
action of the house of delegates reflects the feeling of the members of 
our association. 

Mr. Foranp. I am not trying to put you on the spot. I thought you 
might have that information. 

Dr. Groner. I understand that and I am not trying to dodge the 
question. 

Mr. Foranp. I think that is all I have to ask right now. 

Are there any questions? 

Mr. Baxer. Dr. Groner, do you have any figure or statistics whether 
accurate or fairly accruate, to show what percentage of patients, a 
of now, pay for hospital services out of some form of health insurance 
or out of their own resources? 

Dr. Groner. I could get those figures for you. It is between 70 and 
76 percent. 

Mr. Baxer. Those pay out of insurance funds? 

Dr. Groner. Yes, sir; 70 to 76 percent. 

Mr. Baxer. That is roughly three-quarters. 

Dr. Groner. Yes, sir. 

Mr. Baker. They pay out of some form of voluntary insurance! 

Dr. Groner. Yes, sir; either Blue Cross or other commercial typ? 
of insurance. 
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Mr. Baxer. Someone gave the figures the other day that three 

eople out of four have it. 

Dr. Groner. I do not want to mislead Niger These are people who 
are covered, but not necessarily that the bills are paid in full. 

Mr. Baxer. I meant, of the individual patient; roughly three- 
fourths of them do pay out of some form of insurance plan. 

Dr. Groner. Yes, sir. 

Mr. Avcrr. I was interested in pages 7, 8,and 9. The three reasons 
you gave for feeling that this bill would have a bad effect—and you 
mentioned first an irrevocable step; and second, the fact such abuse 
might result from the bill; and third, that the program might then 
almost necessarily be extended to all others. 

I want to commend you for this because I have the uneasy feeling 
that when we members recognize the problem—and there are many 
problems we have to solve—we immediately think if we pass a Federal 
law this will automatically solve the problem. 

Before this committee—and in your testimony—you answered the 
centleman from Rhode Island that more time is needed. I know 
sometimes we get impatient and want to solve these problems, for- 
getting that if we pass a Federal law it may not change the time 
schedule at all. 

My quesion is, Do you not believe that a solution can be found just 
as quickly without the passage of this bill through voluntary pro- 
grams if we continue to apply the same effort that is being applied 
by those who believe we ought to have this Federal insurance ? 

‘Dr. Groner. I believe, Congressman Alger, that the voluntary sys- 

tem has made tremendous strides. I am quite encouraged over what 
it has done in the past 12 months, I think we said in our testimony 
that this bill has stimulated it. 

I think it is entitled to an opportunity to see what it can do. 

Mr. Avcer. And the voluntary programs may very well solve the 
problems that need to be solved? 

Dr. Groner. Yes, sir. 

Mr. Atcer. I do not think, from the witnesses I have heard this 
week here, that we have been given any proof at all that people are 
not getting medical attention for lack of money. In fact, I am 
learning to the contrary. 

Are you aware of many cases of people who are refused hospital 
care or medical service because of their lack of ability to pay? 

Dr. Groner. I am not aware of such. 

Mr. Arcer. And you represent the hospital folks? 

Dr. Groner. Yes, sir. 

Mr. Acer. Let me ask you something else. What recourse would 
the hospitals have if the social security administration refused to 
certify them or refused to grant them payments under this bill? 

Dr. Groner. This is obviously one of our real concerns. I know 
of no recourse under this bill. I do not know whether it is even 
taken care of in this bill at all in that respect. 

Mr. Atcer. This could have a serious financial effect. 

t. Groner. Yes, sir; as medical care has in some instances. 

Mr. Arcer. You mention in your statement the Federal Govern- 
ment acting as the arbiter of costs, on page 17. Is it not true that 
the Federal Government, necessarily by this bill, will have to become 
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arbiter of all expenses in medicine with respect to doctors’ fees, medi- 
cines, hospital fees, and so forth? 

Dr. Groner. This is one of our points; and, obviously, they ar 
going to be budgeting the matter of costs, which we think. undoubt- 
edly, would affect the quality of care. 

e think they wha have to eres costs. We think they would 
have the obligation to do it and this would in turn result in a lessen. 
ing.of uality of care. 

; ER. That is as compared to the voluntary arrangement as 
now enjoyed? 

Dr. Groner. I would like to add one word to what I said a moment 
ago. I do feel that providing insurance would add to the utilization, 

Mr. Auerr. And is added to it? 

Dr. Groner. Yes, sir; in the retired age group. 

Mr. Auger. Thank you, Mr. Chairman. 

Mr. Foranp (gresilling). Are there any further questions? 

If not, we thank you very much. 

The next witness is Miss Julia C. Thompson. 

Will you come forward, please ? 

For the purpose of the record, will you give your name, address, and 
the capacity in which you appear? 


STATEMENT OF MISS JULIA C. THOMPSON, WASHINGTON REPRE- 
SENTATIVE, AMERICAN NURSES’ ASSOCIATION 


Miss Tuompson. I am Julia Thompson, Washington representa- 
tive of the American Nurses’ Association. The American Nurses’ 
Association is the national organization of over 190,000 registered 


professional nurses in 54 constituent State and Territorial associa- 
tions. 

Mr. Foranp. You are recognized for 15 minutes. 

Miss Tuomrson. The American Nurses’ Association is the national 
organization of over 190,000 registered professional nurses in 54 
constituent State and Territorial associations. As one of the pro- 
fessional groups deeply concerned with providing health care for 
the American people and as the largest single group of professional 
persons giving that care, we welcome this opportunity to present our 
views on the proposal before this committee. 

In the interest of society at large, and in, the interest of its mem- 
bers, the American Nurses’ Association has supported the Social 
Security Act and extensions and improvements in the contributory 
social insurance which it provides. In 1956, the ANA supported the 
eligibility of insured individuals over 50 years of age for disability 
benefits and at the same time supported the proposals for lowering 
the retirement age limit for women to 60. 

The American Nurses’ Association now supports the extension of 
contributory social insurance to provide health insurance benefits for 
the beneficiaries of olds na survivors, and disability insurance. The 
position of the ANA on the measure before you can best be stated by 
reading to you a resolution, approved by the ANA house of delegates 
at its ocnvention in June 1958: 


Whereas necessary health services should be available to all people in this 
country without regard to their ability to purchase ; and 
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Whereas prepayment through insurance has become a major and an effective 
method of financing health services ; and 

Whereas certain groups in our population, particularly the disabled, retired, 
and aged, are neither eligible nor able to avail themselves of voluntary health 
insurance: Be it, therefore, 


Resolved, That the American Nurses’ Association support the extension and 

the improvement of the contributory social insurance to include health in- 
surance for beneficiaries of old-age, survivors, and disability insurance; and be 
. onl That nursing service, including nursing care in the home, be in- 
cluded as a benefit of any prepaid health insurance program. 
The benefits of modern medical science should be available to all citi- 
zns of this country. Health services which are essential to social 
well-being are expensive and likely to become more so in the years 
ahead. Without insurance protection against the costs of illness, the 
disabled, retired, and aged must often depend on public relief in times 
of sickness. 

As the number of retired aged in our population increases, a larger 
and larger financial burden for their medical care will have to 
borne by the public. Certainly, insurance coverage against the costs 
of illness which may occur after retirement, rh insurance can be 
paid for during the working years, would be less costly to the public 
than tax-supported public relief for health care—a dependency which 
is distasteful and degrading to citizens of this country. 

Insofar as it provides health insurance coverage for beneficiaries of 
old-age, survivors, and disability insurance, ANA supports H.R. 4700. 
However, we wish to point out that health insurance, particularly for 
the aged, should be broader than coverage of the costs of hospital, 
nursing home, and surgical services. 

With the increase in experimentation in outpatient clinics and the 
growth of home-care programs, we believe health insurance should 
cover such care as well. Home-care programs are particularly useful 
for the long-term illnesses of the aged, such as heart disease, cancer, 
arthritis—and the cost to the individual of such care should be cov- 
ered by health insurance. 

Coverage also must include nursing care. Nursing is an essential 
component of modern medical care and must be available if the bene- 
fits of medical science are to be provided for the aged and disabled. 
Beneficiaries of any health insurance should be insured against the 
costs of needed private duty nursing services no less than they are 
insured against surgical costs. Coverage also should include public 
health nursing care in the home as well as nursing home costs. 

An indication of the need for coverage of nursing care received by 
the aged is the amount of such care provided by visiting nurse asso- 
cations. In the District of Columbia for example, during the first 
» months of this year, 35 percent of the nursing care visits of the 
Visiting Nurse Association were made to patients over 65 years of 
age. Yet, according to the 1950 census, persons 65 and older made up 
only 7 percent of the district population. 

A breakdown of cases seen by the Visiting Nurse Association of 
Houston during 1 week in February 1958, shows that of the 366 nurs- 
ing visits made, 272 were made to persons 60 years of age and older, 
and 195 of these were to patients 70 and older. 

The Visiting Nurse Service of New York reports that in 1958, 
Persons 65 years of age and older made up 25 percent of the patients 
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of the VNA of New York and the VNA of Brooklyn. These older 
patients received half of the 485,000 visits made by the nurses of 
these two agencies. 

We cite these examples merely as an indication of the extent of 
home nursing care needed by aged persons. We believe such car 
will increase as more emphasis is placed on home-care programs and 
care of the chronically ill outside the hospital. 

Recognizing the many problems involved, we urge the inclusion of 
nursing service as a benefit of health insurance for beneficiaries of 
OASDI. The ANA is, at this time, developing principles whieh 
should govern nursing services in prepaid medical care plans which 
we will be anxious to share with this committee or any administrative 
agency responsible for such a plan as soon as the statement is com- 

leted. 
B At this time, we wish to call attention to the poor conditions pr- 
valent in nursing homes throughout the country. To provide a means 
of payment for nursing home care through social insurance will not 
be enough. All groups concerned with meeting the health needs of 
the aged in our population must work to raise the levels of care pro- 
vided in nursing homes, the majority of which are proprietary insti- 
tutions. 

We note that in H.R. 4700 a nursing home to be eligible for pay- 
ment under OASDI, must be licensed according to the law of the 
State in which it is located. Unfortunately, in many cases, such 
State regulation is not adequate to insure safe nursing care in the 
homes licensed. 

Our concern in this matter is obvious, since nursing is the primary 
and largest service offered by these homes, and the nursing profession 
is responsible for standards of nursing practice no matter where 
that practice is carried out. 

To protect both the insurance system and the beneficiaries, pro- 
visions for payment for nursing home services should clearly define 
the type of service to be covered. Every precaution should be taken 
to prevent the financing of substandard institutions through social 
insurance payments. 

We believe that the term “nursing home” should apply only to that 
facility which provides skilled nursing care on a 24-hour basis under 
the supervision of a profesisonal nurse. When a nursing home offers 
intensive and complicated nursing care, requiring professional skil 
and judgment, it must be prepared to employ professional nurses 
to give such service. We urge your careful consideration of the type 
of nursing home care which is to be covered by social insurance. , 

Insurance protection against the financial hazards of illness m 
retirement is not now available to the majority of those persons 
who need it. Neither voluntary nonprofit nor commercial insuranct 
programs offer the needed protection at the cost and method of pay- 
ment possible for those living on a limited retirement income. Ex 
tension of the most universally held insurance, the old-age, survivor 
and disability insurance, would appear to be the most feasible method 
of this coverage. 

his committee must have a great deal of data from many sources 


on the need for health insurance for our growing aged population. 
However, I would like to mention the situation which employees fae 
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in the hospital industry, in which the largest group of our profes- 
sional nurses are employed. oe 

American hospitals employ a total of approximately 1.3 million 
workers. This is more than major industries such as basic steel, 
automobile and interstate railroads. More than one-half of these 
workers are employed in nongovernmental hospitals 

During 1956 and 1957 the Bureau of Labor Statistics conducted 
a study of “Salaries and Supplementary Benefits in Private Hos- 
pitals” in 16 metropolitan areas covering 400,000 full-time hospital 
employees. At the time of the study, fewer than half of these em- 
ployees were covered by pension plans other than OASDI. In one 
city, the number of employees covered by retirement plans in which 
the hospital participated was as low as 21% percent. 

This situation, coupled with the well-known fact that salaries in 
hospitals are low, means that the majority of these employees will 
be dependent, after retirement, on OASDI benefits for their income. 
With the low wages prevalent in the hospital industry and many non- 
professional workers earning less than the Federal minimum, these 
employees cannot save for retirement and will not be able to pay for 
health insurance after their retirement. 

I wish to thank the committee for this opportunity to present the 
views of the American Nurses’ Association on the extension and im- 
provement of the Social Security Act. The ANA will be happy to 
furnish any additional information within the scope of its activities 
which the committee wishes to have. 

Mr. Foranp. Thank you, Miss Thompson, for coming before the 
committee and giving us the views of the American Nurses Association. 

Now may I ask you if your members in approving the principles of 
the Forand bill did so because of their experience regarding the reac- 
tion of patients to the fact that they were unable to pay their medical 
services and that operated as a sort of barrier and interfered with 
their recovery ? 

Miss Tompson. I would believe that that would be true, because 
of the close association that nurses have with their patients and also 
with the experience that the nurses have in public health agencies in 
which they visit in the home, where they find persons who are not 
seeking or do not have medical care because they do not have the 
money to procure it. 

Another element which enters into this is the relatively low income 
of nurses and they, too, have a fear of needing some kind of protection 
when they get to retirement age. 

Mr. Foranp. In your ce are all the people who need skilled 
lursing care getting it today ? 

iss THompson. I believe not. I am quite sure that in the nursing 
omes they are not receiving that care. I know that there are many 
hospitals who feel that they need more nurses on their staffs. 

Mr. Foranp. There is definitely a shortage of nurses too. 

iss THompson. That is correct. 

Mr. Foranp. I found that out when my wife was in the hospital 
months ago. 

Miss Tompson. We are trying to increase that too. 

. Foranp. I want to commend the nurses who are working. I 
found that there are any number of them who cannot put in full time 
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because of family reasons and yet work by the day, 1, 2, or 3 days 
a week. I am told by some hospitals that if it were not for that t 
of willing worker they would not be able to operate the hospital, 
I know others who, instead of working an 8-hour shift, are working 19 
hours to help fill the need. 

Thank you very much for the information you have given us, 

The Cuarrman. Any further questions of Miss Thompson? 

Mr. Acer. Miss Thompson, you are aware I am sure of the testi. 
mony that was presented to us that members of the medical profession 
and the gentleman just before you of the American Hospital Associa. 
tion testified to us that ae ah § care and hospital care have been pro- 
vided people even though they are unable to pay it. You are aware 
of that statement made to =f 

Miss THompson. Yes. 

Mr. Aucer. Now is there any danger or is there any uncertainty 
or concern in your mind that by too hastily adopting Federal con- 
at we might limit, delay, or even stop the growth of voluntary 

ans 
. Miss Tuompson. I think I might answer your question this way, 
in saying that our major concern is providing health services for peo- 
» and that as we study this issue and look at it from all sides we 

ave found that there is no way in which certain groups in our popula- 
tion can now receive insurance coverage and that this method at this 
time seems to be the most feasible one. 

Would that answer your question ? 

Mr. Axcer. I appreciate what you say. I want you to know that 
it is possible that some of us believe that there might be even a greater 
benefit to our entire Nation by relying on community services plus the 
voluntary programs. I do appreciate your testimony. 

Do you feel there is any inequity at all in proposing a compulsory 
tax on many people who won’t want this type of service and yet would 
have to pay for it? 

Miss THompson. Mr. Alger, I believe that the majority of people 
are now making some contribution through taxes which supply public 
assistance and medical care to persons, so I don’t see there would be 
problem there. 

r. Auger. This would involve additional and new taxes. 

Miss THompson. But as we increase the coverage for health care 
under this program we could cut down the public assistance, the money 
that is eu for medical care under public assistance. 

Mr. Acer. You understand what I am asking. We are going to 
force people to pay for this. Many will not want it but they will be 
Pweg to pay. Does that seem at all inequitable to you? <u 

Miss Toompson. No. I don’t think I would make a comment sim: 
lar to the one that Mr. Cohen made earlier this afternoon ; that in many 
employment situations you are faced with certain factors or conditions 


of employment which will take certain amounts of money out of you &, 


salary whether you wish it to be taken out or not. That is one of the 
conditions of employment. 

Mr. Arcer. Thank you. 

The Cuamman. Any further questions of Miss Thompson? 

Again we thank you for bringing to the committee the views of the 
American Nurses iation. | 
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Miss Tuompson. Thank you, Mr. Chairman. 
The CuarrMAN. Our next witnesses are Dr. Besdine and Dr. 
Friedrich. 
Will you gentlemen identify yourselves for the record by giving 
your names and address and capacity in which you appear? 


STATEMENT OF BERNARD J. CONWAY, SECRETARY, COUNCIL ON 
LEGISLATION, AMERICAN DENTAL ASSOCIATION 


Mr. Conway. I am Bernard J. Conway, Chicago, Ill. I am secre- 
tary of the American Dental Association Council on Legislation. 

r. Besdine, because of sickness beyond his control, is unable to be 
here this afternoon. I request, Mr. Chairman, that his statement be 
inserted in the record at this point. 

The CHairmAN. Without objection, it will be included in the record 
at this point. 
(Dr. Besdine’s statement follows :) 


STATEMENT OF THE AMERICAN DENTAL ASSOCIATION 


Qn H.R. 4700, a bill to provide hospitalization and surgical benefits under the 
0.A.8.I. title of the Social Security Act before the Committee on Ways and 
Means, U.S. House of Representatives 


Mr. Chairman, members of the committee, I am Dr. Matthew Besdine of Brook- 
lyn, N.Y. I am a member of the American Dental Association’s Council on 
legislation. With me are Dr. R. H. Friedrich, secretary of the Association’s 
Council on Dental Health, and Mr. Bernard J. Conway, secretary of the associa- 
tion’s council on legislation. 

We are here today to present the American Dental Association’s views on 
HR. 4700 which has as its purpose the inclusion of health care benefits within 
the 0.A.8.I. title of the Social Security Act. The American Dental Association 
believes firmly in and has adopted as a part of its official policy the principle 
that “dental care should be available to all regardless of income or geographic 
location.” Over the years, and to an ever-increasing extent during the last two 
decades, the majority of the programs and activities of the association and its 
re and local subdivisions have been dedicated to the accomplishment of this 
objective. 

The dental profession is fully aware of the dental care problems not only of 
aged people but of people in other segments of the population as well. Organ- 
ied dentistry is working vigorously, as are other voluntary organizations, to 
find the solutions for these problems. 

At the present time there is no assurance that the introduction of a drastic 
ind irreversible system of federally sponsored health care such as that proposed 
in HR. 4700 will produce the desired result. On the contrary, there is much 
evidence that it will not. Much additional exploration is needed before the 
Government will be justified in embarking upon a venture so costly and so un- 
certain. This is not to say that the American Dental Association is opposed to 
all forms of Government participation in programs to increase the availability 
ot health care. In the field of dental health, the association supports vigorously 
many Government programs, At the same time, it is believed that the primary 
tsponsibility should be left to private individuals and agencies. 

The association’s house of delegates last year adopted a statement of policy 
ior specific application to H.R. 4700 and similar bills, a copy of which is offered 
or the record. This policy recognizes that there are areas in which the Gov- 
ment has a responsibility to act and others in which it is justified in acting 
provide health care or financial support of health care for certain segments 
Mf the population. These segments include, of course, military personnel, vet- 
rans, and others toward whom the Government bears a special responsibility 
ta special relationship. Also included are the needy, whether or not they are 


mong the aged. Beyond this, the association is convinced, the Government 
ould not go. 
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It should be emphasized that the association’s conclusions regarding H.R, 47) 
were reached only after thorough deliberation and study of all the considerations 
involved including, specifically, the plight of aged persons who may not, y 
the present time, be able completely to bear the costs of adequate healt, 
care. In full recognition of the fact that deficiencies may exist in the ayaj. 
ability of health care for some of our older citizens, the association is convince 
that H.R. 4700 does not provide a practical or desirable solution to the probley: 
the association is equally convinced that there are other, more efficient, mor 
economical programs which can and should be expanded to meet the problem, 

Dr. Friedrich will present the remainder of our statement, after which ye 
will be glad to answer any questions. 


AppENDIX—AMERICAN DENTAL ASSOCIATION Policy ON Foranp 
(H.R. 4700) 


Resolved, That the plan for providing personal health care benefits to OASI 
beneficiaries within the Forand proposal (H.R. 4700) and similar bills is in 
conflict with the association’s principles governing Federal support of personal 
health care programs; and be it further 

Resolved, That the council on legislation apply the following restatement of 
principles to testimony on the Foralnd plan and similar proposals: 

1. The American Dental Association has recognized that the Federal Govern. 
ment may justifiably provide health care, or financial support for health care, 
of persons within the following categories: 

(a) Persons in military service for whom the Federal Government bears a 
direct responsibility. 

(b) Veterans of military service to the extent that their dental disorders 
are directly attributable to their military service. 

(c) Indigent persons through grants-in-aid in support of local and State wel- 
fare health programs. 

The association is opposed to Federal financial support of personal health 
services for other segments of the population. 

2. The association is opposed to the use of the OAST program as a device for 
financing personal health care for the following reasons: 

(a) There is no evidence that OASI beneficiaries, as a class, are unable to 
finance their own personal health care. 

(b) Those OAST beneficiaries who are unable to finance their personal health 
care can be provided for within the local and State welfare health programs 
supported by the existing Federal grants-in-aid contributions. (This is already 
being done, and to an increasing extent under the 1956 expansion of the Federal 
matching grant program for the health care of public assistance recipients.) 

(c) With increasing pressures to have the Federal Government bear greater 
portions of the cost of personal health care from Federal taxes, there is a strong 
probability of an equal reaction against Federal expenditures for public health 
and research activities. The Federal Government has a long way to go in thes 

elds. . 

3. The Forand plan and similar measures, in effect, require that participating 
practitioners subscribe to fixed maximum fee allowances. Experience in most 
Government programs of this type illustrates that the following takes place: 

(a) The Government soon determines that it cannot afford the realistic cost 
of the services offered to beneficiaries of the Government plan. 

(b) The cost of service is, therefore, held down, or even reduced, at the expense 
of those who provide the services; the Government also precsribes limitation 
on the types of services made available to beneficiaries. 

(c) Because the plan is professionally unsound, many practitioners dis 
continue their participation in the program. 

(d) Finally, the quality of care steadily diminishes to the detriment of the 
benefictaries. 

4. The growth of voluntary private health care plans should be encouraged 
by all groups. The program proposed within the Forand plan and similar meas 
ures would, in the association’s opinion, seriously interfere with the development 
of private health plan coverage for the aged and other beneficiaries of the OASI 
program. 

— by the house of delegates, American Dental Association, November 
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Mr. Conway. Before calling on Dr. Rudolph Friedrich to present 
our statement, I should like to indicate for the record that the Amer- 
ican Dental Assoication represents about 85 percent of the 120,000 

racticing dentists in this country, that the association is opposed to 
HR. 4700, the Forand bill, and that a copy of the policy statement 
adopted by our 1958 house of delegates is attached to Dr. Besdine’s 
statement. 

[ask that also be inserted in the record. 

The CuarrMAN. Without objection, it may be done. 

Mr. Conway. Mr. Chairman, I would like to turn the presentation 
over to Dr. Friedrich. 

The Cuarrman. Dr. Friedrich, you are recognized. 


STATEMENT OF DR. RUDOLPH H. FRIEDRICH, SECRETARY, COUNCIL 
ON DENTAL HEALTH, AMERICAN DENTAL ASSOCIATION, 
CHICAGO, ILL. 


Dr. Frrepricu. Mr. Chairman, and members of the committee, I 
am Dr. Rudolph H. Friedrich of Chicago, Ill., secretary of the Coun- 
cilon Dental Health of the American Dental Association. 

Purpose of the bill: H.R. 4700 would introduce a system of fed- 
erally financed health care for all persons eligible for OASI benefits 
under the Social Security Act. The hospital, nursing home, and 
surgical benefits specified in the bill would be provided to eligible 
persons without regard to whether such persons were retired from 
gainful employment and without regard to their financial needs. 
The program would be administered by the Secretary of Health, Edu- 
cation, and Welfare, who would be responsible for, among other 
things, the negotiating and making of agreements for health care 
services with hospitals, nursing homes, physicians, and dentists 
throughout the entire Nation. Dental care would be limited to oral 
surgery performed in hospitals, and emergency oral surgery per- 
formed in a dentist’s office. 

Interest of the dental profession: Although it is recognized that 
dental care is a small part of the total health care benefits specified in 
H.R. 4700, the bill has far-reaching implications for members of the 
dental profession as well as others interested in the Nation’s health. 
There is always the real possibility that once a program of this kind is 
enacted, it will be extended progressively to include comprehensive 
care for large and larger segments of the population. 

Accordingly, the j Dental Association is concerned both 
with the dental aspects of the bill and, more importantly, with its 
broad implications regarding the future roles of voluntary groups and 
the Government in providing health care to the American public. 

Traditionally, the Government has not and should not assume a 
major role in the provision of health care to the public-at-large. Up 
to now, its direct participation has been limited to those situations in 
which there has existed a responsibility for or special relationship 
between the Government and the beneficiaries. Such a responsibility 
or relationship exists, of course, between the Government and needy 
individuals covered under public assistance programs or between the 

overnment and its military personnel or veterans who are debilitated 
as a result of military service. 
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H.R. 4700, however, represents a concept that is a marked depar. 
ture from previous policy. That proposal would place the Gover. 
ment in the position of providing health services to a large seg. 
ment of the population, including a substantial number of persons 
who have no special relationship to the Government and who ar 
not in need of financial assistance. 

It is believed that once the Government embarks upon a program 
of this kind—providing health care to a segment of the general public 
without ceaael to need—it is reasonable to expect that eventually the 
entire population will be included. The dental profession is con. 
cerned that such a consequence is inherent in H.R. 4700 and that it §- 
would be to the ultimate detriment of both the recipients and the §° 
providers of health services. 

Simply, and frankly, the dental profession is greatly disturbed 
over the very real probability that programs of the type embodied in 
H.R. 4700 may be extended until the Government becomes the sole 
purchaser of all health services. The doctors of dentistry in this 
country, with good reason, are concerned that under the domination of 
one giant consumer there will be a loss of the independence and in- 
tegrity that characterize and are essential to the acceptable practice 
of any profession. 

As lawmakers, the members of this committee are well aware that 
in industrial life, when one business concern devotes its entire pro Ff, 
duction to one big consumer, the former soon loses its independence F , 
and is placed under the complete dominance of the latter. Ultimately, 
the identity of the purveyor is merged indistinguishably with that of 
the purchaser. 

In the case of practitioners of the healing arts, such a condition 
cannot help but result in an encroachment upon the professional 
judgments that must be made in the best interests of patient care; 
it cannot help but destroy the independence of professional judg- F 
ment that has produced unequaled excellence in dental and medical F 
treatment and care in this country. } 

The dental profession is confident that there are means of putting fF. 
adequate health care within the reach of all those in need, includin 
the needy aged, without resort to a system that we are sure will | 
to a crippling of private professional practice and in turn to a low- 
ering of general standards of health care. 

Needs of the aging: The association recognizes that there may be 
a serious problem involving many of this country’s older people 
The association does not, however, agree with the assumption that the 
number of aged persons unable to meet the costs of their health care 
needs approximates the number who would be entitled to receive 
hospital and surgical care under the provisions of H.R. 4700. 

or does the association agree that the primary need of all aged 
persons is for the kinds of health care specified in the bill. In this 
connection, there is much evidence that many of the problems of the 
aged stem from environmental and social factors rather than physical 
health factors. 

There is a growing belief that it might be highly desirable to initiate 
a broad educationa ees to teach the aging how best to adjust 
to their longevity. Many believe that a prime need of the aged 33 
for ordinary housing, or housing with a minimal amount of attendant 
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care, and that it would be foolhardy to fill the already overcrowded 
hospitals and nursing homes with persons who do not require intensive 
ndcostly hospital and nursing home care. 

Effect of H.R. 4700 on existing facilities: Moreover, there has been 
no finding, to our knowledge, of the effects which inauguration of the 
pending proposal will have upon the availability of health services to 
segments of the population other than the aged. Experience with 
similar plans in other countries clearly shows that where health facili- 
ties and services are provided to persons entirely free of any cost, there 
isa normal tendency toward excessive utilization of those facilities 
and services. 

There is a grave question as to whether existing health care facili- 
ties and manpower can deliver the services envisioned in H.R. 4700 
hand continue, at the same time, adequately to serye the millions of 
eople who are in need of hospital and surgical treatment but who 
do not meet OASI requirements. Are there enough hospital beds, 
' physicians, dentists, and nurses to accommodate the aged in hospitals 
to the extent and in the manner contemplated in the bill, without dis- 
placing others equally in need of care? These questions should be 
answered before rushing headlong into the proposed program. 

Effects on other age groups: In Britain, the national health plan 
dental program was instituted despite the fact that there was a short- 
‘age of dentists; the result has been overemphasis upon treatment of 
‘adults at the expense of the young. 

The first element of a sound dental program is to take care of the 
young age groups where dental diseases can best be prevented and 
controlled. 

Primary interest of the dental profession in the consideration of 
‘dental care programs for any group is dental care for children. In 
| the early and regular care of the deciduous teeth and the first 8 years 
of the permanent dentition, dentistry can make its maximum preven- 
) tive contribution to the oral and general health of the individual. 

Dental care during this period involves a relatively simple and limited 
| scope of procedures which require much less operating time than is 
‘involved in adult care. The cost of providing essential dental service 
for children is, according to present estimates, less than one-half of 
' the cost of providing essential dental service for adults. 

Children’s programs properly administered permit the correction 
of dental defects as they occur and prevent an accumulation of dental 
need. A generation of children who have had good dental care will 
reach adulthood with an appreciation of good dental health and an 
Interest In maintaining their dental health. © 

It follows, too, that their adult dental care will not be a financial 

burden to them. ‘ 
_ With the existing shortage of practitioners, it would seem unwise to 
introduce a program which, by concentrating care on the aged, might 
cause serious imbalance in the availability of care as between age 
groups and result, as it has in England, in a lowering of general dental 
health standards. 

Productive Government programs: It would seem much more pru- 

ent for the Government to make its contribution toward programs 
which eventually would benefit all segments of society. These would 
include, among others, grants-in-aid for construction of dental and 
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medical schools; support for fellowships, training programs, scholar. 
ship programs, and of utmost importance, dental and medical researc) 
projects. 

In the long run the most effective solution to the dental health prob. 
lem lies in the area of preventive dentistry. The association has con. 
— urged the Congress to provide increased funds for dental 
research. It has only been in the last 3 years, however, that realistic 
appropriations have been made by the Federal Government for this 
important purpose. As a result, there is now the beginning of y 
flourishing and productive program of dental research being conducted 
in schools and other institutions throughout the country, as well as 
at the National Institute of Dental Research. The contributions 
which these programs are making toward improvement of the dental 
health of all the people are unparalleled in importance. 

One danger shard in the advancement of proposals such as HR. 
4700 is that the Federal Government will be under such heavy pres. 
sure to finance treatment programs that progress in other fields such 
as research will suffer not only from lack of funds but from the diver- 
sion of manpower from research activities to professional practice. 
This backsliding has occurred in England and could occur here. 

Experience with government programs: It is helpful but not neces- 
sary to look to foreign countries for examples of what usually happens 
when the government engages directly in the provision of health care. 
There are domestic examples close at hand. Ordinarily, there isa 
pattern in these things. First, the Goverment overcommits itself; it § 

romises more than it can deliver. Second, costs are underestimated. 

hird, government fiscal authorities become unhappy. Fourth, appro 
priations are curtailed. Fifth, services and/or fees for services are 
cut—usually by laymen having an eye on the budget rather than on 
adequacy of care. Sixth, many practitioners withdraw from the pro 
gram. Seventh, freedom of choice evaporates. Eighth, quality of 
care degenerates and patient-beneficiaries become dissatisfied and 
disillusioned. 

The Veterans’ Administration program provides a case in point. 

Shortly after World War II, the Veterans’ Administration out- 
patient dental care program was providing treatment to thousands 
of veterans. Almost 85 percent of the care was rendered by dentists 
in private practice under the so-called hometown program. During 
the period between 1947 and 1952, the Congress appropriated, on the 
average, about $35 million each year for the hometown dental pro- 
gram. During this period, nevertheless, there was a progressively 
expanding backlog of applications for treatment caused solely by 
inadequate funds. 

Despite the fact that many veterans entitled to dental care could 
not obtain that care under the hometown program, Congress reduced 
the fiscal 1953 appropriation for hometown outpatient dental care 
substantially, the House Appropriations Committee indicating 1 
its report that “medical and dental fees are too high” (H. Rept. No. 
1517, 82d Cong.). Actually the fee schedule for the Veterans’ Admin 
istration program was significantly lower than fees charged generally 
by dentists. 

For fiscal 1952, the Congress not only retained the appropriation 
for the veterans’ outpatient program at the 1953 level but inserted 8 
rider in the appropriation act limiting the veterans’ entitlement. 
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Finally, with the assistance of the American Dental Association, 
the House Committee on Veterans’ Affairs recommended a revised 
program of outpatient dental care which in effect gave wartime vet- 
erans the right to one series of dental treatment for their service- 
eonnected conditions. This was enacted into law in 1955. 

Necessarily, the civilian dentists who cooperated completely and 
villingly in the Veterans’ Administration outpatient program at its 
onset after World War II became disillusioned and resentful when it 
beeame apparent that Congress was unwilling to appropriate funds 
to provide the dental care to which the veteran was legally entitled. 

i similar sequence of events already is taking place in connection 
with the operation of the Dependents Medical Care Act. 

Summary and conclusions: The association’s opposition to H.R. 
{700 is founded primarily upon longstanding policy that government 
sponsorship of personal health care programs is justified only where 
government responsibility is clearly shown. Additionally, the abuses 
which are seemingly inherent in government-sponsored health care 
programs justify, in the association’s opinion, the intensive opposition 
of members of the health professions to proposals such as that con- 
tained in H.R. 4700. 

This does not mean that the dental profession is unaware of, or 
inattentive to, the Nation’s health problems. As has been noted 
earlier, the most critical need at the present time in respect to the aged 
is for more information concerning the identification of specific health 


| problems and methods for solution. The American Dental Associa- 


tion supported the legislation providing for the White House Con- 
ference on the Aging to be held in 1961. The association is participat- 
ing actively in the efforts to make that conference productive of solu- 
tions to the problems of the aging. 

In addition, the association is participating in and supporting the 
work being done by the Joint Council To Improve the Health Care 
of the Aged which has been established by the major health organiza- 


‘tions to investigate thoroughly the health problems of the aged to 


devise solutions to these problems based upon extensive research into 
the full range of the subject. The recent national conference of this 


/ organization highlighted the impressive work that is underway to 


meet the health care problems of the aging. 

In the dental area, reports were made on operations of home-care 
programs by which the bedridden, chronically ill can be given the 
treatment they require. Formulations of additional plans for similar 
programs were outlined. It was demonstrated beyond question that 
such programs can and are being carried on to an ever-increasing 
extent through private local agencies. More and more attention is 
being given and new methods devised to accommodate the specific needs 
of the homebound or institutionalized patient. These activities are 

ing accelerated in order to keep up with the advancing number of 
people in the older age groups. 

_ We are confident that the needs of the aging will be met without the 
introduction of a program such as that contained in H.R. 4700. 

Accordingly, it is respectfully recommended that this committee 
disapprove H.R. 4700. 

The Cuamman. We thank you gentlemen for bringing to us the 
views of the American Dental Association. We regret that Dr. Besdine 


_ 
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could not be present personally. We appreciate your substituting 
for him. 

Are there any questions of these gentlemen? If not, we thank you - 

Our next witness is Dean Brown. 

For the purposes of this record, Dean Brown, will you give us you 
full name and address and capacity in which you appear? 


STATEMENT OF J. DOUGLAS BROWN, DEAN OF THE FACULTY An 
PROFESSOR OF ECONOMICS, PRINCETON UNIVERSITY 


Dean Brown. Yes, sir. I am Dean J. Douglas Brown, dean of the 
faculty at Princeton University and professor of economics. I appear 


entirely as a private individual. I am not a consultant to any orga. §" 


ization except where they come to me for advice, which is given fre, 
Nor am I a member of any organization which is favorable or w- 
favorable to this legislation. 

The CuHarrman. You are recognized, sir, for 15 minutes. 

Dean Brown. Thank you, sir. 


I have had the honor of appearing before this committee to discus § ° 


proposed legislation on social security on several occasions since |] 
helped plan the original legislation on old age insurance in 1934 and 
1935. I was the Chairman of the Advisory Council on Social Security 
which proposed the basic changes in that program in 1937-38, and was 
a member of the steering committees of the Advisory Councils in 
1947-48 and 1957-58. I am, therefore, deeply committed to and con- 
cerned in the sound evolution of the old age, survivors, and disability § 
insurance program, which has been, apart from teaching and adminis- 


tration at Princeton University, my chief research and advisory asf 


signment for a quarter of a century. 


Each time a new element is proposed for incorporation in the basic F 
old-age insurance legislation, I have considered with great carf 


several test questions which help one to decide whether the new § 
element belongs in the Social Security Act. These include: 

1. Is there a great and growing need for Government action in 
meeting the problem concerned ? 

2. Should such action be by the Federal Government ? 

3. Will the people support such action, and be willing to pay the 
costs ? 

4. Is the social insurance mechanism the best available to accon- 
plish the purpose ? 

5. Can effective administrative machinery be developed within the 
social insurance mechanism ? 

6. Are the people and the Government ready to take another step 
in the enlargement of the social security program, or should this 
await further consolidation of existing operations? 

The inclusion of hospital and associated health services for the aged 
beneficiaries within the social security program is not a new and sud- 
den proposal. It has been studied long and carefully. I might say, 
in my statement, I am talking on the basic principles and not the de- 
tails. I had the privilege last winter of reviewing the draft of the 
excellent report of the Secretary of Health, Education, and Welfare 
on the subject while it was being prepared. I have reached firm 
conclusions on the answers to the questions outlined, 
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1. There is a great and growing need for Government action in 
assuring adequate hospital and associated health services for the 
aged population of the United States, Of that I am convinced. 
Longer life beyond three score and ten brings with it many illnesses 
which earlier deaths formerly foreclosed. ‘These illnesses are often 
more serious and protracted than those of youth and middle age. 
They are not only a cause of personal impairment, but a great source 
of financial insecurity and haunting anxiety because of their uncer- 
tainty and their heavy toll in a time of sharply increased costs of 
‘medical care. 

Further, few people can, as self-sufficient individuals, make sure 
that they are prepared for the fortuitous dimensions of health costs 
‘inoldage. For the great majority of wage earners reaching old age, 
‘neither personal savings nor private insurance can provide adequate 
protection against sudden and serious drains. Private health in- 
surance, Which I have studied with great care—in fact am a group 
member of both Blue Cross and Blue Shield—works well for those 
still employed and earning regular wages. Health costs in old age 
are, however, not a current risk, but a life risk, which the person al- 
ready old cannot normally bear out of his sharply reduced income, 
even if then averaged by insurance methods. 

Unless the Government establishes some mechanism for meeting 
the life risk of health costs in old age during the whole of working 
life, millions of American citizens will become dependent in time 
of serious illness upon the charity of the State or the community, or 
the charity of the medical profession. We owe a great debt to the 
medical profession of this country, but, with the rapid increase of 
our aged population, we should not, and do not, want to make that 
mega profession assume an obligation which all of us should 
share, 

2. Governmental action in meeting this problem should be that by 
_ the Federal Government. Since life earnings should bear the cost of 
_ health care in old age, then earnings should bear the cost wherever and 
whenever the eventual beneficiary has been employed throughout life. 
We are a mobile people. A wage earner in New York or Illinois to- 
day may become ill in Florida or California in his declining years. 
| Only the Federal Government can effectively protect us through con- 
tributory mechanisms for bearing life risks. Our old-age insurance 
system was founded on that sound and unchallenged premise. 

3. The people of the United States will, I am convinced, support 
such Federal action and be willing to bear the cost. We have tested 
them time and time again in various other social insurance programs. 
It is, of course, the responsibility of Congress to make its determina- 
tion on this point. I offer my conclusion as an economist who has long 
specialized in this area of public policy and who, at the same time, is 
continuously responsible for the welfare of a thousand articulate in- 
etal —meaning the professors at my university, both active and 

ired. 

4. The social insurance mechanism is the best available to accom- 
ceo this purpose. The provision of benefits in kind in the form of 

ospital and associated health services in old age under the OASI sys- 
tem is essentially “insurance within insurance.” A particular level 
rate of benefit, established at retirement, does not meet the variable 


a 
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but insurable risk of heavy health costs. Insurance, in general, is an 
ideal mechanism to average such costs. Social insurance is an idea] 
mechanism to average and support such costs over the whole earning 
lifetime of the potential enellahdsy. On this point, I can speak with 
conviction based on a lifetime of study. 

5. I am convinced, also, that effective machinery can be developed 
with our social insurance mechanism, the OASI system, to administer 
the proposed program. In 1936, on behalf of the U.S. Government, I 
studied the administrative operation of most of the European social 
insurance systems. Several foreign administrators then doubted our 
ability to handle the size of operation we were planning in the United 
States. They have long since taken over a great many of the methods 
we developed. Administering large-scale industrial, financial, and 
service operations seems to be a special genius of the American people. 
We have learned how to gain the advantages of efficient administra- 
tion of vast coordinated procedures and, at the same time, give in- 
dividual attention to the individual beneficiary of such procedures, 
whether it is putting gas into your car or cashing a check at one’s 
bank. Social insurance is no exception. The OASI system has done a 
grand job. I have been very close in watching it. I have been on re- 
view councils where we have thoroughly put them to the test. It has 
the capacity to take on further activities involving new but soluble 
problems, not only internal to itself, but in coordination with many 
additional service agencies. 

6. Finally, I firmly believe that the people are and the Government 
should be prepared to take this additional step in the enlargement of 
the OASI system without delay. The need of our older citizens is 
clear. It will not decrease, but grow. The roles of the Federal Gov- 
ernment and the OASI system are clear. Administrative machinery 
ean only be developed on the basis of legislative authorization and 
direction. Appeals for caution will not diminish. I may say, paren- 
thetically, I have listened for the last 10 years to many of the same 
arguments I have heard today. Appeals for caution will not diminish 
if they are really based on stubborn opposition to the concept of social 
insurance. I am convinced that the American people have accepted 
that concept and will support the sound enlargement of its applica- 
tion. They have been most fortunate in the great interest and con- 
cern evidenced by this committee for a quarter of a century in con 


structive social insurance legislation. I know that their continuing § ™ 


confidence in its interest and wisdom is not misplaced. 

Thank you, sir. 

The Cuarrman. Mr. Brown, we appreciate your coming to the com- 
mittee and giving us your own thinking on this matter. We doubly 
appreciate your taking time from your otherwise busy schedule to do 
so in view of the long experience you have had in this field. Iam 
sure that the members of the committee join me in expressing thelr 
appreciation. 

re there any questions ? a 

Mr, Foranv. Dean Brown, I join with the chairman in expressilg 
thanks to you for your taking time out to come here, particularly with 
the type of background that you have with relation to the Social 
Security System. I followed your statement very, very carefully. 

Do you think that governmental action in this field of the kind I anf 
suggesting would lead to governmental control of medicine? 


| 
v 
ti 
Je 
1 
—: 
P 
is 
th 
te 
W 
al 


iS an 
ideal 
ning 
with 


oped 
Lister 
nt, I 
social 
1 our 
nited 
thods 
and 
“ople. 
istra- 
in- 
lures, 
one’s 
one a 
re- 
has 
luble 
many 


\ment 
nt of 
ans is 
Gov- 
‘inery 
n and 
yaren- 
same 
Linish 
social 
epted 
1 con- 
1 
nuing 


> COM: 
joubly 
to do 

I am 
- their 


essing 
y with 
Social 
lly. 

1 I am 


BENEFITS FOR OASI BENEFICIARIES 375 


Dean Brown. I do not, sir. I feel that there are very adequate pro- 
yisions possible to disassociate the practice of medicine from the 
fnancing of the risk of need of medical care. 

Mr. Foranp. That is what we are doing in this bill. 

Dean Brown. Exactly, sir. I think one of the confusions that my 
respected colleagues in a sister humane profession have is not to dis- 
associate the financing of costs from the practice of a profession. 

Mr. Foranp. I know you have had an opportunity to evaluate the 
actuarial estimates of the Social Security Administration for a long 
period of time. A spokesman for the Department of Health, Educa- 
tion, and Welfare has indicated that they believe that Federal health 
benefits for the aged can be soundly financed. , 

On the basis of your experience and in the light of the views of the 
spokesman for the Department, do you have the fears expressed by 
the American Medical Association that Federal health benefits may 
jeopardize the financing of the Social Security System ¢ 12. "ts 

Dean Brown. I do not, sir. I feel that the actuarial determinations 
which have been made repeatedly since the old-age system has been 
developed are entirely adequate to protect the system now and with 
the addition of other services to the American people. 

We have developed elaborate and effective actuarial methods which 
will be as effective in that as in any other area, it is my belief. 

Mr. Foranp. Now the American Medical Association News of July 
13 says that the future expense of the Forand bill would be stagger- 
ingly high and could jeopardize the retirement security of millions 
who depend on social security. Could you comment on that? 

Dean Brown. I do not believe that is at all a correct estimate. I 
think, sir, what is often in such sweeping statements is a lack of pro- 
portion; that is, the health costs of the American people are high and 
will always be high in absolute figures. In the handling of old-age 
insurance, the administration and the country are handling an im- 
mense mechanism, but we are handling it effectively with low admin- 
istrative cost and with a total cost, relative to the production of the 
country, which is entirely reasonable. 

I feel that the American people have a right to decide what pro- 
portion of their income shall go to automobiles, trips to Florida, edu- 
cation, or health. I am sure that a wise determination of that propor- 
tion should not be staggering, even though the absolute figures have 


| Many zeros after them. 


Mr. Foranp. So does our population figure. 
Dean Brown. Yes, and our productivity figures, sir. But the thing 


| that concerns me and has for 25 years is the increasing balance of our 


age population. We must expect, especially those of us ourselves who 
ire approaching that time, that we will be a part of a vastly larger 


_ Proportion of the American population so that the Government of the 


United States and all other agencies must expect to deal with a much 
larger proportion of aged persons. That is the reason why we needed 


| the old-age insurance system. That is the reason why we now need 


to take steps to help us to meet the peculiar health problems of people 


| Whose income is reduced because they are old, but whose medical needs 


are increasing because they are old. 
Mr. Foranp. We applaud the medical profession for the great prog- 


tess which has been made which has resulted in the longer span of life 
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for our people. Now we are trying to find a way to keep well and 
happy those people that the medical profession has kept alive. 

Dean Brown. And with the recognition that there are certain or. 

ranic diseases like cancer, heart disease, and others which are incurred 
by the fact that we get older and often require much more time in care 
and much more costly care. 

I must say, most of all, the anxiety of the old people of this country, 
after they have performed effectively in helping this country grow 
great, that anxiety is something I feel we must avoid. 

Mr. Foranp. Thank you very much. 

The Cuarrman. Mr. Mason. 

Mr. Mason. Dean Brown, as a fellow teacher, although one who 
has retired for the last 20-odd years, I find in following your paper 
here that you have answered the first five questions with an emphatic 
yes, but your sixth question: Is the Government ready to take an- 
other step? You did not answer that with an emphatic yes. You 
just said it ought to be. 

Dean Brown. I did not want to presume, sir. I have a very high 
regard for the position of this committee in that respect. 

Mr. Mason. We have had testimony from the Government itself 
saying we are not ready to take on this job. Now what are we going 
to do about that ? 

Dean Brown. Mr. Congressman, I must say that I was surprised 
to read the testimony of Monday, because I have worked long with 
various people in high places in Government, but I must respect 
their right to make a political decision. 

Mr. Mason. It isa political decision ? 

Dean Brown. I think everyone in the Government has to recognize 
political considerations. 

Mr. Mason. Dr. Brown, I had the privilege of addressing an edv- 
cational group in Illinois about a year or so ago on their 75th birth- 
day, their diamond jubilee, as they called it, and when I did of course 
I did some work and had the Congressional Library do some research. 
And I discovered that 75 years ago the average life expectancy in 
America was 58 years and today, or at that time, it was 70 years. 
Now of course you have made the point that we have to take care 
of those old fellows, and I am in that class, myself, because I am past 
the diamond jubilee. 

I am just beginning to wonder now, if the Government is not ready 
to take this over, why we should force it on them until they get 
ready. Our job is to sell it to them and have them get ready to take 
it over, is it not? ee 

Dean Brown. Sir, as I said, I have great respect for the position 
of this committee since I believe that all social security legislation s 
initiated here. I am looking to you, sir, as a part of the Government. 

Mr. Mason. You want me to initiate or help initiate this program! 

Dean Brown. I do, sir, most respectfully. 

Mr. Mason. Well, my feelings are just in the other direction. | 
had to go to work when I was 14 and I could make my own way. 
guess if I had to have doctors’ care and hospital care I could take 
care of it. 

Dean Brown. I don’t think all of us are as fortunate as that. 
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| and Mr. Avcer. Dean Brown, since we wear the same school tie, I 


guess I have a little closer relation in one sense. It strikes me as 1 


nor: & listened to you I had a difference with my old prof. I mention the 

irred § fact that Princeton has produced a lot of interesting folk, like 

‘care  Mennen Williams and Adlai Stevenson. So I don’t suppose it fol- 
lows because we enjoy the same university that we necessarily have 

ntry, § toagree. I have read your statement as carefully as I could. I have 

grow & been interested in the give and take here in the discussion. I was 
interested in the remark you just made in answer to the gentleman 
from Illinois. 

You mentioned the fact you recognized it was a political decision 
who § after all and you thoughtfully reserved judgment because this deci- 
paper # sion was up to the Government. Let me ask you this question: Do 
hatic F you believe that medical decisions, or business decisions of this type, 
e an- § are best decided by private interests or by politicians? 

You § Dean Brown. I believe the medical profession has exactly the same 
problem as the academic profession has. We believe in academic free- 
high § dom. But at the same time we believe there must be means of financ- 
ing education in order to have academic freedom. I feel that the 
itself § medical procession faces that same issue and, I may say to many of 
voing § my best friends who are doctors, they face the problem of diasso- 
ciating, intellectually, professional freedom from the particular de- 
rised § vice of private financing. And that is the confusion we will need to 
with § clear up and has been cleared up in many particulars. 
spect § Mr. Arcer. I appreciate what you have said. It does not escape 
you under any circumstances that we pass laws here for political rea- 
sons? 
nize ® Dean Brown. I think the only reason _ should pass a law, which 
issound policy, is in reflection of the will of the people. 
.edu- § Mr. Arcer. I did not say sound policy. I always note that before 
birth- § we adjourn every 2 years on election year we increase social security. 
‘ourse This is not just a coincidence. But that is what happens in politics. 
arch. § I merely wanted to be sure you understood when we shift this thing 
cy in & for the first time in this way from the private field to the Federal 
years, §& field it will immediately then become political. 
» care Dean Brown. Congressman Alger, I think the Congress crossed 
1 past & this line when it added medical services to old-age assistance. There 
isnowhere near the sharp line here that is often suggested. When, 
ready § der the old-age assistance program, the Federal Government de- 
y get @ cided that the medical care of the aged was of interest to the people 
> take of the United States through the Federal Government, that was a 
definite decision. 
sition § To my mind, there is just as much reason for shifting from assist- 
jon is § *2ce to old-age insurance in respect to hospital care, which is pecu- 
ment. § liarly heavy and difficult to finance for the aged, as it was to introduce 
vram! if ld-age insurance as a means of relieving old-age assistance. 

Mr. Cohen made a splendid presentation of that. 
ym. I § Mr.Arcrr. Yes. We had some differences, too, of course. 
ry. I Dean Brown. The basic philosophy of those, I feel, who have 
1 take 


worked most on this type of legislation is that, in the case of the 
iged, it is far better to handle the problem by contributory old-age 
Insurance than by old-age assistance, which is relief, in the broad 
sense, Government charity. As Mr. Cohen testified, unless we are 
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able to improve the insurance mechanism by | atone hospital care, 
old-age assistance will become a heavier and heavier proportion of 
the means of taking care of the older person and his family. 

Mr, Acer. You call this contributory. This program is not cop. 
tributory. 

Dean Releeee, It is under the old-age insurance. 

Mr. Arcer. I beg your pardon. This program will immediately 
place free of charge 13 million people without having contributed 
anything to the program. 

an Brown. I think you are making a fine distinction which I 
cannot understand, because I am talking about the contributory old- 
age insurance system whereby the employee, the employer, or in the 
case of the self-employed, alone, contributes overall to the total cost 
of the provision of tren benefit is forthcoming. 

Mr. Atecer. I merely call to your attention that if somebody did not 
understand this system they might accept your contributory remark 
as covering this program. Everybody who is covered under OASDI 
who is over 65 will not have contributed a penny to the program but 
will immediately be subsidized by the Federal Government. 

Dean Brown. That is a basic principle in social insurance and it 
has been respected repeatedly when the benefits under OASDI have 
been increased. That is, instead of going back and asking a person 
to begin contributions again when you change the benefit structure, 
you change it immediately for those eligible, counting on the con- 
tributory help of the younger to help the older. That is the basic 
principle of the old-age insurance scheme. 

Mr. Acer. That may be the reason that some of us find a little bit 
of trouble, 

Dean Brown. May I make an analogy, sir, which may help to 
clarify? I have advised a good many employers on their retirement 
schemes. I know of practically no employer who says, when starting 
a pm, that a person 45, 50, or 60 when he retires, will get no advantage 
of earlier service. That is what you might call an accrued liability 
cana into every private benefit plan which an employee i: 
offered. 

This is, in a sense, what you might call an accrued liability, in 
improving the plan, but it is improving it for the benefit of all. 

Mr. Artcer. How would you define social insurance? 

Dean Brown. Social insurance is that insurance established by 
Government whereby the coverage is not voluntary but is by law and 
where the funds are administered by the Government on behalf of 
the people. There is an element of contract between the citizen and 
the oe. ematry and that contract is distinguished from the condition 
of being merely a citizen. It is that he has contributed to a scheme, 
therefore, over time, he will be the beneficiary of that program. 

Mr. Aucer. Then what happens to the folks who are not under the 
social security program now and who are over 65? 

Dean Brown. I would say that old-age assistance has always been 
considered the device to help people who through their working life 
did not work enough under coverage to be a beneficiary under the 
system. Now the great advantage is that, over time, a greater and 
greater proportion of the citizens have shifted from reliance o 
assistance to reliance on insurance benefits. 
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Mr. Acer. Does there seem to you to be any inequity over the fact 
that many, many people, maybe millions, will be compelled to pay 
into this and don’t want it ? 

Dean Brown. I think, sir, compulsion, as has been discussed before, 
is always a relative thing. If the voters of the United States vote 
to pay a certain income tax, I feel compelled as a citizen to go along. 
In fact, I will get into trouble if I don’t. Now there is a whole 
range of those commonly accepted compulsions of being a citizen of 
acountry which is in the long run concerned with one’s welfare. 

May I repeat, as other witnesses have, this is not merely govern- 
ment. Large employers today, unions today, have elements of com- 
pusion. Why? For the benefit of particiating in those organiza- 
tions, either as employees or as members. 

Mr. Aucer. I appreciate that thought. What you have just said 
tome is a very interesting one from the standpoint of majority and 
minority. Here we have a constitutional system to protect the 
minority and yet you have made a statement as clearly as I have 
ever heard it said that the majority can steamroller the minority. 

Dean Brown. I disagree wholeheartedly, and you know I do. We 
have a Constitution of the United States. We have a Supreme Court 
ina neighboring building which, if the Congress overrides certain 
rights of the individual, will intervene. The Supreme Court of the 
United States has had full opportunity to intervene in the case of 
social insurance legislation. I assisted in preparing the brief defend- 
ing the act. 

Mr. Aucrr. I shall not belabor this, and I certainly have enjoyed 
this. Maybe it is a good thing I got out of Princeton when I did. 

On page 4 you point out that administering a large-scale industrial, 
financial, and service operation seems to be a special genius of the 
American people. I would like to point out to you that my observa- 
tion has been that this is true in private industry. It is not true in 
government, Federal Government. 

Dean Brown. We differ there, sir. 

Mr. Arcer. Thank you, Dean Brown. 

Mr. Mason. I want to make one remark on the Supreme Court 
business. I am hipped on that. The Congress has had to veto at 
least eight times in the last 15 years the decisions of the Supreme 
Court that were based on a misinterpretation of the law. 

The Cuarrman. Dean Brown, again we thank you, sir, for coming 
tothe committee. 

Dean Brown. Thank you very much, sir. 

The Cuarman. Our next witness is Dr. Rubin. 

Please identify yourself by giving us your full name, address, and 
capacity in which you appear. 


STATEMENT OF DR. ABE RUBIN, SECRETARY AND EDITOR OF THE 
AMERICAN PODIATRY ASSOCIATION 


Dr. Rusry. Mr. Chairman and members of the House Ways and 
Means Committee, I am Dr. Abe Rubin, secretary and editor of the 
American Podiatry Association, known from 1912 to January 1958 
as the National Association of Chiropodists. 
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The Cratrman. Dr. Rubin, you will be recognized for 5 minutes 
If you omit any parts of your statement, your entire statement, plus 
material appended to it that you desire to be included in the record, 
will be included in the record. 

Dr. Rusry. I so desire. 

The Cuarrman, It will be included in the record. 

You are recognized, sir. 

Dr. Rusty. In the interests of many of our patients who would be 
eligible for benefits under the proposed legislation, and members of 
our profession, and as an interested lay person, I should like to present 
comment to assist you in the consideration of the legislation being 
proposed to provide health insurance benefits for persons eligible for 
old-age and survivors’ insurance, as per H.R. 4700. 

We, in our association, are not sociologists, economists, or health 
insurance specialists, nor do we have such specialists on our staff, and 
we are, therefore, not prepared to discuss the merit, or lack of, in 
solutions to the problem of providing for the health care of the aged. 

However, I should like to bring to your attention a personal obser- 
vation. 

Earlier this year, in April, I had the privilege and opportunity of 
testifying before a Senate committee regarding legislation being pw- 
posed to provide for Government contribution to personal health 
service benefits for Federal employees and their dependents. While 
attending these hearings, I heard representatives of private health 
insurance companies, physician-sponsored health insurance corpor- 
tions, and labor health service people tell how considerable progress 
is being made in providing for health insurance coverage for retired 

rsons. 

H.R. 4700, unless modified, it seems to me, would prevent the desir- 
able growth of such programs. 

Consideration should, therefore, be given to some mechanism where: 
by old-age and survivors insurance eligibles could elect to retain insur- 
ance coverage obtained before retirement. 

Perhaps instead of providing for direct payment of utiilzed health 
services, disbursement from the proposed old-age and survivors’ insur- 
ance trust fund could be made to eligibles so that they could continue 
their own health insurance, or purchase health insurance through 
established channels, or through a special channel similar to that being 
proposed under H.R. 4700. 

Health insurance premiums paid during working years help to 
provide reserve funds for the later years of the worker when he is 
retired. 

Encouraging the established health insurance channels to provide 
service during retired years will keep down what will otherwise be 
increasingly greater costs of providing health services or health 
insurance service for our aged people. 

The other comment I wish to make concerns “free choice for the 
patient.” 

Because of the shortage of time, I would like to refer you to infor. 
mation I submitted on this to the hearings on social security legisli- 
tion, and especially H.R. 9467, last year, as reported on pages 72% 
736, hearings before the Committee on Ways and Means, House df 
Representatives, 85th Congress, 2d session, on all titles of the Social 
Security Act, June 16, 17, 18, 19, 20, 23, 24, 25, 26, 27, and 30, 1958. 
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Attached is a reproduction of a news item that appeared in a local 
newspaper on June 18, 1959, which illustrates how important the 
podiatrists’—chiropodists’—services are to social security payment 
recipients. 

Members of our profession are legally qualified by licensure, and b 
education and training, to diagnose and treat the human foot by medi- 
cal, surgical, and other means in all the States, Territories, and the 
District of Columbia. 

A very large percentage of our practitioners’ patient population are 
in the older group, and it is extremely likely that they would elect a 
podiatrist-chiropodist to perform a provided health service. The 
present legislation is not clear as to whether or not this would be re- 
imbursable. This right of free choice by the patient should not be 
abridged by legislation, administrative regulations, or contractural 
agreement with an insurance carrier. 

This represents a fundamental philosophy in that the individual is 
insured for health insurance benefits to be provided, and not for who 
shall perform the service. Permitting eligibles to elect a podiatrist- 
chiropodist will not in any way increase the cost of providing health 
service benefits, since the specific service or procedure must be one 
that is provided in any contract or agreement. 

Much effort has been expended to correct inequities, and sometimes 
to reduce hardships, at both Federal and State levels in the field of 


health service benefits. We believe that you will recognize the wisdom 


in preventing this at its source. This can be sured in several ways. 
Three such means are 


A. Requiring that surgical, medical, or other health services 
provided shall be performed by a practitioner legally qualified in 
the State in which he performs such services. 

B. By specifically naming the kinds of practitioners such as 
physician, dentist, podiatrist-chiropodist, et cetera. 
_ ©. By defining physician and/or surgeon for this act to be an 
individual legally qualified in the State in which he practices to 
erform the medical, surgical, or other health service provided 
or in this or similar acts. 

It is our belief that this statement suggests some means and justifies 
our petitioning you to provide that the legislation under consideration 
insure eligibles of their free choice of doctor for benefits provided, and 
that resulting administrative regulations and contracts i likewise. 

It would please me to be of service to you by attempting to answer 
any question you might raise. If I cannot answer your question, I 
will make a note of it and endeavor to provide a satisfactory reply by 
letter to your committee. 

(Attachment to Dr. Rubin’s statement follows :) 


{From Evening Star, Washington, D.C., June 18, 1959] 


Tue GotpEN YeEARS—A Wipow MAKEs IT oN $71.02 aA MonTH 
(By Thomas Collins) 


Here we go again—this time to Sacramento, Calif., where a widow says she is 
living her golden years quite happily on an income of $71.02 a month. This will 
seeiu unreal to many people. 

; The widow is 73. She is getting $71 a month from social security, which is 
Just 2 cents shy of her monthly budget. She also is getting $25 a month from 
ler daughter's husband. She moved to Sacramento last January. 
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The reason this will seem unreal to many is that they have become used to the 
standard of living they can afford. They can see a few areas where they cq) 
do without. They can see items in their budgets they can trim. But you can 
trim a good standard of living down to $71.02 a month. You have to throw the 
whole thing out the window and start over with a new concept of what ap 
economical life is. 

WHY THEY'RE UNHAPPY 


Well-off people can seldom do this when they retire, which is why so many 
of them become disenchanted with what they find. 

“When I came here,” the widow says, “I found a cute little two-room apart. 
ment in a nice residential district looking out on a park with palm trees. 

My monthly expenses are: Rent, $35; gas, $1.39; phone, $3.63; food, $25: 
church, $6. The $25 from my son-in-law goes to pay for the doctor and 
chiropodist, when necessary, and for writing paper, stamps, and laundry. 

“T am well supplied with clothing, and my family gives me gifts of clothing on 
Mother’s Day and Christmas. They insisted on getting me a television set, so | 
have plenty of entertainment from that and my radio. 

“T belong to a senior group in Sacramento, and to a circle at my church * * +” 

Now Sacramento is not a $70 town. It is one of the retirement jewels of 
California. But you can live there for $70. And you can live in Chicago for $70, 
if you readjust your thinking to accept what $70 a month will buy. 

For 7 years I have been traveling to all corners of the country in search of a 
“cheap” place to retire. I haven’t found it, and by now I have come to the con- 
clusion it doesn’t exist. National magazines and network TV and radio are offer- 
ing coffee for the same price in lower Florida as in upper Minnesota. 

There are some differences—heating and clothing costs are less under the 
palms—but the big-ticket items of food, housing, and medical bills are about 
the same. 

Last month I spent some time along the gulf coast between Mobile and New 
Orleans. I found the retired couples living on $250 or so a month no less hungry 
for things they couldn’t have than they are in New Jersey or Kansas. 


HOW IT CAN BE DONE 


There are two ways to beat the situation: 

1. Throw your standard of living out the window and get a fresh one. On 
$200 a month you can’t have a 1957 car—you just can’t. You can’t have fine 
clothes, color TV, trips, golf, theater tickets, and most of the other trappings 
your salary gave you. 

To start out on a new standard of living, which is down to the fundamentals 
the widow in Sacramento has been willing to accept, a new locale where people 
don’t know you—under the palms perhaps—will make it easier. 

2. Move to a rural community. On a farm road, especially in the South, you 
ean get housing cheap. You can get much of your food from a garden and from 
neighbors. There are few pressures to force you into activities that cost money. 
This is possibly the cheapest living in America. But, as compared to Sacramento 
or the city where you live, you aren’t getting much—you’re getting, as always, 
what you pay for. 

Too many people continue to retire with the idea that on an income that has 
been cut 75 percent they can cut a few corners and get by. They can’t. 


The Cyaan. Dr. Rubin, we thank you, sir, for your reporting 
to us the views of your association. 


Are there any questions? If not, we thank you, Dr. Rubin. 
Dr. Rusin. Thank you. 


The CuarrmMan. Our next witness is Mrs. Mayer. 
Will you please identify yourself by giving us your full name, aé- 
dress, and capacity in which you appear a 


STATEMENT OF MRS. VERA MAYER, GENERAL SECRETARY, 
NATIONAL CONSUMERS LEAGUE 


Mrs. Mayer. My name is Vera Mayer, general secretary of the 
National Consumers League, which is located at 1025 Vermont Ave 
nue, in the District of Columbia. 
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The National Consumers League is an organization which has been 
active for 60 years in sg He of legislation to improve working and 
living conditions in our Nation. Prof. Seymour E. Harris of the 
Harvard University department of economics and author of several 
books on social security laws and economics and medicine had ene 
to be able to testify today in person in support of the Forand bill on 
behalf of the league. 

Unfortunately, his schedule could not be adjusted and he has, there- 
fore, sent a brief statement which I would like to read to the com- 
mittee. 


STATEMENT OF SEYMOUR E. HARRIS, PROFESSOR OF ECONOMICS, 
HARVARD UNIVERSITY, AS READ BY MRS. VERA MAYER 


Mrs. Mayer. I am sorry that prior commitments prevent me from 
presenting this statement in person, but I have followed the progress 
of this bill with much interest and admiration for Congressman 
Forand. 

In the process of writing a book on the “Economics of Medicine,” 
I have been especially interested in H.R. 4700. One of the most 
serious gaps in our social security legislation is the absence of adequate 
insurance against medical costs. 

We have made little headway since the 1940’s when national health 
insurance was first seriously discussed by the Federal Government. 
Indeed, we are grateful for the advances made in voluntary insur- 
ance. 

But though most people are covered, the insurance only pays about 
one-quarter to one-third of all medical costs and the low-income 
groups, and notably the old, especially, suffer from inadequate cov- 
erage. 

In fact, the old, beyond 65, are insured only one-half as much as 
others; and yet, their costs are twice as great; that is, they are cov- 
ered only one-quarter as much as the general population. 

One disturbing aspect of prepayment insurance is to be noted. The 
surge in recent years has been especially by the commercial com- 
panies. They are high-cost operations and they are gradually ob- 
taining the cream of the business. For the price charged. they pro- 
vide much less than, say, Blue Cross. 

One of the most troublesome aspects of our economy is the bad time 
distribution of income. In recent years OASDI and private pension 
programs have tended to improve the distribution of income between 
working years and retirement years. 

A sudden deterioration of one-half to three-quarters in income upon 
retirement raises serious and medical problems. These problems are 
greatly aggravated when, as so often happens, large medical and hos- 
pital bills have to be paid. 

It is of some interest that in the late 1940’s such Republican leaders 
as Senators Taft, Ives, and Flanders, supported legislation which 
would have financed comprehensive prepayment insurance has been 
disappointingly slow. Hence, all the greater is the need for a pro- 
gram such as that proposed in the Forand bill. 
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This bill recognizes the need of helping the old pay for their hos. 
pital bills through assessments on them and their employers whe 
they are employed and members of the labor market. 

This bill retlects the fact that medical costs are soaring, and espe. 
cially hospital costs. The rapid rise of medical and hospital costs 
reflects not only the general inflationary conditions, but also the pre. 
sure on hospitals resulting from the rise of insurance, the rise of pay 
of the underprivileged hospital workers—still paid only two-thirds x 
much as the average workers—and the increased services offered by 
the hospitals. 

Undoubtedly economies in the management of hospitals could kk 
made. One important economy could be increased use of nursing 
homes, a trend that might be encouraged by the Forand bill. 

The Forand bill stems also from a realization of the difficulties of 
obtaining insurance for the old. Among these difficulties are the high 
rates when insurance is available because of the heavy incidence of 
hospital care for the old—a rate 21 times that of the general popul- 
tion—the unavailability of insurance to the old under a large percent- 
age of the insurance schemes; the termination of benefits upon retire 
ment. 

It is well to realize that the cost of this program is estimated about 
$1 billion. But this is not a burden on the taxpayer. 

In fact, the employer and the employee share the costs. The pro- 
gram is self-financing, with an increase of rates of one-half to 1 per. 
cent of payrolls. 

It is acoryrid agreed by economists that payroll taxes are borne 
primarily by the workers. That is to say, as the payroll tax is im- 
posed, the employer pays less in regular wages. I have developed this 
theory fully in my 1941 book, “The Economics of Social Security.” 

In short, the Forand bill deserves the support of all those who wish 
this country to improve its welfare program. 

In speech after speech, President Eisenhower, in 1952, announced 
the intention of the Republican Party to advance social security and 
in 1956 he boasted of the advances. I can think of no other area 
where an advance could be made of such importance with so little 
cost to our economy. 

Surely a $450 billion economy can divert a billion dollars per year 
to provide important hospital services to its older citizens, and the 
funds are diverted rather than added. 

The passage of the Forand bill, the spread of comprehensive pre- 
payment medical insurance to which the Forand bill would contribute, 
the permanent disability legislation, improved medical aid under our 
assistance program, provision of Government aid to increase the flow 
of medical personnel, continuation of the Hill-Burton program, all 
of these are facets of an adequate social security program that wil 
help all and especially the old. One serious gap still remains—sick- 
ness insurance, available in only four States. 

The Cuarrman. Does that conclude your statement ? 

Mrs. Mayer. Yes. 

The Cuarrman. We thank you for bringing to us the views of the 
National Consumers League. We are sorry that Professor Haris 


could not arrange his schedule to be here. We appreciate your sub- 
stituting for him. 
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Are there any questions of Mrs. Mayer? 
If not, we thank you. 

Mrs. Mayer. Thank you, Mr. Chairman. 

The CHarRMAN. The next witness is Mr. Dover. 

Mr. Dover, will you identify yourself for the record by giving us 
your full name and address‘ 


STATEMENT OF FLOYD K. DOVER, NATIONAL PRESIDENT, 
NATIONAL SOCIAL SECURITY CLUBS OF AMERICA 


Mr. Dover. Floyd K. Dover, of Portland, Oreg. My office is at 
408 Southwest Second Avenue, Portland, Oreg. 

The CuarrMaANn. You are recognized for 10 minutes. 

Mr. Dover. Mr. Chairman, honorable members of the committee, 
my name is Floyd K. Dover, of Portland, Oreg., national president 
of the National Social Security Clubs of America, Inc., which has 
a membership of a little over 5,000 covering 21 States, the west coast 
being the heaviest in membership. 

We maintain a full-time office with volunteer help—six full time 
and six part time—but, first, permit me to say that our organization is 
anonprofit corporation set up specifically to represent the aged, blind, 
and disabled, on the local, State, and National level, in the same 
manner that veterans’ organizations give to their members through 
their service department, with which we are all so familiar. 

It is also a privilege to have this opportunity to appear in person 
before this committee on behalf of the National Social Becunit y Clubs 
of America, Inc., whose national headquarters are established at 408 
Southwest Second Avenue, Portland, Oreg. 

Many seek medical help: I am also the accredited national claims 
oflicer for the Veterans of World War I, Department of Oregon. 
In this capacity I have three full-time helpers who volunteer their 
work. I bring this matter to the attention of the committee to show 
that I deal almost entirely with elderly people, 95 percent of whom are 
sick and hungry, and all are seeking some type of relief either through 
State public welfare assistance, veterans’ benefits, or social security 
benefits. And in practically all instances at least two Government 
agencies are involved in taking care of one person; in some instances, 
there are three Government agencies involved in supplying the bare 
necessities for one family to barely exist. 

This relief is an extremely expensive method when we must deal 
with more than one Government agency, and even then the sick do 
not get medical and hospital care. We already have a plan in op- 
eration—the Social Security Act—which could and should be amended 
to use as the one agency to care for all of our elderly upon becoming 
eligible for retirement, or in the event of serious illness or total dis- 
ability preventing them from carrying on a gainful occupation. 

Our people are getting sick and tired of being supplemented b 
an old-age State public welfare dole, not knowing from 1 mont 
toanother how much they will receive in their old-age assistance check. 
tis common practice in most States, and it certainly is in Oregon, 
for the State public welfare caseworkers to cut the old-age assistance 
check without first notifying the recipients that a cut would be made. 
In some instances they are cut completely off the rolls without being 
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notified, necessitating an expensive hearing before the State public 
welfare commission and much delay. 

In the last two increases of the social securit passed by Congress, 
the State public welfare cut the old people in their old-age assistance 
the amount increased by the social security, and in many cases took 
off an extra dollar or two. This is only one of the results of a dual 
agency administration. 

A State public welfare system, no matter how good it may be, 
has no place in the heritage and dignity of the United States of 
America, except as a means of temporary relief. Increased social 
eer is the only solution to this problem, with medical and hos. 
vital care. 

; Four-point program presented: The National Social Security 
Clubs of America, Inc., presents the following program that should 
be taken into consideration by this committee, which would pro- 
vide a better standard of living for all our people at retirement or 
anyone who has become totally and permanently disabled. At this 
time I submit to you our four-point program that would require an 
amendment to the law to provide— 

1. $150 for everyone at the age of 60. 

2. Unlimited age for the totally and permanently disabled. 

3. Full hospital and medical care upon retirement, or when 

becoming totally and permanently disabled. 

4, Lower the age of women from 62 to 60 without penalty. 

This amendment will eliminate all dual Government agencies inso- 
far as our retiring aged, disabled, handicapped, and blind are con- 
cerned, who are now partially covered by social security. This 


amendment will also take care of the needy sick who are sorely in 
need of hospital and medical care, and cannot afford to pay the ever- 
increasing prices. Only this past week the hospital rates per day in 
Portland, Oreg., went up from $17.75 to $19.75, and in Seattle, 
Wash., rates advanced to $23.50. I wonder how me of our retired 


people on the present rate of social ‘security or old-age assistance 
can pay such prices for hospital care alone, to say nothing of the 
doctor’s fee and the medicine. I am sure not many. 

Congress must act: If a concerted action isn’t taken by Congress, 
to amend the social security laws to provide medical and _ hospital 
care for the retired and disabled people, sooner or later the people 
will demand socialized medicine, because people as a whole are not 
going to continue to suffer for the lack of medical care when they 
know it can be made available to them. 

Of course, we all know it is going to cost more to reduce the age 
limit on retirement, and at the same time provide medical and _hos- 
pital care, but we expect that. I have yet to meet a single employee 
who would not be willing to pay more into the social security fund, 
while he is earning, if he knew he would be taken care of properly 
when he was ready to retire, or became totally disabled. Most em- 
ployers that I have talked to are in accord with this. 

While the Forand bill, H.R. 4700, does not go as far as our progral 
in providing full coverage in hospital and health insurance in the 
event of serious illness or total disability, and neither does the bill 
call for $150 per month on retirement. Nevertheless, H.R. 4700, the 
Forand bill, has so many good features in line with our program that 
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the National Social Security Clubs of America, Inc., will support 
the Forand bill. 

Three-man rating board needed: In conclusion I wish to make one 
further recommendation of great importance: that a three-man rating 
board be provided for in the Social Security Act in order that a 
fair and just decision may be rendered to the totally disabled who 
must appeal their cases to a referee. In a recent case an applicant 
was denied his disability benefits though it was necessary for him to 
take from 20 to 40 nitroglycerin tablets per day for his heart. He had 
blackouts from one to two times per day, and had been operated upon 
nine times. His own doctor told him he must never again attempt any 
kind of work whatsoever. His total income is $66.15 per month from 
veterans’ non-service-connected total disability pension. 

In order that justice can be rendered to the totally disabled who 
are covered by social security, is for Congress to create by law a three- 
man rating board, that is, a lawyer, to handle the legal aspects of 
the case; a doctor, to determine the severity of the disability from 
the diagnoses submitted by other doctors in the case; and a layman, 
to assist in helping to render a fair decision for the claimant. 

For instance, the referee will ask the claimant who has applied 
for his disability benefits to look over the exhibits and if there are 
any he objects to, he now has that opportunity, but when the objection 
is made to any exhibit, the referee overrules the objection and there 
is no one else to appeal to, whether the objection is right or wrong. 
That is why a three-man rating board is most essential. 

Thank you. 

The Cuarrman. Thank you, Mr. Dover, for bringing to us the 
views of the Social Security Clubs of America, Inc. 

Mr. Dover. Thank you, sir. 

The Cuarrman. Are there any questions? 

If not, the committee will adjourn until 10 a.m. tomorrow. 

(Whereupon, at 4:15 p.m., the committee recessed to reconvene at 
100’clock a.m., Thursday, July 16, 1959.) 
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HOSPITAL, NURSING HOME, AND SURGICAL 
BENEFITS FOR OASI BENEFICIARIES 


THURSDAY, JULY 16, 1959 


House oF REPRESENTATIVES, 
ComMITTEE ON Ways AND Means, 
Washington, D.C. 

The committee met at 10 a.m., pursuant to recess, in the committee 
hearing room, New House Office Building, Hon. Wilbur D. Mills 
(chairman of the committee) presiding. 

The CuarrMan. The committee will please be in order. 

Our first witness this morning is Mr. Walter P. Reuther, president 
of the United Automobile, Aircraft, and Agricultural Implement 
Workers of America, and also of the Industrial Union Department, 
American Federation of Labor and Congress of Industrial Organ- 
izations. 


Mr. Reuther, we know you reside in Detroit. You are recognized, 
sir, for 45 minutes. 


STATEMENT OF WALTER P. REUTHER, PRESIDENT, UNITED AUTO- 
MOBILE, AIRCRAFT, AND AGRICULTURAL IMPLEMENT WORKERS 
OF AMERICA (UAW), AND OF THE INDUSTRIAL UNION DEPART- 
MENT, AMERICAN FEDERATION OF LABOR AND CONGRESS OF 
INDUSTRIAL ORGANIZATIONS 


Mr. Reurner. Thank you, Mr. Chairman. 
I am appearing here as the president of the Industrial Union De- 
partment, which is a subdivision of the AFL-CIO, with 7 million 


members, and also as president of the UAW, representing 114 million 
workers in collective bargaining. 
First, I should like to commend the committee for holding these 
bearing and to express my personal appreciation for the opportunity 
appear. 


— like to ask that my prepared statement be entered in the 
record. 


_ The Cuatrman. Without objection, your statement will be entered 
inthe record. 


Mr. Revruer. Thank you. 
389 
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(The formal statement of Mr. Reuther follows :) 


STATEMENT OF WALTER P. REUTHER, PRESIDENT, UNITED AUTOMOBILE, AIRcRar, 
AND AGRICULTURAL IMPLEMENT WORKERS OF AMERICA (UAW), AND OF THE 
INDUSTRIAL UNION DEPARTMENT, AMERICAN FEDERATION OF LABOR AND (Coy. 
GRESS OF INDUSTRIAL ORGANIZATIONS 


Before the Committee on Ways and Means, U.S. House of Representatives, on 
H.R. 4700, a bill to amend the Social Security Act and the Internal Revente 
Code so as to provide insurance against the cost of hospital, nursing home, 
and surgical service for persons eligible for old-age and survivors insurance 
benefits, July 16, 1959 


My name is Walter P. Reuther. I am appearing here as president of the 
UAW and as president of the Industrial Union Department of the AFL-CIO, 

I was very happy to hear of the decision of your committee to hold hearings 
this week on Representative Forand’s bill to provide hospital, nursing home, and 
surgical benefits to the beneficiaries of our old-age and survivors insurance 
program. 

I would like to state, first, in rather broad terms what I believe is or should 
be our approach to the problem this bill concerns itself with and what should be 
the basis of any action we take as free men in the whole wide area of human 
relations in a free society. 

I believe the majority of Americans have learned in the last three or four 
decades that no man is an island unto himself. Many people believed this to 
be true a lot longer ago than that. The poet from whom I borrowed those words 
uttered them three centuries ago. But two world wars and the threat of a third 
and the agonies and indiscriminatory suffering caused by the great depression 
of the thirties have driven home to most of us, despite the minority of powerful 
and vocal dissenters, the fact that freedom and peace and human welfare and 
a decent standard of living are indivisible. If some of us neglect, discriminate 
against, persecute, or exploit other groups among us, we do so at the peril of 
the privileges, the freedoms, and the prosperity we cherish for ourselves. 

When we propose, therefore, legislation that will provide certain needed bene 
fits for some section or sections of our population which they cannot possibly 
provide for themselves, our proposals rest on a basis, not of charity, but of 
responsibility, of justice, and of enlightened self-interest. 

There is a special consideration we should keep in mind when we discuss the 
needs of older people in our national community. This is a matter which has 
puzzled and saddened me and my friends and associates, as well as many other 
Americans and, I am sure, members of this committee. I would like to put it 
before you, for your ernest and thoughtful‘ concern, in the form in which it 
appears to me. 

In many countries, among many cultures, in numerous ethnic or nationality 
groups, now or in the past, older people are regarded with respect and even 
reverence by their juniors. Among some so-called savage groups, the elders of 
the tribe are the rulers, the makers and interpreters of the law, the custodians 
of culture and history, the source and inspiration of wisdom. Regardless of 
the degree to which older people may or may not wield authority by virtue of 
their years, the common factor in such cultures is that the elders live out the 
last years of their lives on a respected and dignified social level. 

Here in the United States, of course, there are a comparative few older people 
whom we honor and respect, sometimes grudgingly or indulgently, sometimes 
without reservation, because by extraordinary intelligence or luck or genius 
or cunning or talent or unscrupulousness or industriousness they have acquired 
material wealth or social status or public position as they have acquired years. 

But why is it that in the United States, and in some other contemporary couD- 
tries, in the 20th century, most older people are looked upon by society generally 
as unwelcome and irksome burdens, whose unmet needs are regarded more as 
annoyances than responsibilities, as creatures who should be pushed aside and 
kept apart from the mainstream of life because they are considered to be drones, 
no longer useful to their younger fellow men. 

Few Americans who live to retirement age have lived useless lives. On the 
contrary, most of them have made a contribution, however, large or small, within 
the limits of the capacity with which they were endowed, to the society in which 
their lives are lived. Nor has their capacity to enrich the community necessarily 
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ended just because age has required them to withdraw from active participation 
in business, industry, agriculture, or the professions. 

Without subscribing to ancestor worship or agreeing categorically to the 
proposition that the accumulation of years necessarily means the accumulation 
of great wisdom and unerring judgment, it seems to me only morally right and 
humanly decent and socially beneficial that the elders in our society be accorded 
the respect due those who have weathered the responsibility of maturity; that 
they be permitted to live honorably in the dignity befitting those who have con- 
ributed by their hands and brain to the generations following them; and that 
the way be left open for them to continue to participate to whatever extent they 
are physically, inellectually, and spiritually able in the further advancement 
of the culture they helped to build. 

If we shirk this responsibility, we impose suffering and hardship on those we 
should honor and respect. But the greater damage is done to ourselves in failing 
to take advantage of the experience, the wisdom, the knowledge, and the lore our 
elders do have to offer us and our children. 

There is a more selfish concern we have in meeting the needs of older people 
that applies equally to all other aspects of human relations in a free and demo- 
cratic society. 

In the struggle for survival between freedom and Communist tyranny, we must 
take as much care, and I think even more, of the orderliness of our domestic 
housekeeping as we do of our sidearms and artillery. 

The millions of people who hold the balance of power in this struggle, the 
people of the uncommitted countries of Asia and Africa and the people reaching 
for land reform and independence from home-grown dictators in Central and 
South America and the islands of the Caribbean, will not base their choice 
between democracy and Communist dictatorship on who has the biggest guns and 
the tallest skyscrapers, the most accurate missiles and the widest ranging sput- 
niks, the fastest cars and the most efficient industries. They will base it on how 
each of these contenders for their minds and hearts and loyalties respond to and 
solve the never ending succession of human problems that confront every culture, 
every society, every generation. 

The concrete and practical steps we take to provide for the welfare of people 
who have reached the autumn of their lives is one standard by which they will 
measure the extent of justice and responsibility and decency in a democratic 
society. 

The time has come for us to examine the whole problem of aging. We have 
to continue efforts now underway to advance the economic conditions of older 
people. We now have to place on the agenda the question of their health, their 
needs for medical care, the extent to which those needs are being neglected, the 
crucial role of financing in making it possible for them to maintain and improve 
their health and the effects of inadequate financing in depressing the standards of 
nursing and hospital care. An appriasal of these factors can only lead to the 
conclusion that existing efforts to finance health care for the aged are not work- 
ing and offer no hope for an adequate solution. I firmly believe that a Federal 
program is needed to help meet these critical problems. I am here, therefore, 
to urge the prompt passage of H.R. 4700, the Forand bill, to bring to beneficiaries 
of old age and survivors’ insurance a new measure of health security by provid- 
ing hospitalization, nursing home care and surgical services. 

Old age is that time of life when our years are supposed to assume a fullness, 
when we should be in a position to sit back and enjoy seeing the things for which 
we have worked in our lives come to fruition. 

The paradox of aging is that it comes to us when our physical resources are 
diminished, when chronic illness and disability are more prevalent, when our 
powers of recuperation are reduced, when our opportunities for employment are 
curtailed, when we face constantly the threat of dependency, and when the death 
of friends and family and the anticipation of our own ultimate death can become 
a depressing and pervading part of our existence. This makes older people the 
most vulnerable in our society. 

The promise of a long and healthy life has been held out to the aged. Dr. 
Edward Bortz, a former president of the AMA and a prominent member of its 
committee on the health of aging, last year made this dramatic statement: 

_ “Already we have enough information at our command that if we would utilize 
it We could control about 50 percent of the sickness being caused by four diseases 
that are now the major causes of death in old age.” 
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Dr. Bortz predicted that the average span of human life will approach the 
hundred year mark. People have been searching for the fountain of youth for 
centuries. It will be just another mirage until we find ways to make certain 
that older people can get the necessary care and until we reinforce this goal 
with a sound system of financing. 


THE INCOME OF AMERICA’S AGED 


We in America have taken important steps toward meeting the economic needs 
of older people, although we still have far to go. But we have not even begun 
to face up to their problems in obtaining and paying for adequate health care. 

The basie social security law of our country is a product of the depths of the 
depression. Recovery had no sooner set in than the conservative forces of our 
country felt that we had already gone too far. Although the primary benefit 
averaged only $26 a month, and old age assistance had even become more gener- 
ous than social security, they still argued against any increase above the so-called 
floor of protection, to which they were ready to nail the aged people of our 
country. 

It was the people who, 10 years ago, awoke to the need of decent retirement 
income for the aged of our country. If America had waited for initiative from 
the conservatives or from the insurance companies, doctors, and employers in 
order to improve social security, we might be still paying less than $30 a month 
to the average retiree. 

The fight for decent retirement income for America’s older citizens has not 
been an easy one and is not yet ended. Workers in American industry have 
sought over a long period of years to bring a greater measure of security and 
dignity to people too old to work and too young to die, And before we were able 
to secure adequately funded pensions in the automobile industry, our Chrysler 
members walked the picket lines for 104 days. In 1949, we in UAW concluded 
that a decent jevel of retirement income could no longer be put off. We deter- 
mined to negotiate with employers for more adequate retirement income to be 
provided either through collective bargaining or social security or both. We 
preferred to have the job done though social secuity. As I testified before the 
Congress almost 10 years ago, the struggle for adequate retirement security is 
one that must be won for all Americans, whether they have worked in the factory 
or the mine or the farm or the store or the office. We told the companies that 
they would have to pay all of the cost of supplementary pensions for our mem- 
bers while under social security they would pay only half. It was no coincidence, 
therefore, that not until we negotiated our first pension agreement did employers 
relax their resistance to the enactment of higher levels of social security protec- 
tion for all. 

In spite of everything that has been done to establish private pensions in this 
country, fewer than 18 million Americans are covered by such plans. At the 
end of 1957, only one in seven OASDI beneficiaries over 65 was receiving a sup 
plementary private pension. Moreover, as the report of the Department of 
Health, Education, and Welfare, “Hospitalization Insurance for OASI Benefici- 
aries” indicates, the proportion of beneficiaries who live entirely or almost en- 
tirely on social security has remained practically unchanged since 1951. Major 
advances in retirement security must come from the Federal program. 

Improvements in social security benefit levels came after an extended period 
of drastic inflation generated by World War II and the fighting in Korea. This 
inflation undermined the purchasing power of benefit levels that were grossly 
inadequate to begin with, and accentuated the necessity for raising them. We 
are often blinded by the rate of improvement and fail to see that in spite of 
everything that has been done to increase social security the average primary 
benefit is now only about $72 a month and the average elderly couple gets only 
about $120 per month. 

As stated in the HEW report, three-fifths of all Americans 65 and over are 
receiving cash income from all possible sources of a thousand dollars a year or 
less and four-fifths are receiving less than $2,000. When three out of five older 
Americans have no greater income than $1,000 a year, it does not take a mass 
of statistics and it does not take a means test to demonstrate that we are deal- 
ing with a group in great need. 

The basic problem is that this period of life is one in which people face a tre- 
mendous increase in their need for health care and at the same time a radical 
drop in income. This glaring discrepancy between needs and resources has be 
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come so great that we commonly accept the notion that a large group of our 
older people, accustomed to supporting themselves, become indigents immediately 
upon facing any substantial medical expense. 

The report does not hold out much hope for great improvement in the income 
of the overwhelming number of aged people. It warns that— 

“Any assessment of the probable situation of beneficiaries in the future must 
take account of the fact that persons on the beneficiary rolls are getting pro- 
gressively older. * * * The aging of the beneficiary rolls can be expected to 
be accompanied not only by higher medical costs but by the using up of savings 
and less opportunity to supplement benefits with earnings.” 


HEALTH OF THE AGED 
General state of health 


We Americans pride ourselves that we are the healthiest people in the world. 
We talk of the great improvements that have been made in extendind life ex- 
pectancy. We admire our great medical schools, our outstanding hospitals, our 
distinguished doctors. Some of the very best medical care is furnished in our 
country. Certainly, with the technical and economic resources at our disposal, 
we should rank first in the world. But the hard facts are that we Americans 
have not nearly approached our own potential and we are not leading the rest 
of the world in the measurable health of older people. The life expectancy of 
Americans 60 and over is less than in Canada, Cyprus, Denmark, West Ger- 
many, Iceland, Israel, Japan, the Netherlands, Norway, and Sweden. We in 
America must compensate for the extra stresses and hazards of our highly 
industrialized society, and a faster tempo, by providing the kind of health care 
that our advanced technology makes possible. Instead, many Americans at the 
older ages are not getting the kind of medical care that we are capable of and 
morally obligated to provide, and the reason that a great many are not getting 
such care is that they cannot afford it. 

The older people in our country themselves know this. They have ranked 
medical care and drugs first among their unmet needs.’ 

It is often claimed that there is no evidence that any American who has 
needed and sought medical care has been denied it. The fact is that a great 
many Americans are not getting the care that they need and this shows up in 
index after index of their actual health. At all ages, a great many people accept 
their symptoms, instead of having them treated because of the expense. This 
is well supported. One study in Michigan found that 45 percent of the people 
with income of less than $1,000 had one or more untreated symptoms ; 27 percent 
of the people with $1,000 but less than $2,000: 28 percent of the people with 
$2,000 but less than $3,000; and so forth up to the people with $5,000 or more, 
only 10 percent of whom had untreated symptoms? 

_ Another study of medical care needs and services in Boston found that people 
in the lower socioeconomic group cited “expense” as the reason for not seeking 
treatment three times as frequently as those in the higher socioeconomic group. 

Expense is not the only reason why people do not get treatment that they need. 
There is fear of illness; there is mistrust and limitations in what medical 
care can do to help. And to overcome this, education and further medical prog- 
ress are the remedy. The impact of socioeconomic factors, however, in holding 
people back from care remains a serious problem. The idea of class distinctions 
in health care is not in the kind of image that we like to accept for America. 

The Boston study fund, among those 65 and over, that people with one or more 
untreated Symptoms were twice as prevalent in the lowest socioecoonmic group 
a8 in the highest.* 

_ The same tie-in between income and health at the higher ages is reflected 
in index after index. 

Let us take teeth for example: In a study of people over the age of 50, it was 
found that more than half of those in the low economic group had no teeth, 
compared with only 4 percent in the high economic group. Similarly, only 1 out 
of 4 in the low economic group had 10 or more teeth, compared with 71 percent 


inthe high economic group.‘ 
19594, Floyd A., “Our Needy Aged: California Study of a National Problem,” New York, 
305.5 and Health Care in Michigan,’”’ Michigan State College Special Bulletin 
*“Medical care Needs and Services in the Boston Metro - 
ws politan Area, 1957,” p. 31. 
cae Nutritional Status of the Aging,” by Drs. Harold D. Chope and Lester aretew, ap- 
ng in the American Journal of Public Health for J anuary 1956. 
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Let us look at nutrition: A vitamin C shortage was found in 87 percent of 
institutional patients, 42 percent of those in the low economic group and none 
in the high economic group.° 

Even so crucial a form of health care as admission to hospitals is also relateq 
to the means possessed by patients. The access of older people to the hospital 
is strongly influenced by whether or not they have hospitalization insuranee, 
Those with insurance go to the hospital more often, are cared for earlier, and stay 
for shorter periods than the uninsured. The BOASI study for 1957 shows, for 
example, that for every 100 with insurance 14 were hospitalized; among the 
uninsured fewer than 9 were hospitalized. 

The uninsured, who are by far in the majority among older people, often wait 
until the need to be hospitalized can no longer be put off. When finally admitted, 
they stay longer and are more severely ill. 

Because of the limited means of older people, the whole range of health 
facilities available to them is often inadequate. The Minnesota Commission 
on Aging found that only with respect to hospitals do the majority—80 percent— 
of the counties in that State consider the present facilities adequate for older 
persons. The results showed that in 55 percent of the counties, the licensed 
nursing homes were inadequate for the care of older persons; in 76 percent 
of the counties, low-rent housing was rated as inadequate. 


Nursing homes 


The picture of aged Americans in nursing homes is a very grim one. Many 
of the residents are dependent upon public assistance grants or OAST benefits 
which are entirely inadequate to meet the cost of minimal care. As a result, 
substandard conditions generally prevail. Many of the aged spend months and 
years in these homes. In the aggregate, they have 450,000 beds. The recent 
HEW report to this committee indicates that 108,000 of 221,000 beds in skilled 
nursing home—those with the highest classification—were considered unaccept- 
able because of fire hazards and health reasons. Fires and unnecessary deaths 
in nursing homes are a national scandal. The National Committee on Aging 
reported that— 

“* * * A prominent State official has recently reported that 90 percent of the 
nursing and convalescent homes in his State are dangerous with regard to 
possibility of fire. * * * 

“The use of readily combustible materials in construction is a common hazard, 
causing rapid spread of fire. In two of the worst fire disasters in homes caring 
for older people, the fire was out of control from the very beginning largely 
because of the use of fiberboard and plywood construction. Of some 451 nurs- 
ing homes in one State, only 29 are built of fire-resistant materials. * * * 

“Many homes lack even the simplest measures of fire and smoke control. * * * 

“* * * When telephone lines were destroyed in a recent nursing home fire, 
someone had to drive the several miles to the nearest fire department, and by the 
time help arrived, nothing could be done to save trapped patients. * * * 

“* * * A ereat many patients were trapped when a fire broke out in a one 
story nursing home where no one was assigned to be on duty at night. * * * 

“Overcrowding, restraints, and oversedation are not only injurious to residents 
but are highly dangerous in emergencies. * * * It is known in some instances 
that overcrowding made it impossible to remove patients in time. Sometimes 
patients have been trapped because they were locked in their rooms and could 
not be removed. * * *° 

The same report comments on the status of health and medical care as follows: 

“Poor health and medical care practices exist in many homes under any type 
of auspice. Many homes provide no medical supervision and no assurance of 
hospital care when needed. Some accept patients for whom they are not 
licensed to care, such as persons with severe mental conditions or tuberculosis. 
Often the sick and well are kept together in long wards. Infirmary arrange 
ments are frequently makeshift and inadequate. * * * Abusive treatment has 
been reported in some homes where patients are left on bedpans for hours at 
a time, or where calls for assistance and personal care are ignored. Irrespol 
sibility in relation to needed medical attention and medication has been found 
in many places. * * *” 


5 Drs. Chope and Dray in California Medicine for February 1951. 
. es # Care for Older People in Institutions,” National Committee on Aging, 
sec. II, pp. 11, 12. 
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A 1959 study by the Kentucky State Health Department of the private nursing 
homes in Jefferson County comments: 

“Medical care is quite inadequate quantitatively and many patients have had 
little or none. Insofar as could be determined, few patients had had complete 
medical workups and diagnoses were frequently several years old. Treatment 
consisted largely of drug therapy and it was impossible to determine how closely 
this followed physicians’ orders. Much of the medical followup was episodic 
and only in relation to acute episodes or illnesses. Good medical records in 
it in abundance by visiting nursing homes in any State of the Union. 

If anyone is seriously looking for medical neglect in this country, he can find 
the homes were rare.” 

We Americans are a kind and humane people. Nevertheless, very few eco- 
nomically advanced countries in the world have been as neglectful of arranging 
for and financing care for the aged as we have. 

Underlying this whole pattern of neglect of dignity, poor medical care, and 
outright unsafe conditions in the institutions in which many Americans spend 
much of their declining years is the all-pervasive problem of lack of adequate 
funds. For what it would do, through the provision of more adequate financing, 
to elevate the standards of nursing home care alone, the Forand bill is one of 
the most important measures for advancing the welfare of America’s aging 
people to come before the Congress in many years. 


PRESENT ARRANGEMENT FOR FINANCING HEALTH CARE FOR THE AGED 


Welfare medicine 


More than one-eighth of the private medical care received by people 65 years 
old and older was provided through public assistance in 1956. Present State 
and locally administered programs of public assistance are totally inadequate 
to the problem of furnishing health care for older people. In many jurisdic- 
tions, no publicly financed medical care is available, except for those actually 
receiving a means test grant for old-age assistance. Such restrictive eligibility 
requirements for relief bar a large segment of the older population from any 
help only for medical care. 

Moreover, to most older Americans the test of need for old-age assistance as 
applied by public welfare agencies is most onerous, and many go without care 
rather than apply for relief. In most instances, laws and regulations require 
that practically all liquid assets be exhausted. The amount of assistance re- 
ceived may constitute a lien against property. Various relatives (sons, daugh- 
ters, parents, and in some jurisdictions grandchildren and even certain in-laws) 
are required to contribute before either medical aid or a grant can be authorized. 
Older people are often understandably reluctant to push off on relatives in 
modest circumstances the obligation of support implicit in an application for 
public assistance. 

Expressing his support of the union’s efforts in behalf of the Forand bill, 
one rank and file member wrote, on May 6, 1959: 

“This is written in regards to the Forand bill. Our elderly citizens do need 
some consideration after years of spending their lives bringing up their chil- 
dren and doing without to give them the education and training to become good 
citizens themselves. At a time when the elder ones could sit back and enjoy 
each other and the few years they have left together, they have new worries 
to upset them. If one got sick how in the name of all that’s holy could they 
pay their bills? Should they get the children who after all they have done to 
help them become independent, to help? No parent wants to feel that he or she 
Is imposing on their children. It’s true no child in their right mind would let 
their parents down, but a lot of them can’t afford to help two homes and pay 
two sets of bills. 

“We people in the United States take it for granted that the families will 
provide for their elders, but has anyone asked the elders what they want? Just 
because they get to the age where they can’t work any more and have to retire, 
doesn’t mean they want to be charity cases. The elderly folks desire and de- 
pried the good care and respect that they gave to their own when they were 

e, 

In addition to the means test, there are further bars to receiving help. Resi- 
ence requirements, local and State, are quite common and constitute all too 
effective a bar in a period of increased population mobility. Even where States 
and localities have provision for granting aid to the so-called medically indigent 
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who are not receiving public assistance, it is often done grudgingly and under 
conditions which make it extremely difficult for a self-respecting person, with 
a lifetime record of independence, to accept help. 

Further, in many jurisdictions, the medical care available to those occupying 
the long lines of cots in county hospitals is inadequate medically. While sone 
advances have been made in the provision of charity medicine in a way that 
does not offend the patient, the unrelenting struggles of harassed personnel with 
heavy caseloads, insufficient staffs, and inadequate budgets, too often lead to an 
inescapable erosion of medical standards and a common disregard of the sengj- 
bilities of the sick in hospital charity wards and outpatient charity clinics, Js 
it not high time that we turn away from the indignities of assistance and charity 
for our older citizens in favor of an insurance system as we have done with 
retirement income? 


Insurance 


There are no accurate figures available on the number of aged people covered 
by health insurance and the degree of protection that they have. There are 
strong grounds for skepticism about the reliability of the figures that have been 
advanced. The Health Information Foundation in its 1957 survey estimated that 
a 38.6 percent of people 65 and over were covered by some form of voluntary 
health insurance. The survey, however, acknowledged that: “relatively little is 
known about the details of this coverage.” 

In many household surveys, people who believe that they have hospitalization 
insurance are classified as insured. Efforts to verify coverage are often not 
feasible and people are sometimes counted as insured who have negligible 
protection or none at all. 

The survey of OASDI beneficiaries in the same year of 1957, reported that 
among those with hospitalization insurance as many as 16 percent of the aged 
couples and 13 percent of the nonmarried beneficiaries, did not receive any 
benefits when hospitalized. It is possible to explain some of this away by 
people who received free care. However, much of the discrepancy is undoubtedly 
the result of counting as insured, people who failed to receive benefits because 
they were actually not insured and because of cancellations, limitations, and 
exclusions in their coverage. I seriously question both the correctness and 
the true meaning of the current estimates that 41 or 42 percent are now insured. 

The fact that the number of older people still uncovered is substantially higher 
than those covered is hardly surprising. The enthusiasm of insurance companies 
for covering the aged is of very recent origin. Not before legislation of this type 
began to be seriously considered was there any significant effort on the part 
of insurance companies to make available to people of advanced years their 
individual accident and health policies. As late as 1957, a tally of insurance 
companies, showing the highest age at which they could issue individual policies, 
revealed that 90 percent ordinarily do not sell insurance to persons past a stated 
age. A few have set the maximums at very high ages, but almost half still 
will not write such policies for applicants over over 65 and some of them adhere 
to limits of 55 and 60. While I know there has been some progress I question 
whether very many major carriers have unfrozen these age limits for most of 
their policies. 

Within the age-limit provisions, moreover, coverage was effectively denied 
for people who were in need of protection by the requirement of insurability 
whereby the individual had to undergo a medical examination to estabilsh his 
good health and testify to his previous good health by giving a medical history. 
If, perchance, he successfully ran this gauntlet, he became insured. And if he 
subsequently became ill and needed his insurance, he could be weeded out as 4 
bad risk by refusal of the company to renew, or by outright cancellation. 

As for group insurance, before acquiring their new-found zeal for covering 
the aged, the insurance companies were discouraging employers from providing 
health insurance for older people and often, in many situations, refusing out: 
right to provide such coverage. The rate manual of one of the most prominent 
insurance companies stated : 

“In general, hospital, surgical, medical, diagnostic, and other special features 
may not be continued for retired or pensioned employees or their dependents. 

The company discouraged the employer from covering the retired people. 

“The claim rate for this class of employee is several times higher than that 
for active employees and their dependents and the continuation of coverage for 
this class of employee may have an adverse effect upon the experience under 
the policy.” 
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“Under certain circumstances and subject to certain conditions where the 
employer, after being fully acquainted with the probable cost, feels that for 
employee relations it is necessary, coverage may be continued * * * subject 
to prior home office approval.” 

Approval, however, was considered only if the case numbered at least 1,000 
active employees in size and was subject to other qualifying conditions. Even 
so, coverage was limited to hospital and surgical insurance and there were 
penefit limitations. And the premium rate was three times that for the cor- 
responding active employees or dependents. 

These conditions were typical and they made it extremely difficult to get any 
significant coverage of retired workers before 1953. 

In that year, our union began a concerted drive to get carriers and employers 
to agree to voluntary health insurance for our retirees. The automobile com- 
panies agreed to open enrollment for retirees, but refused to bear any part of 
the cost, thus making it necessary for the retired workers, themselves, to pay 
the full cost of protection out of their pensions. A checkoff for this purpose was 
a to. 
= Cross and Blue Shield plans, after some initial resistance, generally 
agreed to provide this coverage, although the rules were made very strict. The 
retired workers were offered a single lifetime opportunity to become enrolled. 
An employee who was not covered by Blue Cross and Blue Shield at the time 
of his retirement was unable to obtain group coverage. A retired worker, who, 
for any reason, missed a month’s or quarter’s premium was permanently re- 
moved from coverage. If for any reason the employed group ceased to be 
enrolled by Blue Cross and Blue Shield, the retirees were stranded. Several 
groups have lost coverage when plants closed. Others have been continued 
under precarious arrangements at the sufferance of Blue Cross with the chance 
that they may be discontinued. And if this sounds restrictive, the Blue Cross 
and Blue Shield have been the more cooperative among carriers. The experi- 
ence with commercial insurance has been far worse. 

Although employers were unwilling to assume responsibility for direct con- 
tributions and, in spite of all the inadequacies in current insurance benefits 
under even the best available programs, retired workers, nevertheless, enrolled 
at great sacrifice. 

About four out of five UAW retirees have tried to hang on to their hospital- 
medical coverage. To do so, however, the average retiree has to spend about $6 
a month if he is single, and about $15.50 a month if he is married. On the 
average, this means that elderly couples have to spend about one-fourth of their 
negotiated pensions for health insurance. For some, the amount spent for 
health insurance is more than half of the pension. 

When retirees, living under limited income, have to allocate this kind of 
money for health insurance, it hurts. Hardly a day goes by that we don’t get 
letters at Solidarity House such as these: 

“You will please find enclosed receipts of records pertaining to my Blue Cross 
and Blue Shield insurance. By comparison of receipts herein, they will just about 
rob me of my entire Ford pension. This last raise given them is just about high- 
Way robbery. We have no help from Ford Motor Co. as do those that are working 
and, too, we have no cost-of-living escalator clause. Personally, I almost feel dis- 
posed in canceling this highway outfit, but I hate to be without some protection.” 

This retired worker enclosed receipts showing that out of a negotiated pension 
of $25.31 a month, his deduction for health insurance had increased from $9.45 to 
$16.13, leaving a monthly pension of only $9.18. Although part of the increased 
deduction covers an improvement in benefits, the majority of it represents in- 
creases in prepayment cost. 

Another letter from a Ford retiree: 

“They have took $4.32 more out of my Blue Cross and Blue Shield. They are 
taking out $16.13 out of my Ford pension which is $33.75. That don’t leave 
hough to pay my gas bill. Is there anything you can do about it?” 

From still another letter from a General Motors worker : 

‘When I was in the shop and making good wages, the company paid part 
of the cost, as you know, and thanks to you fellows at the table. But now, out of 
ly $61 Chevrolet pension, the Blue Cross takes $11 for me and my wife and from 
What I read in the papers this week, I expect it to be raised again.” 

And he was right. 

Being sick” says this worker, “is the most dreaded of all the problems of 
sowing old” * * *, “Do you think there will ever be anything done to relieve the 
Pressure of mounting cost.” 
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Until very recently, few commercial insurance companies offered conversion 
rights under group insurance policies. This means that people leaving the group 
were not entitled to buy continuing health insurance from the carrier. Even nov, 
when conversion rights have been somewhat more generally applied, conversion 
rights still are limited to individual accident and health coverages, with all their 
inadequacies and typical overpricing. Their only advantage is that the individna) 
does not have to pass a physical examination to become insured. Most policies 
are still cancelable. 

Under group insurance, as well as under the nonprofit voluntary plans, the 
right to group coverage continues only as long as the worker lives. If he dies, 
his suviving spouse is no longer covered unless she, in turn, converts to an ip- 
dividual policy and either pays more or accepts a substantial reduction in protec. 
tion, and, usually, both. 

The best that we have been able to achieve is a continuation of group coverage 
and group benefits for retired workers. Even here the problems in getting and 
holding on to coverage have been substantial. Yet large numbers of UAW retired 
members are not covered by these programs, either because they do not have a 
formal pension plan, the size of the group is too small, the worker died and his 
spouse was unable to retain coverage, plants were closed, or for other reasons. 
These many thousands of UAW families are left with no coverage at all or at the 
mercy of individual insurance coverage. 

How long this many retirees will be able to hold on to their limited protection 
at increasing cost remains to be seen. Our pension plans are still new. Many 
of the retirees are still in the younger stages of retirement. As their savings de 
cline and costs go up, they face ever greater hardship in retaining their group 
coverage. Employers, at least in the industries with which we bargain, have 
shown no disposition even to discuss contributions for them under voluntary 
health insurance. 

Most retired people do not have even these modest advantages. The great 
majority are not covered by pensions beyond social security and therefore do not 
have the opportunity for group coverage for which carriers require a formal pri- 
vate pension plan. As a consequence, these aged, constituting the overwhelming 
majority, have substantially less means to meet higher premiums for less coverage 
and are consequently largely uninsured. 

The benefit limitations, low benefit levels, restrictions on eligibility, cancella- 
tions, exclusions and other restrictive gimmicks by which older people are being 
deprived of meaningful protection are reflected in the BOASI survey of what 
actually happened to beneficiaries who had hospitalization insurance in 1957. 
Almost 73 percent of the aged beneficiary couples incurring some medical costs 
had absolutely nothing paid by their insurance coverage. It was even worse for 
the nonmarried beneficiaries who had coverage. Of these incurring medical 
costs, 80 percent received nothing from their health insurance. For those in- 
sured aged beneficiary couples where one or both did have to go to the hospital 
during the year, the survey found that, in addition to the 16 percent of the 
couples who had nothing paid toward their medical expenses which I mentioned 
earlier, another 58 percent had something paid but it was less than half. In 
all, a total of almost three-quarters of the elderly couples had either nothing 
or less than half paid by their insurance. 


Increasing cost of health care hits aged hardest 


We are drifting further and further away from a solution to this problem 
because of unrelenting increases in health care costs. The cost of hospitalization 
leads all items on the Consumer Price Index. The cost of drugs and medicines 
has been going up and often reaches unmanageable levels for older people. 
The phenomenal inflation which has taken place in the cost of hospital and 
medical care over the past few years has hit the retired worker especially hard. 
A dramatic example of how inflation has eaten into retired worker income 0 
curred just these past few months. In September of last year our union, after 
hard fought negotiations, was able to secure an increase in pension benefits for 
UAW retirees. On January 1, 1959, there was a rate increase in Michigan Blue 
Cross-Blue Shield which at one stroke completely wiped out the entire average 
pension increase. 

Voluntary health insurance is not doing the job for America’s aged. And all 
the hastily conceived, ill-advised and desperate proposals dreamed up at the 
“crisis” conventions of insurance and medicine to thwart this legislation may 
further enrich the public relations firms of America, but they will not solve the 
health needs of America’s aged citizens. 
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ALTERNATIVES THAT WILL NOT DO THE JOB 


AMA proposals 

As you have seen from the parade of witnesses from organized medicine, a 
great many of the medical societies are fighting this bill. 

I have great sympathy, respect, admiration and affection for many American 
doctors and I deem it nothing less than tragic that their associations are the 
principal opponents to the only effective means of financing decent health care for 
America’s oldest citizens. It is almost unbelievable that a profession dedicated 
to ministering to the sick, and which has contributed to some of the great 
triumphs of civilization, should employ the weight and prestige of its professional 
associations to fight a measure so eminently in the public and in their own 
interest. It is tragic that they, standing almost alone in our American civiliza- 
tion, have come to be so out of tune with the social needs of the people for a 
decent measure of security that they have boycotted the social security system 
which is the principal source of retirement, survivor and disability protection 
for most of us. 

It is a regrettable truth that the American Medical Association resisted the 
early development of the voluntary health insurance system which they now 
daim they are defending. Organized medicine has spent millions of dollars to 
confuse the American people with such slogans as “socialized medicine.” Over 
a 34-year period, through Whittaker & Baxter, a highly paid public relations 
firm, they spent $4,678,000, pumping to the public millions of pieces of spurious 
propaganda about “socialized medicine”, a term which, according to the current 
issue of Harper’s magazine, Whittaker & Baxter have themselves, ‘“conversa- 
tionally abandoned.” 

Only recently the AMA opposed disability benefits under Social Security, a 
feature that was earlier incorporated into the social security system of practically 
every civilized country in the world. 

In testifying against this measure for the American Medical Association, Dr. 
F. J. L. Blasingame asserted: “Social insurance is the common European sys- 
tem, while public assistance is the traditional American approach.” 

I would suggest that you inquire of the AMA whether it still holds social 
security to be un-American and whether it still favors charity over social 
insurance. 

We did not adopt disability benefits until 1956, and then only after the program 
had been delayed and resisted for years, and after the insurance companies and 
doctors had so long threatened the Congress with almost every kind of danger, 
that the late Senator George rose in indignation and made an impassioned plea 
tothe Congress to support the measure. 

What is the AMA now proposing? The AMA is exhorting State and county 
medical societies to extend Blue Shield coverage to older people and to establish 
citrate fees for their care. The March 14, 1959, Journal of the American 
Medical Association, describing this program, claims that: “Such arrangements 
would make it possible to provide the coverage at low rates and constitute a pro- 
gram that persons living on retirement income could easily afford.” 

If the doctors of America really were living up to their principle of charging 
according to ability to pay, the present campaign for reduced fees would be 
entirely unnecessary. This is literally a plan to force upon physicians the 
responsibility for a systematic subsidy of the medical care of older persons. It is 
questionable whether it will be generally accepted by the profession. In Medical 
Economics of April 27, Dr. Harold J. Peggs asserts: “Doctors can’t beat the 
Forand bill.” He says in part: “All over the country doctors are being asked 
to accept reduced fees to help beat the Forand bill. This gesture is not only 
futile, but downright dangerous.” 

Dr. Peggs concludes: 

“* * * Some version of the Forand bill will go sailing through Congress in 
Pie It’s inevitable, as everyone knows—everyone, apparently, except us 
octors, 

“The hospitals and Blue Cross won't seriously fight it. Both labor and manage- 
ment will be relieved to have the burden of health care for the aged shifted to 
Government, * * * 

“So why must we stand alone? In the name of commonsense, why don’t we 
put aside this quixotic gesture? Nothing doctors can do will solve the problem 
of the aged. But it isn’t too late for us to work toward preserving the rest of 
Itivate practice. Let's get on with that job.” 

The AMA proposal to cut fees for the aged is indeed quixotic, Even if its 
members should accept this proposal, which apparently is not entirely certain, 
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and agree to provide service benefits at reasonable cost for the aged people, jt 
would do nothing to assure them hospitalization—a cost that will not be re 
duced by any medical fiat, or by some sleight of hand. How will the aged meet 
the cost of hospital care and nursing home care, and how will they meet the 
substantial cost of programs even after fee reduction without employer contriby. 
tions to help pay for the cost? 

The political doctors of the AMA have come up with an unworkable scheme. 
I would seriously urge the doctors of America to consider on its merits the 
Forand proposal, which would relieve the older patients of financial stress jp 
obtaining hospital care, nursing home care, and surgical care. No fee cutting 
will replace the necessity for a decent insurance program—it just won't work. 


Insurance industry proposals 

Allied with organized medicine in this fight are the powerful insurance con. 
panies who have done little themselves, and have obstructed much the efforts 
of others, to solve this problem in the voluntary way and are now trying to 
block Government from doing what they did not want to and are not able to do, 
The leaders of that all-powerful industry are going to have to ask themselves 
someday whether they will continue this ruinous policy of obstructing construe- 
tive social solutions to serious problems, not because they think they can do the 
job, but because they simply do not want Government to do it. The National 
Association of Manufacturers and the chambers of commerce echo the opposition 
of the AMA and the insurance business. 

In their testimony on the Social Security Amendments of 1955, the National 
Association of Life Underwriters asserted that all this is socialistic. They said: 

“It would seem that many of our lawmakers in Washington have dedicated 
themselves to the implementation of this socialistic philosophy and are deter- 
mined to forge the OASI program into a compulsory system of cradle-to-grave 
benefits, so comprehensive and costly that the citizens of this country will find 
it both unnecessary and financially impossible to fend for themselves. If it 
happened in France, let us in the life insurance business not delude ourselves 
into believing that it cannot happen her.” 

It is high time that the organized medical profession and the insurance con- 
panies and a few of the businessmen’s organizations of this country stop ganging 
up on the country’s vulnerable older citizens. 

Apart from an entirely unfounded optimism that they will somehow catch up 
with this problem, what have the insurance companies offered as solutions of 
their own? To meet the threat of Federal legislation, some insurance companies 
have agreed to recommend the discontinuance of such practices as cancellations 
and failures to renew insurance for older people. 

This outburst of social responsibility, even under pressure, to stop shabby 
practices that should have been illegal years ago is welcome but what does the 
industry offer by way of constructive solution? 

A few companies have been spending a small fortune to advertise prominently 
a type of individual accident and health insurance designed for the older 
people of the country—the so-called 65-plus contracts. 

The few liberalizations in these policies expose the indefensiblity of previous 
practices of these same insurance companies. At that, they were unable to 
part with some of their customary tricks and even under these new policies, 
the status of people with preexisting conditions is compromised by a 6-month 
period of denial for any illness or condition for which the policyholder received 
treatment or had been advised to receive treatment before the policy began. 

The 65-plus type of contract has little risk sharing to speak of. The burden 
is put on the people who are aged, wihtout any advance accumulation of funds 
and without any sharing by younger people in the cost. 

Accordingly, the benefits are appallingly inadequate. Hospitalization bene 
fits in one such policy for example, are limited to $10 a day when room rates 
often run about twice as much. This policy provides a maximum of 31 days, 
although one-third the bed-days occur for people over 65 after the 31st day of 
hospitalization. The $100 maximum for other hospital expenses is obviously 
insufficient at a time when the therapeutic charges, which would be covered 
without cash limits under the Forand bill, are almost as expensive as room and 
board. The surgical benefits are mere indemnities and offer no assurance of 
their acceptance as full payment by physicians. 

Moreover, the monthly premium of $6.50 per person—$13 for an elderly 
couple—are attractive only in comparison with the previous offerings of in- 
surance companies. I question whether, without employer contributions to help 
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defray the cost, many of the aged people of our country will be able to enroll 
for these expensive but still inadequate benefits. 

The time may have come to challenge basically the long-accustomed practices 
of individual avcident and health insurance. Consider the results of last year’s 
total underwriting experience with this class of insurance. For calendar year 
1958, 420 insurance companies with combined assets of $101 billion, played this 
kind of game with their individual health insurance business. 

On hospital and medical insurance, they took in over $550 million in net 
premiums (after dividends to policyholders). They repaid in benefits a 
total of $305 million. 

On noncancellable accident and health insurance, they took in $219 mil- 
lion in net premiums. Here they paid back only $96 million in losses. 

On their accident and health insurance, they took in $443 million and 
paid back $219. 

With all the health needs of people, it takes a lot of doing to keep from paying 
back more on premiums than 1 out of every 2 dollars. This is accomplished by 
the restrictive language, the “fishhooks,” the gimmicks in these policies and by 
years of tradition of insuring the profit of the carriers rather than the health 
of the policyholders. 

I understand that the accident and health insurance business is about to be 
investigated by the Congress. This is a fertile field for investigation. 


Prefunding 

Proposals to prefund health care for older people—that is, to set aside 
money for it before retirement—are being advanced. These proposals may 
sound reasonable, but they come far too late and are impractical. The HEW 
report refers to a “recently issued policy” which would provide for a $10 a day 
benefit, with $150 maximum for miscellaneous services. There would be a sub- 
stantial advantage in having such a policy issued early, say at age 21 when it 
would cost only $22.80 a year, compared with over $100 at age 59. However, 
a $10 a day benefit is even now palpably inadequate when a hospital bed in 
Detroit costs about $20 a day. In less than 20 years hospital room rates have 
about tripled. Today’s 21-year-old has no way of knowing what protection he 
will need in the year 2008, when he reaches age 70. 

We cannot abandon the present generation of the aged for such an unreliable 
solution to this immediate problem. Prefunding is not a practical way to meet 
the basic problem of health care for the aged. 

While the insurance companies have made a few gestures toward older people, 
their practice of experience rating has done more harm than any other single 
factor in keeping satisfactory health insurance out of their reach. Instead of 
trying to spread the cost of high risk groups over as large a portion of the 
population as possible, insurance companies have stressed a sales approach 
of paying dividends to so-called more favorable groups. Thus groups are dis- 
couraged from meeting their responsibilities toward older people and induced 
tocut their protection or to exclude them. 

Broad risk sharing is an essential part of any serious proposal to deal with 
the aged. Experience rating is directly opposed to this necessary risk sharing. 
The direction of voluntary health insurance has been toward, rather than away 
from, experience rating. Under the pressure of competition from commercial 
insurance companies, even Blue Cross and Blue Shield plans, which earlier 
embraced community rating and broad risk sharing, have been increasingly 
moving toward experience rating. 

All these proposals are too little, too late and their main purpose is not to 
provide adequate health insurance for elderly people but to block legislation 
leading to adequate governmental health insurance for this group. 

The simple but incontrovertible facts are— 

(a) Private insurance, until recently, generally denied health insurance 
to people 65 and over. 

(b) Even now the private insurance companies have not abandoned past 
restrictive practices, and whatever improvements have come were mainly 
the result of pressure generated by the introduction of the Forand bill. 

(ce) Under their traditional standards and practices, private insurance 

ane anies cannot possibly offer adequate health insurance to retired citizens. 


ue Cross has generally done better. But the job can be done adequately only 
government. 
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THE BASIC PROBLEM 


Aging is a time of increased health needs and reduced ability to finance 
needed care. A great many of the solutions advanced for dealing with these 
problems either would sweep the needs under the rug and ignore them, or would 
make the aged accept limited or no protection; or provide for the aged only what 
they themselves could afford: make them beg for public or private charity or 
strain the resources of their relatives. No solution is acceptable which woul 
force older people to accept charity, to sell their houses or to seriously threaten 
the economic welfare of their children. No solution to this problem is workable 
which does not recognize and face unflinchingly the conflict between the limited 
resources of the aged and their great health needs. We must look for a soln. 
tion that the aged can accept with dignity, without undue sacrifice and without 
ruination. 

A few years ago, I had the privilege of serving on the President’s Commission 
on the Health Needs of the Nation, and learned much about this problem on a 
national level. We explored all phases of America’s health care. In dealing 
with the special needs of the aged, the Commission agreed and I quote: 

“It is clear that the solution to the problem of payment for health services to 
the aging does not lie in currently available private insurance programs with 
premiums paid by the aged. Nor does it lie in any reasonably anticipated increase 
in cash benefits under old age assistance or old age and survivors insurance. 
Rather, the situation requires a new approach.” 

I believe that the new approach is Federal action to solve this national 
problem. 

The first problem is to get the aged covered. This can only be done through 
a Federal system with virtually universal coverage such as social security. 

The second problem is to provide for a minimum standard of protection. This 
can best be accomplished through a Federal system. 

The third probitem is to spread the cost as broadly as possible over the work- 
ing lifetime of people and over the working population of America. This can 
best be accomplished by the social security system. 

The principle of employer and employee financing that has been so successfully 
applied to our social security program for retirement, survivor, and disability 
insurance applies equally well to the need for hospitalization and related benefits 
for beneficiaries of OASI. 

The program would serve the very same population that is now served by the 
Social Security Administration. It can use the same housekeeping. It can 
benefit from the same low administrative cost. It can use the same records, 
the same personnel and logically belongs in the same program. The Social 
Security Administration has operated with unimpeachable ethical standards 
and exemplary efficiency. To set up any conceivable alternative plan would mean 
additional cost and duplication of effort. 

It is perfectly obvious that this is a problem for Government, and I am jus 
as sure that it is a job for the Federal Government. 

Whenver Federal action becomes imminent in any matter affecting human wel- 
fare, those in opposition generally voice a preference for State or local action, 
which they find more palatable than the Federal Government. They argue that 
this brings the administration closer to the people, that the citizen is more careful 
of the use of the local taxing power and that the programs are more suited to 
local conditions. But what they really want is a chance to kill off or weaken 
the measures in State legislatures or city councils. This technique of divide and 
dismember has worked very effectively for the opponents of education, public 
welfare programs, other State services and for those who have made unemploy- 
ment compensation and workmen’s compensation programs the weak and in- 
effective measures that they are. In unemployment compensation, after years of 
struggle, we still do not have minimum benefit and duration standards in effect 
throughout the Nation. 

In any health program we can well anticipate outcries against the dangers of 
Federal control, Federal domination, and the other stock objections to the 
effective use of the American National Government. : 

It has been charged that the Forand bill is “a foot in the door to socialized 
medicine.’ The same charge has been leveled against a great many other Fed- 
eral activities with objectives as limited and specific as this bill’s. It is now, 
and always has been, a deliberate and calculated smokescreen, laid down by 
opponents in an attempt to distort the true nature and purpose of constructive 
legislation and to prevent any action. 
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I believe that passage of the Forand bill will strengthen the voluntary health 
eystem by relieving it of a risk that it has not been anxious to insure and that 
it cannot cover successfully. This should make it easier for voluntary health 
insurance to cover active workers and others who can afford to buy it. It is no 
secret that the UAW is officially on record as backing a program of national 
health insurance. But even if we were against national health insurance, we 
would favor the passage of the Forand bill. It is less commonly known that 
labor, through collective bargaining, has played a positive and constructive role 
in the development of our voluntary health insurance system. Of necessity, we 
have a large stake in the success of the voluntary programs and have acted 
responsibly in trying to develop them to their fullest extent. In Detroit, the 
UAW has sparked the creation of the Community Health Association, a volun- 
tary comprehensive health care plan. I have the honor of serving as its presi- 
dent. Such plans are private, voluntary, and community efforts to solve basic 
problems in the organization and financing of health care. If I did not believe 
in such efforts, I would not associate myself with them. The decision of major 
labor unions to bargain for and improve voluntary health coverages has been a 
major factor in the development of private health insurance in the United States. 
We in the trade union movement are prepared to give voluntary insurance every 
opportunity under optimum conditions to prove that it can do its job adequately. 
It is a disservice to the voluntary programs, however, to burden them with the 
health problems of our older citizens which they are not equipped to meet. 


THE FORAND BILL 


Many legislative proposals have attempted to deal with the problem of financ- 
ing health care. Unlike the more ambitious proposals for health insurance that 
have been before the Congress for a number cf years, the Forand bill is a modest 
and practical attempt to deal with the most glaring deficiencies in health security 
today for a single group of persons with a special health problem. It is not a 
sweeping or all embracing proposal; rather, it addresses itself to a real and 
demonstrated need clearly supported by our experience under voluntary health 
insurance. Few measures have ever had a more direct and obvious mandate, 
or been better supported by practical experience. 

The Forand bill does not even attempt to meet all of the health needs of those 
social security beneficiaries it proposes to cover—the aged, widows, fatherless 
children, and dependent parents of the insured population. A strong case could 
te made that this bill should go much further into the range of care provided 
and the duration of its benefits. 

I would have liked to see the proposal cover social security benficiaries draw- 
ing disability benefits. I would have liked to see it cover more of medical care— 
at least that portion provided in the hospital, which is commoniy covered for 
the unretired. I would have liked to see the inclusion of an entirely appropriate 
benefit for qualified nursing services in the home—a feature that might encour- 
age home care rather than hospitalization. I would have liked to sce rehabilita- 
tion written into the bill as one of its basic benefits, because the present re- 
habilitation program is confined to persons who are potentially employable and, 
especially, because I believe there is a great job to be done in rehabilitating older 
people. But in spite of these limitations, I wholeheartedly endorse Representa- 
lve Forand’s bill and I strongly urge its passage. It would put a stop to the 
hegleect of a segment of our population too long ignored. The provision of fully 
paid hospital care for up to 60 days is probably the most important segment of 
ill health care and it would be extended to people now largely without such 
motection. The nursing home benefits provided in conjunction with hospital 
“ate would greatly raise the standard of treatment. Surgical services would 
provide a valuable form of protection against some of the more serious medical 
hazards, Obviously, the Forand bill will not solve all of the problems that I 
have enumerated which now face its potential beneficiaries. No initial piece 
of legislation of this type was ever perfect at its inception. The Forand bill 
will establish an advisory council that could study the operation of the measure 
ind its ultimate effects on health care. 

We recognize that the new benefits will cost money, and we stand ready to 
meet the cost. Under the Forand bill, social security taxes would be increased by 
‘quarter of 1 percent of taxable payrolls, both for employees and employers. 

The estimates made of the cost of the Forand bill appeared to be competently 
~ on the basis of the best available evidence—I accept these estimates and 

leve that they serve as a valid basis for legislation. 
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The social security system as it now stands is sound. The chronic accng. 
tions against its solvency are phony. The additional benefits which would be 
provided under the Forand bill would be fully supported by increased contri. 
butions. 


The Forand bill is a well-considered, carefully thought out, practical proposal, 
It is essentially sound and we stand ready to join with other constructive forces 
in America to support this legislation. The time is now long past when there 
Was any real doubt as to what has to be done. We have to act now. 

Mr. Revtruer. I appear here in support of H.R. 4700. This bill 
aacig a sensible and workable approach to meeting one of the 

asic human problems in our free society, namely, how best to meet 
the hospital and medical and health care needs of our aging population, 

We feel that meeting this problem ought to be one of the top prior- 
ity items on the list of American democracy’s unfinished business, 

Now, I do not believe that we can consider this type of basic social 
legislation unrelated to the overall problems that we face in this 
troubled world of ours. 

A few weeks back, Mr. Chairman, I had the privilege of speaking 
in free Berlin, along with Mayor Willy Brandt, to more than 600,000 
people who came together in a huge public square, almost on the border 
of the Soviet sector of Berlin, to demonstrate their common deterni- 
nation to defend their freedom. 

This sort of experience has a tremendous impact upon you. You 
come home wondering what we in America can do to make the cause 
of human freedom more secure. 

I think we need to understand that the struggle between the forces 
of freedom and tyranny in the world is essentially a struggle for the 
hearts and minds of men. While we need to be strong on the military 
front to meet the threat of aggression wherever it may raise its ugly 
head, we need to understand and act in the knowledge that military 
power is but the negative aspect of this struggle between the forces 
of freedom and the forces of tyranny. Essentially, we are going to 
win this struggle by demonstrating that our system of human freedom 
and the social and political structure-that we have built around basic 
human concepts are equal to meeting the basic needs of the human 
family. We can and must get bread in our stomachs, adequate cloth- 
ing, good shelter, medical care, and educational opportunities in 4 
framework within which we do not sacrifice our Geet political or 
spiritual freedom. 

The people of the world are going to judge us, not by our great 
material wealth, not by our productive capacity, not by the level of 
our technology—although these are most impressive—but by the only 
true standards of the greatness of any civilization: our sense of social 
at moral responsibility in translating material wealth into human 
values. 

Essentially we are talking this morning about this kind of problem. 

How can we use the great wealth of America, our productive capac: 
ity, our technology to provide the people of America with the economic 
necessities and at the same time facilitate their growth and ther 
freedom ? 

Now, it seems to me that there are two areas that are basic in tryimg 
to measure whether or not we are meeting our responsibilities: . 

First, is the education of our children. What kind of educational 
opportunities do we provide the American child to facilitate bis 
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growth intellectually, culturally, and spiritually to the maximum of 
hiscapacity 

' aadiy, at the other end of life what do we do to provide our older 
citizens with a measure of economic security and human dignity after 
they have reached that point in life where they have carried their 
share of the burden of the world’s work ? 

I regret to state, Mr. Chairman, that I believe sincerely that, meas- 
ured by our economic resources and our technical know-how, we are 
not making adequate efforts to meet our social and moral obligations 
ineither of these two critical areas—with our children or with our older 


ople. 

The problems of growing old in a highly complex, industrialized 
society, in the age of automation, in the age of the atom, are quite 
different than were the problems of growing old in a more simple 
agrarian society. 

In the earlier and less advanced technical civilization there was 
anatural place for an older person. His work tapered off, but never- 
theless, he retained status. He continued to have a sense of belonging, 
asense of purpose, a sense of worth and value. 

In our very complex society the status of people too old for regular 
work has become quite difficult, and we need to do something about it. 

America, of all the great countries in the world, got around to deal- 
ing with these basic social problems rather late. The impact of the 
industrial revolution upon America was tempered by the fact that 
we were an expanding country developing new frontiers. The frontier 
tended to absorb much of the shock and the impact of the industrial 
revolution. 

The countries of Europe, where this was not the case, developed 
social legislation much earlier than we did. It was not until the great 
depression of the 1930’s that we began to realize that the old virtues 
of individual thrift and self-reliance were not equal to meeting new 
and complicated economic and social forces which created problems 
beyond the ability of the individual to control. America then learned 
that the whole of our free society had an overriding obligation to act 
together intelligently through the instruments of Government, to cope 
with problems that were beyond the control of the individual citizen. 

So we developed, during the great depression, our structure of social 
security. We acted essentially on a nonideological basis. We are a 
pragmatic people. We do things because they work, because they are 
practical, and because they provide answers to basic problems. Our 
social security program was motivated essentially by that nonideolog- 
ical pragmatic approach. 

We recognized that something had to be done to help people meet the 
problems of growing old in a complex industrial society. 

We knew that the best principle upon which to base such a program 
was to spread the cost over the working life of the individual worker 
and to have the whole labor force share the risk. 

We accomplished through government what we could not do indi- 
vidually. That essentially is the purpose of government. As Abe 
Lincoln put it in different words, the purpose of government is to do 
for people what they are unable to do individually. 

é whole concept of free democratic government is to create gov- 
ramental mechanisms that will facilitate doing these things within 
the framework of the basic freedoms and values that we believe in. 
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The early social security program started out with a very low leye] 
of benefits. The average worker was entitled to roughly $23 a month, 
The inflation that accompanied the war period eroded even that, so that 
we came out of the postwar period with a social security structure that 
was grossly inadequate. 

Labor unions and others interested in trying to make progress in 
this field did their best, but were unable to get progress in Washing. 
ton. We then turned to the collective bargaining table. 

In 1949 the UAW, the union that I am privileged to be the presi- 
dent of, decided that when a worker is too old to work, but too young 
to die, somehow he is entitled to a measure of economic security and 
human dignity in the autumn of his life. We went to the bargaining 
table and had to fight hard to negotiate private pension plans to 
supplement the inadequate levels of social security. 

Ve started out with the Ford Motor Co. and we got the first $100 
plan integrated with social security. We said that for every addi- 
tional dollar that they could get from social security they would save 
a dollar in the private pension plans. 

We used the argument that the employer would be obligated to pay 
the total cost of private pension plans whereas in social security the 
workers would share 50 percent of the cost. 

This formula performed miracles. Within a very short time we 
were able to get employers to withdraw their opposition to improve- 
ment in social security legislation. The social security benefits were 
increased and they have been increased several times since then. 

This means that virtually all of the people in America shared in the 
greater progress. 

I am told that the average social security benefits for an elderly 
couple are now roughly $120. Compared with the $39 benefit that an 
elderly couple got 10 years ago, we have made tremendous progress in 
that period. 

There are 18 million people covered by private pension systems to 
supplement their social security benefits. However, only one out of 
seven of the people currently drawing social security have private 
pension plans to supplement their social security benefits. 

This means that the great mass of the people still rely solely upon 
the social security benefits without the aid of private pension funds. 

Now, the question arises, Mr. Chairman, are these people able, with 
their current level of income, to have access to adequate hospital and 
medical care in the very period of their lives when they are growing 
old and have the greatest need for hospital and medical attention! 

The Department of Health, Education, and Welfare report points 
out that three out of five people 65 years and over have less than 4 
thousand dollars income per year. 

It would seem to be just a matter of commonsense economics that for 
older people with less than $1,000 a year, at a time in their lives when 
they need more hospital and medical care—cannot possibly buy such 
medical eare through the normal channels. 

Now, this problem is not going to get easier; it is going to get more 
difficult. The HEW Report does not hold out much hope for greater 


i 
ti 
sal t] 
n 
Ir 
a 
a 
D 
h 
fi 
a 
0 
h 
r 
I 
i 
1] 
a 
i 
b 
P 
0 
h 
i 
b 
0 


BENEFITS FOR OASI BENEFICIARIES 407 


improvement in the income of the overwhelming number of aged 
people. It warns that: 

Any assessment of the probable situation of beneficiaries in the future must 
take account of the fact that persons on the beneficiary rolls are getting pro- 
gressively older. The aging of the rolls can be expected to be accompanied not 
only by higher medical costs, but by the using up of savings and less opportunity 
to supplement benefits with earnings. 

In other words, the problem, which is already acute, already tragic 
inhuman terms, is going to become more acute and more tragic because 
there will be more older people; they will live longer; their medical 
needs will become greater, and their prospects of being able to supple- 
ment inadequate incomes will decline. 

This, Mr. Chairman, is precisely why we believe that Congress must 
act, because only through Government action can we begin to fill this 
need. That is why we support H.R. 4700. We believe that this is 
an important step in helping to meet these basic hospital and health 
needs of the aged. 

We have made great medical progress in America. I personally 
have tremendous respect for the competence of the medical profession. 

Ishall be eternally grateful for the fact that when I was shot and 
fighting for my life doctors performed miracles and made me whole 
again. I shall forever be grateful for that. 

But that does not change the fact that while we pride ourselves 
on being a country that has made great progress in the medical field, 
wehave many gaps that need attention. 

Most people in America are under the illusion that we are the 
healthiest nation in the world. Certainly based upon our economic 
resources and our medical know-how, we ought to be the healthiest 
pation in the world. 

But we are not. In Canada, Cyprus, Denmark, West Germany, 
Iceland, Israel, Japan, the Netherlands, Norway, and Sweden, iis: 
ing to statistical records, people over 60 have the prospect of longer 
life than they do in America. 

Why? The good Lord did not engineer those people better than 
we are engineered. Some of them live at a slower pace than we do 
und are subjected less to the pressures and tensions of our fast mov- 
ing industrial society. It also means that these countries are doing a 
better job of committing their resources to meeting basic health needs. 

Certainly it seems to me that. we ought not to be far behind in this 
parade; we ought to be leading it. 

When I was in Europe only a few weeks ago, I visited some of 
the facilities offering special housing and excellent medical care for 
older people in Sweden on the outskirts of Stockholm. After you 
uve talked to these old people you come away feeling a renewed 
‘uth in the whole concept of democracy and the worth of human 
beings, I asked myself, if these countries can do it, why can’t we? 

When I see what happens in America, it makes me a bit sad 
that, with our greater resources, with our tremendous know-how, 
Weare failing to meet the needs of older people on an adequate basis. 

A study made in the State of Michigan pointed out that 45 percent 
of the people with less than $1,000 annual income, had one or more 
‘ymptoms that were not treated or taken care of. 
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Twenty-seven percent with an income of between $1,000 and $2,000 
had one or more symptoms that were unattended. ' 

Twenty-three percent of those with $2,000 to $3,000, and only 10 
percent of those with $5,000 or more had untreated symptoms, 

This, I think, illustrates clearly that the economic hurdle is the 
most serious block that keeps people who have medical needs from 
getting adequate medical attention. 

In Boston, a study showed that three times as many people in 
the lower economic group cited “expense” as the reason for not seek- 
ng treatment as was the case in the higher economic groups. 

t is morally wrong and economically indefensible for a society 
as rich as ours, with our wealth and know-how, to deny people medi- 
cal care in the autumn of their lives because they don’t have the 
economic resources to be able to purchase it in the open market. 

On pages 12 and 13 of my testimony, Mr. Chairman, we deal with 
the kind of nursing homes that are being used to take care of some 
of the needs of our aged population. 

The report points out that 108,000 of the 221,000 beds in skilled 
nursing homes—those with the highest classification—were considered 
unacceptable because of fire hazards and health reasons. This is a 
great indictment. 

Never let us forget that ultimately the contest between freedom 
and tyranny will be decided by the hundreds of millions of uncom- 
mitted people in the world, and that they are going to judge us not 
by the range of our missiles or by the explosive power of the H-bomb— 
although we need both of these things. They are going to judge us 
by the measure of responsibility and morality that we demonstrate 
in the use of our material resources to meet basic human needs. 

No one can defend the kind of tragedy indicated by a Government 
report that says 108,000 out of 221,000 beds were fire traps or menaces 
to health. 

Go to free Berlin, a city under direct Soviet pressure. See some 
of the nursing homes that I visited only 3 or 4 weeks ago. You will 
come away proud of what a free people can accomplish for the aged. 

If they can do it, under Soviet guns, why can’t we do it in America 
with our tremendous resources ? 

We can. We have everything it takes. We have the resources; we 
have the know-how. All we have to do is to provide the will which 
ought to flow without too much effort out of a sense of obligation and 
a sense of responsibility. 

It seems to me, Mr. Chairman, that there cannot be any question 
about the need for doing this job. No one really can argue that we 
ought to throw these aged citizens to the wolves and forget about 
them. No one would look upon them as we look upon antiquated, 
obsolete machinery. When General Motors uses up a piece of ma- 
chinery, they throw it in the industrial scrap heap. We cannot treat 
older workers that way just because we have taken the best years of 
their productive lives. We have an obligation to help them meet these 
basic problems within the framework of our free society. The ques- 
tion is how best we can do the job. 

We support H.R. 4700 because it proposes that we meet basic minl- 
mum health requirements for the aged by building into our social 
security system an added feature for tnt Maa their cost over the life- 
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time of the worker and having the worker and the employer share the 
costs on an equal basis. 

Some pe or will say that this will destroy any possibility of de- 
veloping voluntary plans. But social legislation in America has 
evolved around an idea, which I think is very sound and compatible 
with the whole concept of how a free people should go about meeting 
basic social needs. This concept is that the Government, as the agency 
of the people, should provide for meeting basic minimum standards. 
However, we also encourage the development of voluntary plans to 
supplement the basic minimum standards. 

This is what we do with our basic social security program. No one 
siys that the social security program has stopped the development 
of private pension plans. We have tied the two together. They sup- 
plement each other. They make each other stronger and together 
they are more adequate. 

We do this with minimum wages. No one suggests that because we 
have a minimum wage that we don’t go out and bargain for higher 
wages. The minimum wage represents what we believe to be the level 
below which no one should need to go in their economic status. This 
isthe whole concept that we have developed. 

In areas where the individual is trying to cope with economic and 
social forces beyond his control, the Government as the agency of the 
people fills the vacuum. It does not always do the total job; it does 
not take over the total responsibility, but meets basic minimum 
standards. With this as the foundation, voluntary, private effort is 
made to supplement that further and to make it more adequate. 

This approach makes a great deal of sense and is compatible with 
the whole system of values that we believe in. 

If the voluntary approach were adequate without the Government 
providing the basic minimum standards for older people, then there 
would be many more older people covered by private health insur- 
ance. But the Health Information Foundation survey, which I be- 
lieve was made in 1957, points out that only 38.6 percent of the aged 
group over 65 years of age are covered by voluntary health insurance. 

No one knows what kind of insurance. There are all kinds of in- 
surance policies. Therefore, this does not tell the whole story. But 
of the 38.6 percent who were presumably covered by voluntary in- 
— 16 percent going into hospitals had none of their costs 
covered. 

Ithink that the inability of the voluntary plans to cover adequately 
these basic minimum standards requires the Government, by Federal 
legislation, to do the job. 

The only alternative to this approach of the Government providing 
minimum standards, with employer and employee sharing the cost, 
‘qually—the only other approach, since I am sure that no one pro- 
poses that we continue to neglect this problem by ignoring it—is to 
meet the — by an increased program of public assistance based 
need. 


— we have to make up our minds which of the two approaches 
IS best. 

Is it better to have a system of insurance which spreads the cost over 
a long period of the working life of a worker, in which he shares 
the cost with the employer, in which he gets benefits as a matter of 
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right, not as a matter of public charity, in which he gets his medica] 
care needs met with a sense of dignity ? 

Or do we want a program of public charity which inadequately 
meets these needs, forces a worker to go through a means test, forces 
him into all kinds of embarrassments, loss of a sense of social statys 
and worth and dignity, in order to get access to basic health care} 
A relief system may cater to the needs of the physical man, the outer 
man, at the cost of demoralizing the spiritual inner man. 

What we want is a system that will provide medical care to the 
aged who need it, as a matter of right, with head up, with a sense of 
dignity. 

This is one of our great problems. We Americans so overempha- 
size purely material things that sometimes we may find we are missing 
the point in taking care of the inner man. With the older people, 
not actively engaged in daily work, state of mind is more important 
than anything else. 

When you have to subject people to the indignities of a means test 
for medical care, you are, I think, abusing them and doing them a 
great injustice. 

We would like them to get health care because they have a right 
to it, because they helped pay for it, and because they need it. This 
is the difference between the public assistance approach out of gen- 
eral taxation, and which will cost us the same amount of money, and 
a system of social insurance which we think is a sound, proper, docedt, 
and honorable way to do it. 

We have been trying to make the voluntary plans more adequate. 
We have worked with insurance companies; we have worked with 
the Blue Cross and the Blue Shield plans, and we have done every- 
thing we can. But I can tell you that we cannot provide retired 
workers who we represent—and we now have almost 100,000 mem- 
bers of the UAW who are retired under our. pension plans—with 
the kind of adequate medical care that they need within their eco- 
nomic resources. And at that, our retirees are better off than most 
retired people, because of the private supplementation of their social 
security benefits. 

It costs the average retired couple $15.50 to remain covered by Blue 
Cross-Blue Shield at present rates. You take that kind of bite and 
the even bigger bite of uninsured medical costs out of their $120 of 
social security, and you can begin to realize why, at the point of re 
duced income and the point of greater medical needs, it is impossible 
for the average retired couple to be able to finance their medical care 
needs. 

Here is a letter I received from a retired worker. I would like to 
quote from it because it points out the dimensions of this humal 
problem. I will quote just the last portion of the letter: 


During the past 3 or 4 years— 
he says— 


I have had a lot of sickness; my wife also, who is now 81 years of age 
All of this has had to be paid for without any hospitalization funds. I have 
had to spend hundreds of dollars on my feet for skin trouble. Then I have 
had to have an operation for prostate trouble which cost me nearly a thousand 
dollars. A few months ago I was told that I would have to have operations 
on my eyes for cataracts or go totally blind. I was informed that my phys 
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dical # condition was good enough to stand this operation, which I have had done ; 
gnd having cataracts removed from both eyes has restored my sight. This cost 
tel 3315 for 4 days in the hospital, another $300 for the operation. 
ved He goes on to say that his wife not very long ago fell and fractured 
tatys a vertebra and was confined to bed for 14 weeks, requiring hospital- 
sare! ization. ; : 
outer Thisisthe problem. What are we going to do about it 
I think we ought to recognize that there are millions of aged peo- 
> the f ple who have made their contribution in helping to fashion the great- 
se of ness of America that we are all proud of who cannot cope with the 
economic and social problems of medical care. We ought to bring 
ipha- our social security system up to date and include as a part of its 
ssing basic benefits these minimum health needs. Then they can ry ae 
ople, ment by voluntary plans protection beyond and above that basic 
My prepared statement points out in some detail that private plans 
s test [currently are not adequate to meet this problem. Any delay in trying 
ema go provide basic minimum standards through appropriate Federa 
legislation will merely mean that we will neglect this problem at tragic 
right buna cost. Ultimately, if we do meet the problem, it will be more 
This § dificult, its dimensions will be much greater. ’ 
‘ge Thirty years ago, if there had been enough wisdom and enough 
, and sense of responsibility on the part of free labor and free management 
ecent, 2 America to have sat down and to have worked out pension pro- 
grams, we could have paid for the costs as we went along, we could 
uate, § Lave escaped the tremendous cost of paying for past service credits. 
with @ LLe whole concept of retirement would have been quite different and 
very: much more easily managed. 
otiral But when we went to the bargaining table in 1949 we had more than 
mem- fp” years of neglect to overcome because we had to pay into the future 
_with (ot what we had failed to do in the past. 
r eco B Lhe longer we put off this problem, the greater it will be. In other 
most @ "rds, the longer we delay meeting our obligations currently, the 
social @ ore will future generations have to pay for our neglect. Therefore, 
ve would urge that the Congress act now on this matter. 
, Blue Whenever anyone suggests that we ought to broaden social legisla- 
e and 12 fo take care of basic minimum needs, there are always people who 
190 of (Ose these things. They have a right to oppose, and we will defend 
of Te their right to disagree, but it seems to me that we ought to be sensible 
secible 4 sane and rational about these matters. 
J care ,, Ven Congress considered disability benefits under social security, 
the AMA had Dr. F. J. L. Blasingame testify for organized medicine. 
ike to : 
yumal Swial insurance is the common European system while public assistance is 
e traditional American approach. 
Tam fearful that this really reflects a fighting of ideological wind- 
nillsand not a sensible and sane evaluation of the problem. 

S anyone really believe that our social security system is un- 
of ase american Does anyone really believe that to have workers con- 
; hae x. ute along with the employers to a rr of social insurance which 
oussnd Uren the cost of the insecurity of old age over their working life- 
rations len ls un-American, is contrary to the system of values that we be- 
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No one really believes that. 
Then we ought to quit pretending we do. We ought to recognix 
that we are living in the 20th century and that you cannot repeal it; 
you have to learn to meet the problems and its challenges and its op. 
portunities sensibly, sanely, and rationally. 

Nor was that the first time that organized medicine opposed social 
legislation or any effort to deal rationally with the eal em of how 
people get access to medical care. 

Much of the propaganda put out by organized medicine does not 
reflect the thinking of the individual doctor. That is one of the great 
ironies in medical care. Medical societies suffer in some respects from 
some of the problems that plague the labor movement. Too often the 
membership of the labor movement is not sufficiently involved in the 
work of the union, so there is abuse on the part of leaders. That is 
also a problem of medical societies: too many doctors are just busy 
practicing good medicine and a few politicians make the political 
decisions. 

I think that is bad in labor; it is bad in medicine. 

Ultimately, any democratic organization is no better than its mem- 
bership makes it, whether it is is a labor union, a medical society, or 
any other group. 

know something about the fight to make Blue Cross possible 
Back in 1940 Blue cess was just getting started in Michigian and 
was practically unknown throughout the United States. We had to 
threaten to strike against the General Motors Corp. to get them to 
agree to make a payroll deduction in which the GM worker paid the 
total cost. What was their argument? 

It is all a matter of public record. We had hearings before what 
was then the National Defense Mediation Board, of which Mr. Wi: 
liam H. Davis was the Chairman. Their argument was they are w- 
willing to travel the road to socialism. 

We said there is nothing socialistic about Blue Cross; it is the op- 
posite of socialism. It is a nongovernmental, voluntary approach to 
medical care. Government is in no way involved. 

Well, we won the fight with the companies. Finally they agree 
this was not the road to socialism. They agreed and they signed the 
contract. 

We signed up 80 percent of the GM workers in Flint, in Genesee 
County, which is the biggest GM city. Then the Medical Society 
called it socialism and refused to cooperate. ; 

We got one lonely doctor to sign a contract to participate in Blu 
Shield. Two weeks later he came down and, with tears in his eyes 
said, “I am being socially ostracized. I have been threatened with 
loss of my hospital privileges. Will you please excuse me. I mate 
this commitment in good faith, but I can’t go on.” 

We said, “We can’t go on with one doctor anyhow.” 

So we excused him and had no doctors. We had to fight the Medi 
to bring voluntary health insurance to Genesee 

ich. 

Finally they saw the light and were thankful that Blue Cross and 
Blue Shield were developed. 

Nearly 50 percent of the total membership of Blue Cross in Michi 

gan are fans of our union and their families. We have work 
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hard to raise the standards of Blue Cross. We have representation 
on the board of directors of Blue Cross. 

We are for building and supporting and making more effective 
and workable voluntary plans, but we recognize their limitations. We 
know the things they can do and the things they cannot do. 

We want to build voluntary plans, but we think that the basic 
needs of older people cannot be met except by this kind of legislation. 
Then we will supplement the minimums through voluntary plans. 

I think the approach proposed in H.R. 4700 is both wise and work- 
able in terms of meeting this basic problem. 

I have been interested in this problem for a long time, not only 
as a trade unionist, but as a citizen. I served for a year with a 
anel of distinguished people—the President’s Commission on the 

ealth Needs of the Nation—some years back. We had prominent 
physicians and other —, from all walks of life. We spent a whole 
— about how we can as a free society, best meet this 

roblem. 

We dealt with many phases of the medical needs of the people of 
our country. With respect to the aged we had this to say, and I 
quote from the report of the President’s Commission on the Health 
Needs of the Nation: 

It is clear that the solution to the problem of payment for health services to 
the aging does not lie in currently available private insurance programs with 
premiums paid by the aged. Nor does it lie in any reasonably anticipated in- 
crease in cash benefits under old-age assistance or old-age and survivors insur- 
ance. Rather, the situation requires a new approach. 

H.R. 4700 offers such a new approach. The Federal Government 
would meet the basic minimum needs, using the principle of insurance 
to spread the cost, which the worker and the employer share, over a 
long period of time. Then we would supplement the basic minimum 
protection using the voluntary approach. 

The present social security system is both sound and solvent. I 
think that the propaganda against this bill is without foundation. 

We have not made an estimate of the cost of this bill, Mr. Chairman, 
but we accept the estimates made by Secretary Flemming. We think 
his estimates are reasonably accurate. They point out that the cost 
of the benefits that this bill proposes would be roughly 0.53 percent 
of payroll, or roughly $1.1 billion per year. 

Now, how much money is that? We have roughly a $450 billion 
economy in terms of our gross national product. This is less than one- 
quarter of 1 percent of our gross national product. This gross na- 
tional product is going to increase at an accelerated rate. I ask you, 
Can America afford to commit one-quarter of 1 percent of its gross 
national product to help meet this basic need, especially when you 
recognize that our failure to maintain full employment and full 
production has lost forever many times this amount? Between 1953 
and 1958, we grew at a rate of only 1.3 percent. All reliable economists 
have said, and the Rockefeller Committee report agreed, that we 
need 5 percent growth annually. 

. The difference between 1.3 and 5 percent growth for those 5 years 
is $212 billion, a substantial loss in gross national product. We could 
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have had $212 billion more in goods and services if we had expanded 
at the rate of 5 percent rather than at the rate of 1.3 percent, or $4,909 
additional income per family. Even if we omit the impact of the 
1958 recession, the rate of growth amounted to 2.3 percent from 1953 
through 1957. 

For the years 1958 through 1964, if we continue to expand at the 
average rate of 2.3 percent rather than 5 percent, we will lose $400 
billion, or $6,200 per family. 

When you measure the cost of this proposed legislation in terms 
of these economic potentials, in terms of our actual gross national 
product, you can see how insignificant it is. 

I have unlimited faith in America because I have unlimited faith 
in the capacity of free men. I believe that we have the resources; 
I believe that we have the technical know-how; I believe that we 
have the will to commit a portion of our resources to provide our aged 
citizens with a measure of security and dignity in the autumn of 
their lives, which ought to be a period of reward for useful work. 

I would urge, Mr. Chairman, favorable action on the part of your 
committee, and following that, favorable action on the part of Con- 
gress, so that America can begin to meet this basic lens Then 


we can say to ourselves and to the world that we not only have these 
reat economic resources, but have as well a sense of social responsi- 
ility and moral obligation to commit our resources sensibly and sanely 
and responsibly in meeting these basic human needs. 
We believe that H.R. 4700 is an essential step in this effort to meet 
these basic needs. 
Thank you. 


The Cuarrman. Mr. Reuther, we thank you, sir, for bringing to the 
committee your views and those of the many thousands of people 
associated with you. 

I cannot refrain, Mr. Reuther, from congratulating you on the very 
forceful manner in which you have presented these views. 

Mr. Reuruer. Thank you. 

The Cuatrman. You have, from my point of view, made a very 
excellent statement. 

Mr. Forand. 

Mr. Foranp. I, too, want to compliment you on your presentation, 
and for not only its clearness, but also for the content of your 
statement. 

I have but one question I would like to ask of you. 

A representative of the chamber of commerce this week told the 
committee that his organization had urged employers to extend hos 
pital and medical insurance benefits to retired employees. 

Now, do you feel that their recommendation has had any effect o 
the a <n with whom you have to bargain? 

Mr. Reuruer. Well, if it has, the microscope we have is not sufl- 
ciently strong to be able to find it. All of our experience has beet 
to the contrary. 

We have tried and tried at the bargaining table with all of the 
influence that we have been able to exert, with the pressure of strike 
votes behind it, we have done everything humanly possible, but we 
cannot get employers to work out a sharing of the cost of hospital 
and medical care for retired workers. 
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Ican assure you that the inadequate coverage that we have for our 
retired people is not the result of our failure to try. 

It seems to me that most of the influence of the chamber of com- 
merce and the National Association of Manufacturers has been in 
the opposite direction. They think that when we make progress in 
collective bargaining with a social problem, employers are placating 
and yielding to the “labor bosses,” to use their terminology. 

I can say in all good conscience that the chamber of commerce has 
not helped our effort to meet this basic problem of the medical needs 
of our retired members. 

Before | conclude I want to say that I appreciate, Congressman 
Forand, the leadership and the sense of responsibility that you have 
provided in sponsoring this a Il want you to know that 
there are millions of aged people in America who are fully appreci- 
ative of your efforts in this regard. 

Mr. Foranp. I thank you very much for that compliment. 

I assure you that this is not window dressing; I am most sincerely 
interested in trying to find a solution to the problem. 

Iam greatly appreciative of the help that I have received from 
you and people like you who believe in the same cause. 

Thank you very much. 

The Cuairman. Mr. Mason. 

Mr. Mason. Mr. Reuther, I noticed that you complimented quite 
highly the way Sweden takes care of its old people. I am inclined 
toagree that they do take care of them, from what I have heard about 
it 


‘What is the form of government of Sweden at present? 


Mr. Reuruer. Well, I think that Sweden is one of the most demo- 
cratic countries in the world and I think that anyone who goes to 
Sweden and checks their whole system of social insurance and hous- 
ing, comes back deeply impressed. 

I happen to know personally the Prime Minister of Sweden and I 
think he is a very wonderful person who believes in the same basic 
democracy and human values that we believe in. 

So I say to you, that they are a democratic country the same as 
we are, 

Mr. Mason. Now, democracy has a great many forms. Is it true 
that Sweden has a Socialist form of government ? 

Mr. Reurner. Well, that, of course, is just a lot of nonsense. If 
you will look at Sweden, and I suggest that maybe a little research 
work would throw some light on this, you will find that while it is 
ttue that the group that makes up the labor movement and the polit- 
al party that they are associated with in Sweden, has been in con- 
trol of the Government for many years, nevertheless socialism and 
the nationalization of basic industries have not taken place. The 
Swedish economy is essentially a free enterprise economy over 90 
Percent privately owned. Of the few industries that were national- 
wed, such as postal and transportation, it was done by the conservative 
governments and not by the labor governments. 

Now, these are simple facts. 

Mr. Mason. Of course, I know some of those facts, but Sweden 
today has what is called a Socialist government, but it is really a 
welfare government. 
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That, I imagine, is what many people would like to see our Goy. 
ernment changed into. 

That is all, Mr. Chairman. 

Mr. Reuruer. You see, Mr. Mason, this is not the problem here, 
Millions of American aged people are being denied proper medical 
care. If we are going to fight ideological windmills as a substitute 
for fulfilling our obligations, we are not going to kid anybody but 
ourselves. The people in the world, who are going to judge the worth 
of American democracy, are not going to be influenced by our fighting 
ideological windmills; they are going to be influenced by how we do 
dealing with basic problems. 

Mr. Mason. Mr. Chairman, I challenge that statement. There are 
not millions of Americans, elderly people, who are denied proper 
medical care. We have had testimony to the effect that many States 
now have worked out volunteer methods of handling this problem and 
they are doing a good job of it. 

That is all, Mr. Chairman. 

The Cuarrman. Let me just say this: It would be most unusual if 
there would not be occasionally a difference of opinion as to the facts 
between witnesses or members of this committee. It would be a 
unusual situation. 

Mr. Mason. Well, when there are a few individuals, extreme cases 
cited as millions, I have to challenge that statement. 

(The following letter was received by the committee :) 


INTERNATIONAL UNION, UNITED AUTOMOBILE, AIRCRAFT & 
AGRICULTURAL IMPLEMENT WorKERS OF AMERICA—UAW, 
Detroit, Mich., July 22, 1959. 
Hon. D. MILs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 

DEAR CONGRESSMAN MiLts: During the discussion, Hon. Noah Mason ques- 
tioned my statement that millions of American aged people are being denied 
proper medical care. Starting at the bottom of page 9 in my formal presenta- 
tion, there is ample evidence to the effect that, because of inability to pay for it, 
literally millions of Americans go without medical care. As the report indi- 
cates, studies in Michigan, in Boston, in California, and nationally document 
this point. This is the whole sense of my formal paper from the bottom of 
page 9 through the middle of page 14. The situation is especially critical, as 
cited, in nursing homes. 

It may be true, as so many of the opponents of the Forand bill claim, that 
anyone who petitions humbly for health services can get them in America. It 
is just as true that many do not, and the reason for this is that most of our 
citizens, accustomed to a lifetime of self-sufficiency, who have always paid 
their own way, are often too proud to beg for charity medicine. I thought Dr. 
Furstenberg’s testimony and that of Dr. Dixon made this amply clear, and I 
would also like to cite another Detroit witness, Mrs. Jennie Herbon, who was, 
I believe, the last witness on July 16: 

“* * * without some form of hospital and medical insurance protection most 
older people will not seek medical care even when they need it. Many of my 
older friends will wait until they become desperately ill before they will risk 
running up medical and hospital bills that they can’t afford to pay. The result 
is that they become rundown from malnutrition or lack of simple drugs, and 
they may even endure great pain and suffering before they will expose them- 
selves to medical care that they can’t afford to pay for. Take the case of one of 
my neighbors in our project, for example—she and her husband are both in thei? 
late seventies and are unable to move about freely because of their poor health. 
They need medical care in the project, but they can’t get it because they are 
unable to pay the normal fees for home visits that most doctors normally charge. 
Furthermore, they are unable to find a doctor who will come and visit them. My 
guess is that they are both suffering from a poor diet, a lack of proper exercise 
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and just plain neglect. Eventually they will break down and have to go to the 
hospital, perhaps never to return to their homes. This, mind you, is only one 
example; there are hundreds, if not thousands, of older people who are too 
frightened or too poor, or a combination of both, to seek the medical care they 


May I request that this letter, in amplification of my oral testimony, be included 
in the record of the hearing? 


Very truly yours, 
WALTER P. REUTHER, 
President, International Union, UAW. 


The CuatrMaNn. Are there any further questions ? 

Mr. Machrowicz will inquire. 

Mr. Macnrowicz. Mr. Reuther, since our time is limited, I am not 
going to ask any questions. I am going to leave that to those who 
are not as firmly convinced of the truth of your statement as I am 
and I am sure I will listen to their questions and your answers as I 
have to your very interesting and informative statement. 

I do want to say that we in the Detroit area are very, very proud 
of the type of leadership you have shown, not only to the labor move- 
ment, but to the many, many millions of Americans who, as you say, 
believe in the 20th-century human ideals. I do want to thank you for 
the very fine presentation you made. 

Mr. Reuter. Thank you. 

The Cuarrman, Mr. Baker will inquire. 

Mr. Baxer. Mr. Reuther, I compliment you on a most comprehen- 
sive and excellent statement. I was particularly interested in the 
portion of your testimony as to the relationship between private pen- 
sion plans and social security. 

That seems to be a very fine thing in this field. Do you agree with 
me on that, we should expand and go further? 

Mr. Reutruer. That is right; I believe that relating privately nego- 
tiated pension plans with the social security system is a responsible 
and workable approach to the problem. That is precisely why we 
have done it this way. 

Mr. Baxer. I have had it brought to my attention, particularly 
through the Alcoa workers in the district I represent, in respect to 
the recent disability provisions—they are related to, of course, the 
private pension plan, I suppose, by contract; is that right? 

Mr. Revruer. That is right. They are negotiated in our basic 
contracts. 

What we would like to do here is to extend this same principle. 
In other words, we have the social security as the minimum structure, 
but we supplement it with private plans. We have the minimum 
health needs supplemented by private plans. 

I think the argument that if you do this by legislation you will 
destroy the possibility of developing private plans has just not proven 
to be so. Our whole experience proves the contrary. If you relieve 
the private plans of the burden and the great risk of the minimum 
standards, then you give them the field to develop their own pro- 
grams without the jeopardy that trying to carry this basic minimum 
standard present to them. 

Mr. Baxer. Let us take the $120. If you, by collective bargaining, 
agree on a $200 amount, then the social security would pay the $120 
and the pension plan $80. 
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Mr. Revrner. I think at the point we started out, the benefits in 
1949 were roughly $30. Our first plan was with the Ford Motor Co, 
and it required the Ford Motor Co. then to pay the difference between 
the $30 of social security and the $100 of total pension for a worker 
with 30 years of service. 

Of course, at the point they supported legislation which increased 
the $30 that reduced their own obligation. This is the way our 
private pensions worked to raise social security. 

The employer would guarantee to the worker by contract a mini- 
mum benefit and he would have to make up the difference between 
what social security provided and the minimum benefit. 

Mr. Baker. Is that still the way it works? 

Mr. Revuruer. We have since modified our plans, but that was the 
basic idea around which we built our original plan. 

Mr. Baxer. The disability provision is tied into that contract! 

Mr. Revutruer. Yes, sir. 

Mr. Baxer. Thank you. 

The Cuarmman. Are there any further questions? 

Mr. Knox will inguire. 

Mr. Knox. Mr. Reuther, I join my colleagues of the committee 
in complimenting you on bringing to the committee your views so 
the committee may have the full concept of not only one side, but 
all sides of this question which is involved in this legislation. 

I regret that I was detained this morning and was not here for your 
entire testimony. 

There is one question which I do not know whether you have 
covered or not, but I would like to ask it. That is relative to the 
new insurance that the elderly citizens of the country had an oppor- 
tunity to purchase on the 65-plus plan. 

It was the Continental Casualty Co. which had such a plan. Do 
you have any figures as to what you believe that has brought to our 
aged group who qualify under the 65 plus system ? 

Mr. Revutuer. I don’t know how much detailed information we 
would have on that, but our criticism generally of that approach is 
that it puts upon the aged worker a greater economic cost than he 
ean carry because you attempt to pay it on a pay-as-you-go basis 
and because the whole burden is plazed on the older group. 

This is why we think this is not the best way to do it. We think 
that spreading the cost over the working life of the worker is much 
better than to try to make him carry this cost at the point of retire- 
ment when his medical need is greatest and when his income is the 
lowest. 

That is essentially our basic criticism. We have been poring over 
all of the insurance programs, all the voluntary approaches, and our 
effort and our study has led us to the conclusion that the way to do 
this thing is to make it a part of the basic social insurance an 
amortize the cost over the working life of the worker. 

Mr. Knox. I would tend to believe that your thinking is that the 
plan has not in any way assisted the aged capes of our Nation as far 
as hospitalization and medical care is concerned ? 

Mr. Revruer. I think it helps certain individuals who perhaps at 
economically in a position where they can afford it. It helps them. 
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But I think in terms of the overall need, it is not an adequate 
answer. 

Mr. Knox. I fully realize that the policies are limited and there- 
fore it does not cover the entire cost. I would not expect that it 
would cover the entire cost as to the price and the risk which the 
insurance company takes because the individual does not submit 
himself to an examination in order to qualify for coverage under 
the policy. Is that not true? 

Mr. Reutuer. That is right. 

You just have to realize that you cannot take this group of aged 
people—they are just a bad risk—and try to cover them by an insur- 
ance program on a pay-as-you-go basis. They would be just taking 
on an impossible burden for themselves. 

If, however, you spread the cost of the medical needs during the 
period of retirement over the whole lifetime of the worker, you have 
a different kind of insurance problem. 

Mr. Knox. What I was endeavoring to develop, Mr. Reuther, is 
whether you or your organization had made a particular study of 
this new program and determined to what degree it has met the 
senoshilty of the hospitalization and medical care for the aged 
group that could not qualify under the Blue Cross and other systems ? 

Mr. Revrner. Congressman, we have a social security department 
in our union staffed by very competent people in this field. They 
have made an extensive study of the various plans that are being 
offered. Their report to us is that the plans are not adequate. This 
isnot the answer to our problem. 

If we travel this road we will leave the problem largely unmet. 

Mr. Knox. I fully understand, Mr. Reuther, that it is not the full 
solution to the problem, but I felt it was something that would supple- 
ment something which we did not have. 

Mr. Revruer. Obviously, even an inadequate approach is better 
than nothing at all. What we are trying to do is to get a more adequate 
approach. 

Mr. Knox. That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions of Mr. Reuther? 

Mr. Alger will inquire. 

Mr. Averr. Mr. Reuther, I have enjoyed hearing your statement. 
It is a very interesting experience to me because I have not had the 
opportunity of meeting you, although I have read and studied many 
things you have said in the past. 

I studied your written statement, and I have also listened to what 
you have just told us orally. I was pleased to hear you say during 
the testimony that you were willing to believe in defending the right 
of the other fellow’s viewpoint. 

I almost feel like saying I wish you would stop defending me so 
much because with the zero score you gave me in Congress on the labor 
Votes, it is giving mea hard time in Dallas. 

I don’t know whether I need that kind of defense. 

a Revurner. You will have to talk to the people in Texas about 
at. 

_Mr. Atcer. Where would you stop this coverage? Why age 65, 

since we have heard from others who testified that two-thirds, for 

example, in Philadelphia, of the medical free aid has been extended to 

those under 65? Why should we stop at age 65 
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The Cuatrman. Mr. Reuther, will you speak in the microphone? 

Mr. Revruer. I beg your pardon. I was trying to look the gentle. 
man from Texas in the eye. 

I think that there is a very sound and logical reason to stop at age 
65 because this is the age that we as a people have decided is the normal 
and workable and practical retirement age. It could have been 67, 
or 66, but somewhere along the line in the wisdom of the people who 
made this decision, who wrote the social security legislation, they took 

e 65. 

* That is the point where most Americans plan to retire. Some of 
them go a little beyond that, some of them short of that, but that is 
the date on which they usually become eligible for retirement. 

We take that date. As of the point that a worker is no longer gain- 
a employed, when his income is drastically reduced, and his 
n for medical care is greater, we believe that the Government 
through a system of social insurance ought to begin to help meet 
his needs. 

In any free society you have to weigh values and you have to make 
a decision. It seems to me that this decision flows essentially from 
this fact, that 65 is the generally accepted retirement age. It is 
when people have their normal income terminated. Before that 

eriod the private approach, the voluntary approach, may prove to 
be an adequate way to meet it. 

It is for this reason that we propose that these benefits be made 
available at the point people become eligible for social security 
benefits. 

Mr. Aucrr. By the way, I am going to warn you now that if your 
answers are too long, I am going to make some speeches to you, but 
I will try to resist. 

The next point I want to ask is in the same vein. 

Is this bill fair enough for those not covered by OASI, who are 
over 65 ? 

Mr. Revutuer. Is it fair to the people who are denied social security 
covera 

Mr. Auger. Yes, who will not be covered by this bill. 

Mr. Revruer. I think the same argument could be made against 
the whole social security system. Is it fair to exclude these people! [ 
personally would like to see the bill changed to cover all the people 
who have these basic needs, but this, again, is a problem of neglect in 
the past. 

. Atcer. You mentioned disability benefits and this matter of 
merit. Now, the point I am really getting to is this: 

Is it fair to stop this at any point unless you cover everybody under 
OAS, and then if there are other citizens who are not covered, how 
in equity can you exclude them from medical case? 

You can agree with that or disagree, but in equity, should not 
rhe be covered if some are covered, and if everybody is paymg 

orit! 

Mr. Reuruer. I think any law in a free society should make bene- 
fits available to every citizen who needs the benefits and who is willing 
to pay the cost of such benefits. 

r, Avorr. Is it fair, using your same language, then, to ask thos 
people to pay for it who don’t want it? 
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Mr. Revruer. That is exactly what happens under the public as- 
sistance program. Everybody has to pay for it out of general tax- 
ation although everybody does not get it. 

Under the system that we propose, the people who would pay for 
it would get the benefits. 

Mr. Avcer. The people who pay for it are the consumers, Mr. 
Reuther, if I am not mistaken, which probably you know better than 
most of us. If the employer pays more in tax, naturally he hikes 
the price of the goods a the consumers pay for it. 

Mr, Revruer. The people pay for everything since there are no 

economic Santa Clauses. We are talking in terms of our tax struc- 
ture. 
A person who is covered by social security is obligated to have 
deducted from his paycheck every month a certain percentage of his 
wage so he is paying for the social security benefits. The employer 
contributes the same amount. 

If people are being discriminated against and denied soveeney then 
Iam for giving them coverage if they have a need and are willing to 
pay for the benefits. 

Mr. Arcer. You made a very strong statement. I am thinking of 
pages 7 and 35 of your testimony, but I felt there was a conflict, a 
contradiction. I am sure you did not intend to set up a contradiction 
inanyone’s mind. 

On page 7, as I recall, you made the point that there would either 
be a choice between collective bargaining or social] security and that 
you made the choice for social security. ; 

On page 35, as I recall, you stress the point that you had a large 
part through collective bargaining in setting up the voluntary plans. 

Now, I ask you if you have decided for. social] security against col- 
lective bargaining and it was the collective bargaining that set up 
your voluntary programs, have you not in your’own mind actual] 
closed the door to the worth of the private voluntary program whic 
you yourself helped to set up through collective bargaining which 
how you say you throw out and instead choose social security. 

Mr. Revruer. No conflict whatsoever. The two things supplement 
each other, 

There is no question about it. No one who is a student of the whole 
eflort to change the social security legislation and to improve its level 
of benefits can deny that the privately negotiated pension plans, in 
which the UAW was the prime mover in the beginning, in which we 
integrated or related private benefits with socia) security, had a tre- 
mendous impact upon the structure of that legislation because em- 
ployers who were down here lobbying against it began to support it. 

So the two things supplement each other and are not in conflict. 

The same thing is true on the medical care plan. The efforts that 
we made at the bargaining table were largely responsible for the 
development of Blue Cross and Blue Shield in places like Michigan. 
We negotiated with Blue Cross; we negotiated with employers to work 
out the mechanics of payment. And, just as in pensions, this volun- 
tary program can be integrated with a governmental plan to cover the 


retired. Rather than being in conflict, these programs wil) supple- 
oO 


ment each other and we will make progress in areas. 


That is what we are proposing to do here. 
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I am opposed to the Government trying to do everything in every 
field. I think what Government has to do is to create the climate and 
to provide the minimum standards and then encourage a private vol- 
untary effort to supplement the minimum standards of these areag, 

I think our whole experience press that private effort at the bar. 

aining table on pensions helped to develop the medical programs of 
lue Cross and Blue Shield. 

Mr. Arcer. I appreciate your answer, Mr. Reuther. One reason 
T asked you that was, I was rather taken by something Wilbur J. 
Cohen said. 

Do you know Mr. Cohen? He testified before this committee. 

I pointed out that back in 1950 or 1951 he was a strong advocate 
of compulsory national health insurance to which he agreed, as | 
am sure you were at the time, from what I understand of the history 
of the Murray-Wagner-Dingell bill. At that time there were very 
few voluntary programs. 

However, since that time he has changed his viewpoint to believe 
that the voluntary insurance programs have a very real place. That is 
interesting, Mr. Reuther. 

_Back in 1950 at the time that particular rear oy health insurance 
bill was before Congress, it was not known what the voluntary pro- 


grams might be which would be forthcoming; even now we are wit- 
nessing some fairly new insurance programs coming into being. 

You have pointed out you do not feel that one program kills the 
other, but we have had lots of testimony here, by those who ar 
proponents who say they feel very definitely that the Federal programs 
with compulsory taxation will kill the voluntary programs. You 


=— said they can live side by side and one will not squeeze out the 
other. 

Mr. Revruer. I think the whole experience that we have had proves 
that they supplement each other and that this essentially is an illustra- 
tion of the kind of special genius that we have in America. We know 
how to use Government to meet basic minimum standards and instead 
of thwarting the development of private efforts, we encourage it, so 
we make progress in both areas. 

Mr. Arcer. Let me ask you something else. 

Under this bill, as I understand the terms of the bill, the Govern- 
ment will have the right to certify, and license, and so forth, the doe- 
tors, the hospitals, the nursing homes. 

Is it not also to be assumed that OAST, the Government agency, 
will have the right to see that good health will be forthcoming from 
these services? That is almost elementary, is it not? 

Mr. Revutner. I would think that the Government agency that was 
responsible for administering the program would be obligated to see 
to it that people who get the benefits get high quality medical care. 
I would think that we would want that. 

Mr. Arcer. Right. I agree. 

Do you not think also then, to accomplish this, there will have 
to be the necessary regulations even with criminal penalties and 0 
forth, to enforce these programs to see to it that the people comply 
who are involved ? 

Mr. Reuruer. Obviously whenever Government has responsibility, 
it must have authority to discharge that responsibility. The two 
things are inseparable. 
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I have unlimited faith in the good judgment, and the competence, 
and the integrity of the medical profession. I do not believe that they 
will attempt to cut corners or deny people the kind of medical care 
they would need, and therefore the policing aspect of this thing, I 
think, will be reduced to a minimum. 

Obviously if, as the report of the Department of Health, Education, 
and Welfare points out, there are 108,000 out of 221,000 beds in nursing 
homes which are health hazards or fire traps, we shouldn’t subsidize 
them. We ought to insist upon standards that we think are in keeping 
with what American aged people ought to have. There will be some 
policing, obviously. We havea Food and Drug Act. That is policing, 
and nobody proposes that we abolish it because it is policing. 

Mr. Aucer. I am in accord. I was asking if the Federal Govern- 
ment lays down a program that there have to be penalties. 

I want to compliment you personally for what you just said about 
the doctors, because as I read your prepared statement you made some 
remarks about them, and insurance folks, and others that 1 may or may 
not get to, that were not too complimentary of anything. I believe you 
impunged their motives, and 1 think I can prove this, but 1 do not 
know that you intended to. 

Mr. Revrner. I quoted them. If that is uncomplimentary, 1 am 
sorry. 

Mr. Arerr. Anyway, if the Government then has regulations to 
implement this program and the Government has the right to insist 
on good health care, if we get into it at all, the Bureau would have a 
| right, would it not, to audit the books, let us say, in any contest on 
| this of the participating homes and anyone else involved. 

The Government would have that right, is that not correct? 

Mr. Reutuer. I think that obviously the Government would have 
the authority essential to effective implementation and achievement 
| ofthe basic objectives of the bill. I believe that we can all understand 
that this is a matter of good will and commonsense. Every govern- 
| mental agency has to temper what it does with good will and common- 
| sense. I don’t think that we are going to have a bunch of medical 
policemen running around America checking on this any more than we 
do in other areas where governmental agencies have responsibility. 

Mr. Averr. My next question would be this: The bureau or the 
udministration administering this would certainly have the need and 
certainly the right to establish necessary fees and costs and all the 
other component parts of the program. Isthat not correct ? 

Mr. Reuruer. We are already doing that sort of thing right now. 
Blue Cross and Blue Shield have to do it. We negotiate with them. 

Mr. Arcrr. I am trying to lay down these steps. I am not trying 
totrap you in any sense. 

Mr. Reurner. I am not fearful of being trapped. 

Mr. Arerr. The Bureau would also have the right to establish the 
standards for the nursing homes, which certainly need the standards, 
as you have pointed out. 

Mr. Reurner. That is right. 

Mr. Atcrr. And the money would come for the program, of course 
through the increased social security tax, the one-fourth and three- 
eighths, and that is compulsory ; is that right? 

Mr. Revruer. That is right. Anyone who gets the benefit should 
be required to pay. : 
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Mr. Acer. The reason I have run through these steps is just for 
one purpose. 

To me, this all adds up to just one thing, socialized medicine, | 
think we should call it that. 

Do you disagree with that or do you not ? 

The steps I have given you from the inception of these questions 
that I have asked you, that are cut and dried, spell out Government 
regulations, Government control, criminal penalties, enforced com. 
pulsory taxation, and I fear, frankly, as we were talking earlier, this 
will have to spread the whole population in equity, but whether it 
does or not, to the degree we have it, it is socialized medicine, 

Mr. Revruer. I don’t think that is a very important question, be. 
cause I don’t think it is very important to get engaged in an ideologi- 
cal windmill fight. 

If social security is socialism, then this would be socialized medi- 
cine. I don’t happen to believe that social security is socialism. It 
has nothing to do with Government ownership and operation of 
industry. 

I think that what we ought to do is to quit fighting words and deal 
with basic human needs, because ultimately we are going to win the 
fight between tyranny and freedom only as we meet these basic prob- 
lems. We are not going to frighten the Communists away by playing 
with words and we are going to win no friends, because shal are 

oing to judge us by what we do about these problems. Therefore, 
oo not interested in an ideological windmill fight. I have been 
through that too often. 

The test of whether this thing is right or wrong, whether it is 
proper or improper, whether it is moral or immoral, whether it is 
responsible or irresponsible, is, does it meet basic human needs with- 
in the framework oft the values that we believe in. 

No one can contend that our social security system has undermined 
freedom in America. It has given more people freedom, freedom to 
look forward to their old age with a sense of security. And meeting 
medical needs in that same period is not going to rob anybody of his 
freedom, or his security, or his dignity. It is the result that counts 
and not the words that people play with. 

Mr. Axcer. I am certainly interested in your viewpoint, and you 
may call it an ideological windmill, but, of course, some of us see It 
otherwise; particularly, in view of the fact that we ran $13 billion 
in the hole last year and did not begin to please your legislative 
program. 

Mr. Revuruer. That is because the economy is limping along in low 
gear. Why don’t we get in high gear so we have full employment and 
full production? We lost $60 billion in 1958 because over 5 million 
were unemployed and because 25 percent of our industry lay idle. 

Instead of pinching pennies, we need to analyze ourselves. 

Mr. Aucer. Do you maintain, as you said in your verbal statement, 
that a growth of 5 percent, having done all the good things you out 
lined this morning, could be accomplished just a wishing for it, by 
controlled economy, should we say ? 

Is that what you are advocating ? 

Mr. Revruer. If we could do these things by wishing, we would 
be there now. It takes affirmative leadership, it takes direction, !t 
takes an understanding of the dynamics of our free economy. 
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Mr. Atcer. Is spending more than we take in a dynamic concept, do 
you think ? 

“Mr. Reorner. I think that spending more than you take in as a 
specific governmental policy is wrong, but why are we spending more 
than we are taking in? You see, you people all put the economic 
cart before the economic horse. Why are we spending more? Why 
aren't we getting full employment? Do you realize that when you 
waste the productive power of over 5 million unemployed, it is gone 
forever. You can’t recoup it. You can’t put it into a storage house 
orrefrigerator. It is gone forever. 

We are spending more than we are taking in because we are not 
producing at 

Mr. Arcer. And by passing another law, we are going to increase 
the potential of the productive economy you are talking about. By 
ert more money beyond the budget we have just run $13 billion 
inthe hole. 

The recession only accounted for about a $6 billion loss of that, 
as you well know. 

Now, do we want more expensive programs piled on top of that? 

Mr. Revrner. You will have to go over and talk to Senator Douglas 
and members of the Joint Economic Committee because you are not 
talking about the same economic facts that I am talking about. 

Mr. Avcer. That is quite true. My viewpoint is not that of Sen- 
ator Douglas. 

Mr. Revruer. You are talking about the income loss because of the 
recession. But if we had had full employment and full production, 
how much greater would our gross national product have been and 
how much broader would the tax base have been ? 

If we had had full employment and full production in 1958, there 
vould be a governmental surplus rather than a deficit. 

Mr. Arcer. And we are going to have full employment by passing 
another law and spending more money ? 

Mr. Reuruer. I personally don’t think we are going to have full 
production in this country until we get better leadership in Washing- 
ton. 

Mr. Arerr. I rather think that if we had all the folks here you 
would like to have, there would be lots more spending, but, as a matter 
of fact, with respect to the people I am talking about, Mr. Reuther, 
Ihave here a list of the legislative aims of the AFL-CIO. You are 
certainly entitled to your opinion and I will defend your right to that 
opinion, but I happen to Heugess. If we total up the cost of what 
you still want, and we are operating on an uneasy balanced budget, 
we are told, it would run this Nation’s economy I do not know how 
many billions of dollars more in the hole. 

Let me point this out to you and I hope all union workers across 
the country get this. 

For every billion dollars that your program asks us to spend beyond 
the budget, we would add about $25 per family because, as you well 

know, most of the taxation comes from those of modest income. 

Now, if your program runs $10 billion over, which I suspect is 
tbout what this list of legislative aims runs up to, aid to education, 
nore family housing, and so forth, you would saddle on the very 
People you represent a terrible tax load, for $10 billions about $250 
taxes per family. 
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Now, when you come to us and ask as you do for more and mor 
legislation, you are just unbalancing the budget. You are adding ty 
family taxation, and if we have not the guts here to vote increased 
taxes for your union workers to pay to meet your legislative demands 
since they have to foot the bill, as you know, then we are going to 
inflate the currency, which you mentioned in your testimony, and 
undermine their buying power, and the cost of living goes up, and you 
mention the Consumer Price Index. 

To me that is a very great danger. Those are the figures that con- 
cern me. 

How can you justify ww us for more and more aponding he- 
yond the budget at the risk of increased taxation and inflation? 

Mr. Reuter. Well, you see, I think the essential difference between 
your point of view and mine is this: Our problem now is that we have 
the tools of abundance, but distribution is still geared essentially to 
the economics of scarcity. What we have to do is to quit fighting 
over scarcity and learn to cooperate to create abundance. ; 

These things that we want, better housing, better schools, and all 
these other improvements, we want not out of a smaller economy; we 
want them out of a bigger economy. The only way to create wealth, 
is by the application of human labor and the tools of production to 
the economic resources available. 

That is the only way you can create economic wealth. What we 
are talking about is how to mobilize the abundance of America, utiliz- 
ing automation, the peaceful uses of the atom, electronics, and new 
technology, and to get maximum growth. 

This is the basic contest with the Soviet Union. Soviet industrial 
production went up 11 percent from early 1957 to early 1958, and ow 
production went down nearly as much, because we were in a recession. 
We can’t afford that. 

When we talk about these needed gains we are talking about gains 
not out of a small economic pie, but out of a bigger economic pie. 
When you relate these things to this larger economic pie they ar 
entirely possible. 

The Rockefeller report is not a propaganda report put out by 
the AFL-CIO. We had no influence on it. We weren’t even con- 
sulted. They talk about a 5-percent rate of growth as essential to full 
employment and full production, essential to meeting America’s do- 
mestic needs and carrying out its obligations in the world struggle 
againstcommunism. This is all we talk about. 

If we had had a 5-percent rate of growth since 1953 there woull 
have been an additional $212 billion of goods and services produced 
over the 5 years. Measure the $10 billion you are talking about 
against the $212 billion and it is insignificant. 

What we need to do is to mobilize abundance. Out of that greater 
abundance we can all share and have more than enough of the 
things of life. 

Mr. Auger. What does mobilize abundance mean ? 

Does that mean regiment the economy through a Government-col 
trolled plan ? 

Mr. Reutuer. Of course it doesn’t. This is the old shopworn argt- 
ment that the only way you can be free is to do nothing. The poll 
is that if we don’t meet these basic problems, the vacuum will be filled 
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by forces who will destroy democracy and human freedom. This is 
what happened in Germany. 

I was in Germany when Hitler took power. The system broke 
jown. It didn’t work. It wasn’t socialized. It wasn’t taken over 
by the worker. Big business was running the government and, in 
desperation because the thing had broken down, and there were 8 mil- 
lion unemployed, they chose Hitler at the price of their freedom. 

What I am proposing to do is to make our economy work. I don’t 
vant to regiment anybody. I would rather bargain with General 
Motors than with Uncle Sam—I have said this many times—because 
Uncle Sam has troops and General Motors hasn’t. 

This has nothing to do with regimenting the economy. I believe 
ina free economy. 

I believe, however, that when General Motors is operating at 50 
percent of capacity, it is bad for the workers, it is bad for GM stock- 
holders, and it is bad for the American consumers because they have 
topay for those idle machines. 

f you think what happened in 1958 is good, I a. with you. 
I think we ought to get the American economy into high gear. If 
wecan have full employment making the weapons of war and destruc- 
tion, why can’t we have full employment making the good things for 
—_ in peacetime. We can have it without regimentation. 

Mr. Auger. Do you know, and you do know or have you thought of 
itand you do not want to use it, that employment goes ahead unevenly 
like human beings, not regimented, and you are not going to regiment 
human beings unless you deny them freedom; employment periodi- 
cally levels off. 

\ 4 r eeirsx We must get out of the slump, get caught up, and 
go ahead. 

Mr. Atcer. You have made a beautiful speech, but you said about 
1} things which I personally would contest as wrong premises. 

You say Government intervention is not regimentation. I say it is. 

Mr. Reuruer. Is social security regimentation ? 

Mr. Acer. I would like to go back to your statement and actually 
point out to you what I call wrong premises. You are certainly free 
tocontest them, but I want to show you what I mean. 

You are very shrewd. You lay a basis, a basic premise, and if 
we accept it and build on it, you have already won your case. Let 
ine cite to you what I mean, and I am quoting now from your state- 
ment. 

You make this statement : 

_ Why is it that in the United States, and in some other contemporary countries, 
In the 20th century, most older people are looked upon by society as unwelcome 
and irksome burdens. 

Mr. Reuther, I take grave exception with you, sir. 

With the affection I have for my parents and the affection that 
I thus transfer to other older people, I naturally think in the same 
veln about other older people throughout our society, and when you 
‘iy that most of our older people are looked upon by our society as 
inwelecome and irksome burdens, sir, I think you are laying a premise 
that is wrong. 

Mr. Revrner. You missed the whole point. I respect you for the 
affection that you have for your parents because I share in the same 
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affection for mine. Two weeks ago, I participated in a family cele 
bration when my mother and dad celebrated their 55th wedding 
anniversary. But, we are talking here not about your attitude or my 
attitude as human beings; we are talking about the professional att). 
tude that is presented to older people when they approach society 
for these basic needs. 
What kind of treatment and what kind of attitude do you think 
revails in these 108,000 nursing home beds that are fire traps or 
health hazards according to this report ? 

Do you think they look at these old people with a sense of respect, 
and admiration, and affection ? 

No. They grind them through as though they were just burdens, 
and that is what I am talking about. 

Mr. Arcer. Are you saying we can change human nature by passing 
the Forand bill and that will make other human beings better ¢ 

Mr. Revruer. Changing human nature is not a simple thing, but 
I think we ought to keep working at it. 

Mr. Aucer. We cannot do it by legislation. 
ar. Revuruer. Do you think the social security law was good or 

ad ? 

Mr. Arcer. I say the social security is very unequal right now. 

Mr. Revuruer. Do you think it is un-American ? 

: = gga You define un-American and then I will tell you what 
think. 

How would you define un-American, Mr. Reuther ? 

Mr. Revuruer. I would define un-American as something that would 
really be contrary to our concept of human freedom and the value and 
the worth of the human individual. 

I think social security contributes to advancing those values. 

Mr. Axcer. Of course, your definition of un-American nobody can 
argue with, as your definition of most anything. Your definition of 
words is positively amazing, but do you understand what the present 
social security program will do in terms of what it was originally 
intended to set out to do? 

Let me ask you, sir, do you believe that a man getting $72 or a family 
$120, or whatever it is, can lose their social security if they earn a 
much as $100 a month, and, on the other hand, a man clipping coupons 
making who knows how much, $20,000 or $30,000 a year, can still get 
his social security ? 

I say to you the social security program right now is not domg 
what it was originally intended to do. 

Mr. Reuruer. Why don’t you submit a bill to amend it then? 

Mr. Axcer. The question is: Can it be made into a good program! 
We might actually recognize in such a study that many things in the 
social security bill are a little bit like what I said to you earlier. 

You are not going to change human nature by passing another lav. 
Asa matter of fact, Mr. Reuther, are you prepared to tell us that when 
we put millions of people under social security, and we are even nov 
only barely meeting income and outgo and the longevity, the increase 
of life expectancy, is going up, we have anything like the anee 
income to actuarially meet the obligations we have backlogged! 

Mr. Revtruer. I think, as I said earlier, that the actuarial structure 
of our Social Security System is sound and solvent. That doesn’t meal 
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that at some future date we may not have to look at it again. The 
yorld changes, and I think you have to keep in mind that you can’t 
legislate to meet this kind of problem in a dynamic world without 
evaluating it periodically. But I think, as of now, it is sound and 
slvent and I think that any attempt to say that it isn’t is a great 
disservice to the whole idea. 

Mr. Acer. I am still entitled to my opinion and I happen to think 
the system is not solvent, because we put millions under it, who did 
not pay in proportionately as we will under this bill. 

Are you saying that the people just under 65 and those over 65 
covered by OASI are going to contribute anything to this bill—mil- 
lions of them ? 

Mr. Revrner. They have already contributed by a lifetime of useful 
work, 

Mr. Arcer. I beg your pardon. Many of those people have not con- 
tributed to the social security program for a lifetime. 

Mr. Reuruer. They worked, didn’t they, a lifetime? 

Mr. Acer. They have not paid social security for life. You know 
that. 

Mr. Revrner. I am aware of the fact that because of the neglect on 
the part of the whole of society they were denied the opportunity to 
make their proper payments while they were working. Do we just 
forget about them because we all failed to meet this need ? 

I said earlier that this was the same problem we had with the 
pensioners. 

We worked out a pension program with the Ford Motor Co. in the 
fall of 1949. Six months later the program went into effect. Thou- 
sands of Ford workers retired. They made no payments, did they? 
Yet they got the benefit. It was because we failed to work out an 
actuarially sound program 30 years earlier that would have enabled 
them to make their contribution during their useful life work period. 
But we denied them that right. 

We didn’t say, “Well, now, because you didn’t contribute, you are 
not going to get any benefits.” 

We recognized that we had failed as a group and we didn’t penalize 
the individual because the group failed to provide him an opportunity 
toparticipate. 

Mr. Avcer. You said earlier, Mr. Reuther, that you have a great 
admiration and respect for the doctors who helped you in your own 
difficulty and you pointed out on page 26, as I recall, of your state- 
ment, that cutting fees was a quixotic thing. Did you know that 
many, many doctors cut their fees and that many areas of our country 
provide free care for our people now with doctors getting no fees at all ? 

Mr. Revrner. I think there is no question that there are many, many 
dedicated doctors in America who are performing wonderful service 
to people who need it without compensation. I am aware of that. 
But this is not how a free people ought to deal with this basic problem. 
On page 26 I quote Dr. Peggs and he says very clearly that he thinks 
the medical society ought to quit kidding themselves because they are 
hot going to be able to solve this trouble by cutting fees and ultimately 
something approximating the Forand bill will be adopted by Congress. 
think that Dr. Peggs makes a great deal of sense and that the medical 
Societies ought to use their good influence to try to shape the legislation 
along constructive lines rather than just oppose it. 
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Mr. Arcer. You get after the doctors considerably for their political 
activity down at the bottom of that page. I want to ask you, do you 
think the doctors have done a better job politically in this particular 
issue they are interested in than you folks do by your lobbying, op 
almost every legislative issue on all of which you spend money? 

Mr. Revutruer. You know, when I was in the hospital I had many, 
many bull sessions with a lot of doctors about these matters. I per. 
sonally think that their best interests, the best interests of America 
and the best interests of the people whom they are dedicated to care 
for would best be served, if instead of fighting these battles in terms 
of words, we sat down and said, “Now, what are the problems? What 
are the needs? What can we do to work together to find reasonable, 
sensible, and constructive ways to try to commit our resources to help- 
ing meet these needs?” 

I think on that basis we can make progress. Instead of that they 
hire these public relations exports, Madison Avenue boys, who go out 
and coin slogans and waste their money. I read their stuff, the whole 
argument before and after social security was passed. It is the same 
old rehash, the playing of a broken record. They ought to save 
their money and sit down with the people who have problems and see 
if we can work out a joint approach. We have respect for their 
medical competence. The people have the need. Why can’t we get 
together and work this thing out sensibly, and constructively ¢ 

So my suggestion to them is to save their money and not waste it 
on these high-powered Madison Avenue hucksters. Let us sit down 
and work out an approach that we can cooperate on and we will all 
be better off. 

Mr. Atcer. Maybe some of the union members would say the same 
thing about all the money you could save on legislative issues. 

Mr. Revuruer. You come to our convention and you can see our 
union members. We have a democratic union where every member 
has the right to get up and talk. When they make a decision I am 
going out to work to carry out their programs. 

Mr. Aucer. I know how you define democratic. When the gentleman 
from Illinois asked you about Sweden you said Sweden was the most 
democratic of countries; and it is a socialistic government. I suppose 
that is what you mean by democratic. I know that many countries 
in this world that disagree with us in philosophy take our same words 
and redefine them. 

Mr. Revruer. Is the economy of Sweden nationalized ? 

Mr. Arcer. You have just said that a great deal of it was. 

Mr. Reutuer. Very little of it is nationalized. I said less than 10 
percent, and what has been nationalized was nationalized by the con- 
servative government, not the labor government; the socialist govert- 
ment, as you call it. It was the conservative government that national- 
ized these basic industries, and it is a very small percentage. 

Mr. Avcer. I am wandering off again. I really have some other 
questions. 

Before I wandered into Sweden there for a moment, you pointed 
out the doctors ought to save their money. The doctors have the feel 
ing, whether you share it or not, that much good is being done i 
voluntary programs. They are working with insurance people tryig 
to build better voluntary programs. You say on pages 27 and 31 that 
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the powerful insurance companies, and this is almost verbatim, obstruct 
these efforts toward this kind of a bill, not because they can do the job, 
but because they don’t want the Government to do it. Do you reall 
think that the insurance companies are not attempting to provide 
better insurance policies that will help to do this job? 

Mr. RevrHer. No, I don’t say that. I say that the private insurance 
companies oppose the Government doing anything in this field because 
they want to preempt this field. That is what I said. I don’t think 
there is any question about it. The history of our efforts to get social 
legislation in the areas where insurance companies have an interest 
will demonstrate that they have opposed nearly every effort of the 
Government to enter these areas or to improve these programs. 

Mr. Acer. That is your viewpoint. I simply must contradict it 
flatly. They are not opposing this particular program or compulsory 
health insurance by the Federal Government just because they don’t 
want the Government to do it, but because they reason that much better 
medical care can be provided by private and voluntary programs than 
by the Government, and you have a different viewpoint. 

Mr. Revrner. They have had all these years to do it and they haven’t 
done it. The Government hasn’t stopped them. Why haven’t they 
met the needs on a private insurance basis or voluntary basis? They 
have had the field to themselves for years. Now, when the Govern- 


| ment moves in to fill the vacuum because of their failure they cry, 
“Don’t let the Government do it. We will do it.” Why haven’t they 


done it? Can you tell me that? 

Mr. Aucer. Why have not the private plans done it? 

Mr. Revruer. 

Mr. Avcrr. They are still evolving these, as for catastrophic illness. 
In fact, you are as you said helping to evolve them. You are a member 


of an association that is working on voluntary private plans, and 


you know it takes time even to figure actuarial risks. 

Mr. Reurner. You would say they have not had time? 

Mr. Arcer. I did not say they have not had time. I said it takes 
time to work out these new insurance programs. If you don’t like the 
present insurance programs why do you not help work them out. 

Mr. Reurner. We have been working hard in this field, but we 
recognize the limitations of a private insurance approach to this basic 
social problem. We do not believe that you can try to put the heavy 
cost of this basic need upon the retired worker at the point where his 
needs are the greatest and his income has been drastically reduced. 
sat is exactly why we think a private insurance approach won't 
work, 

Mr. Aucer. Let me point out to you, though, that you have said 
tous earlier that there are no accurate figures to determine the coverage 
of health insurance protection, and I want to call your attention to 
the report. On page 43, there are some figures. I think you are 
right, the figures are not too detailed. Does it not seem more worth- 


while to you to wait until the White House Conference on the Aged 
)ind we should get these figures so we have something to go no? 


Mr. Revruer. We know the need is here now. You can talk with 
people who have the practical need. They will tell you you don’t need 


survey. Every time there is a problem instead of meeting it we say : 


“ 
: Let’s have another survey.” 
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We know enough about it now to know that the needs are not being 
met. Whether it is X percent or Y percent, we know it is serious gy 
therefore we think we ought to have action now and not another study 

Mr. Acer. I appreciate your view and I haven’t convinced you of; 
thing, have I? 

Mr. Revruer. I think maybe that is mutual. 

Mr. Aucer. Mr. Reuther, I have enjoyed this opportunity and] 
want to thank my colleagues for their patience, and I will say to th 

entleman from Louisiana it is my first meeting with Mr. Reuther, and 
thank you very much, Mr. Chairman. 

The Cuatrman. Any further questions? 

Mr. Reuther, we thank you, sir, for coming to the committee and] 
again congratulate you on the statement you have made in support of 
your position. Thank you, sir. 

Mr. Revuruer. Thank you kindly. 

Mr. Foranp. Mr. Chairman, I ask unanimous consent to submit for 
the record at this point the report of a special committee, I understand 
appointed by Governor Meyner of New Jersey, submitted to the Ney 
Jersey Commission on Aging. 

The CHatrMaAn. Without objection, that will be included at this 
point in the record. 

(The document referred to follows :) 


REportT OF A SPECIAL COMMITTEE TO THE NEW JERSEY COMMISSION ON AGING 


It is axiomatic that a person who is sick long enough and severely enough 
eventually will exhaust his resources, and the resources of family, too, if heis 
fortunate enough to have others upon whom he can depend. Indigency ly 
virtue of medical expenditures is a threat to nearly every person, and particularly 
to those 15 million Americans who are 65 years of age and older, 9 million o 
whom have yearly money incomes of less than $1,000. 

The diseases of old age are chronic diseases. Chronic illness, debilitating in 
itself, is disastrous to the majority of the Nation’s senior citizens who are unable 
to pay the costs of hospital, surgical, and nursing home care. 

A comprehensive health program for senior citizens is universally recognized 
in this country as the single most critical need of the elderly. 

Given the universal recognition of the problem there must also be univers#l 
agreement that adequate insurance must be provided for our senior citizens 
against the costs of maintaining good health, 

How is such insurance to be provided? 

The loudest voices now being heard are calling for an expansion of existing 
private insurance programs. The best that can be said for those who make 
such proposals is that they are not facing squarely the medical problems of the 
aged. For example, the most liberal private insurance program now available 
to persons 65 years of age and older provides the following benefits: $10 pe 
day for 31 days of each hospital confinement ; $200 for surgical benefits and 
percent of miscellaneous hospital expenses up to $125. The cost of such a polis 
is $6 per month, or $72 a year. 

What does such protection mean to a senior citizen in New Jersey who his 
money income of $1,000 a year. 

The average cost of a hospital bed in New Jersey is $25 per day. If the pr: 
vately insured person spends 31 days in a hospital where he is charged $25 pe 
day his total bill for the hospital bed will be $775 or which his insurance wil 
cover $310, leaving $465 for the privately insured patient to pay. This combined 
with his annual premium means that he will be spending more than half of bi 
income for a stay in the hospital, and he will not yet have begun to pay doctot 
bills or the cost of such nursing home care as he may need subsequent to beilé 
discharged from the hospital. 

How significant, then, is the boast by those who propose that private insuran 
programs do the job that 40 percent of all persons 65 years of age and over batt 
some kind of private medical insurance? Obviously, it is a hollow claim thi 
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says nothing about the ability such insurance gives the policyholder to pay his 
ical bills. 

a fact is that older people have need for far greater coverage than is avail- 

able, and that they are less able to pay the rates required. Hopeful reflections 

on the growth of private insurance indicates an unwillingness to recognize that 

the health needs of the aging represent a major social ill—one that cries for 

constructive remedy. 

The New Jersey Commission on Aging, the first agency to develop a pro- 
gram for older people within the executive branch of a State government, has 
considered various proposals to deal with the problem of health protection 
for senior citizens. 

Action by individual States has been rejected as contributing to the patch- 
work of social legislation such as workmen’s compensation, temporary disability 
insurance and unemployment insurance, the inconsistencies of which work to 
the disadvantage of the insured. 

The commission believes that this Nation has already learned how best to 
do the job. The experience of planning and administering a program to provide 
minimum income for the bulk of persons 65 years of age and over should be 
turned to account now. This social security program is approved throughout our 
society, there being disagreement only upon how quickly increased financial 
‘assistance should be given our senior citizens and the amounts of such in- 
creased assistance. 

We are called upon now to show how well we have learned. Our times dic- 
tate that we take immediate steps to broaden the Nation’s social security pro- 
gram to include comprehensive health protection for our senior citizens. 

It should be noted that as presently expressed in proposed legislation, the 
addition of health protection to the social security program does not come any- 
'where near providing a comprehensive health protection program for the aged. 
This can be illustrated in many ways. but there is no more vivid demonstration 
of this than the fact that minimum nursing home care today costs $2,400 a year, 
only one-third of which would be covered if the proposed legislation were law. 

Yet, while H.R. 4700 cannot be considered comprehensive by any standard 

of medical needs, it does embrace the principle of broad-based prepaid insurance 
particularly geared to the hospital, surgical and nursing home needs of the 
aged. 
Gov. Robert B. Meyner has spearheaded the endorsement of this principle. 
In remarks delivered last month before the First National Conference of the 
Joint Council To Improve the Health Care of the Aged, he succinctly summarized 
the health problems of persons 65 years of age and over. He then endorsed 
aprogram of the kind proposed in the Forand bill, pointing out that the addition 
of health protection to the social security program would be attacking the 
—a of health protection for senior citizens through the American principle 
of insurance, 


The New Jersey Commission on Aging joins with Governor Meyner in endors- 
ing that principle. 


Davin 8S. DAVIEs, 
Beecutive Assistant to the Commissioner, New Jersey Department of 
Conservation and Economic Development, 


LAWRENCE O. Hovston, Jr., 
Erecutive Assistant to the Commissioner, New Jersey Department of 
Labor and Industry, 


Wittram J. Josep, 
Assistant Director, Division of Pensions, New Jersey Department of 
the Treasury, 


Members of the Special Committee. 
The CuarrMaNn. Our next witness is Mr. E. J. Faulkner. 
Mr. Faulkner, will you identify yourself for the record by giving 
Ws your name, address, and capacity in which you appear? 
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STATEMENT OF E. J. FAULKNER, HEALTH INSURANCE Assocul. 
TION OF AMERICA, AMERICAN LIFE CONVENTION, LIFE Insp 
ANCE ASSOCIATION OF AMERICA 


Mr. Fauitxner. Thank you, Mr. Chairman. 

Mr. Chairman and gentlemen of the committee, my name is E. J, 
Faulkner. I live in Lincoln, Nebr. Iam the president of Woodnalt 
Accident and Life Co. of that city. I appear today in behalf of thi 
American Life Convention, the Health Insurance Association i, 
America, and the Life Insurance Association of America in oppositialiS 
to the enactment of H.R. 4700 and similar proposals. . 

The Cuatrman. Will it be possible for you to conclude your state 
ment in the 45 minutes we have allotted to you, sir? 

Mr. Fauixner. I shall endeavor to do so, sir. 

The Cuareman. Mr. Faulkner, you are recognized, sir. 

Mr. Fautxner. Mr. Chairman, in order to conserve the time of tim 
committee, I ask that the testimony that I have prepared copies off 
which have been presented to the committee be incorporated in ty 
record and that I be permitted to paraphrase and brief some of tg 

ints. 

P’The Cuamman. Mr. Faulkner, I notice you have some exhibits sp 
pended to your statement. You are asking unanimous consent th 
your statement and charts, but not this additional material, be ix 
cluded, is that correct ? 

Mr. Fautxner. That is correct. 

The Cuatrrman. Without objection that material will be include 
in the record. 

Mr. Fauixner. Thank you, sir. 

The Health Insurance Association of America is an association i 
270 companies engaged wholly, or in part, in providing voluntan 
health insurance. e American Life Convention and the Life 
surance Association of America are associations of life insurers having 
a combined membership of 285 companies, most of whom also provid 
voluntary health insurance. These associations include in their mem: 
bership companies having in force approximately 90 percent of th 
voluntary health insurance underwritten by insurance companies i 
the United States and Canada. | 

While this statement is directed specifically to the hospital, nursing 
home, and surgical care benefits proposed by H.R. 4700, it seems ap 
propriate by way of background to refer to the philosophy and pry 
vious position of the insurance business with regard to social security. 
I invite your attention to a booklet entitled “Sound Policy for Social 
Security” which is submitted with this statement. Although ths 
policy was formulated prior to the enactment of the 1958 amendment 
to the Social Security Act, the broad principles that it enunciates ar 
still applicable. We also invite your attention to the statements aff 
representatives of the insurance business at the hearings on s0¢l 
security held last year by this committee. 

The insurance business did not oppose the establishment of the socit! 
a program, nor did it oppose the adoption of survivors’ benelity 
when they were added in 1939. To the contrary we have consistent) 
cooperated in the creation, formulation, and improvement of t 
system. We have not agreed with some proposals for the amendmell 


fa 


be 
cluded 


tion 
luntar 
Afe In 
having 
provide 
T mem 
of the 
nies 


nursil 
ap 
nd pre 
ecurity. 
Social 
gh this 
ments 
ates are 
rents of 
social 


social 
benefits 
istently 

of tht 
ndmett, 


BENEFITS FOR OASI BENEFICIARIES 435 


hange, or extension of benefits. Proposals to make the system more 
fective within the framework of sound principles have had our active 
upport. However, we have been and continue to be critical of those 
proposals that would unduly expand benefits as measured by the sound 
loor of protection” concept or would extend the system into the fields 
fcompulsory health or disability benefits. We regard such proposals 
s contrary to the public interest. There are and will continue to be 
Hiferences of opinion and interpretation of fundamental principle 
smong people who seek the same desirable end, as we have observed 
nthe last 2 hours. For example, one proponent of continual expan- 
ion of social security, when commenting on the “basic floor of pro- 
ection” concept, stated: “Some people think of the floor as a bare, 
ough-hewn cabin floor, others as a solid oak floor coe A peers and 
axed. I like to think of it as a floor with a kind of Bigelow carpet 
mn it not only to keep my feet warm, but giving me some esthetic 
leasure also.” * 

The insurance business, accustomed as it is to the trusteeship implicit 
nthe payment of benefits over very long periods of time, can scarcely 
ubscribe to this “Bigelow carpet” concept of social security. It does 
ubscribe to adequate old age and survivors’ benefits. 

President Eisenhower, in his message to the Congress in January 
1954, referring to the social security system, said : 

The system is not intended as a substitute for private savings, pension plans, 


and insurance protection. It is rather intended as a foundation upon which these 
pther forms of protection can be soundly built. 


That is the end of the quotation. 


We believe that the best friends of the social security system are not 
hose who seek its overexpansion but rather those who strive to prevent 
it from assuming obligations that could weaken or destroy it. 

Let us now turn to the specific issue before this committee today. 

he distinguished sponsor of H.R. 4700, Representative Forand, in 
presenting a similar proposal to the 85th Congress, clearly outlined the 
problem when he said : 


Iam hopeful, however, that we can enact a measure which will result in better 
health care for millions of Americans, that will relieve many American families 
if serious financial worries about health bills, that will avoid financial disaster 
sor Many aged persons, and that will also lighten public welfare loads and hos- 


pital deficits. * * * 

Iknow that Mr. Forand recognizes that I did not give the complete 
uotation. I will complete it. 

Among the things for which Mr. Forand hoped was that the bill 
ould bolster the efforts of Blue Cross and similar nonprofit groups 
< eae protection for the entire community at a reasonable cost. 
i think you can understand, sir, that the insurance business would 
Lope that any legislation that might be enacted would not preempt the 
ield for one kind of carrier and that in any future statements for the 
“Xpansion of voluntary insurance you might find a satisfactory place 
inthe picture for the insurance companies as well. 

Mr. Foranp. If I may say this at this moment, that statement prob- 
bly was limited under a certain circumstance. It was being de- 
veloped, because I have repeatedly said that I want the help of all who 


cohen, Wilbur J., “Some Issues in OASDI,” 
niversity, Nov. is, 1968. Social Security Conference, Michigan State 
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are interested in this great problem of ours. I want the help of ever. 
body to find a solution and if the insurance companies can provide, 
OK. All I want is that it be taken care of. 

Mr. Faurxner. We know that is your position, sir. We jug 
wanted to get a little plug in for the insurance business as possibly 
being able to do a job in the area as well as our good friends in the 
Blues. 

Mr. Foranp. It may help you to know that I am also in the in. 
surance business, in the casualty business. 

Mr. Splendid. 

Mr. Foranp. So I have a little feeling for you people in the in. 
surance business. 

Mr. Fautkner. We are delighted to know that, sir, and I would 
at this point parenthetically like to say to you, Mr. Forand, that in 
my judgment you have provided an enormous public service by stin- 
ulating great interest in all of these measures for the protection of our 
aged people. 

I know that the interest that you have instigated makes it possible 
for me to say to you today that 1 year ago, when I was here, I pre 
dicted that there would be improvement in the job the voluntary 
health insurance is doing for the aged, and I am happy to be privi- 
leged to come here today, 1 year later, and point to this progress for 
the information of the committee. 

The insurance business shares these objectives and is working for 
better health care, adequately financed, for all Americans. 

Inasmuch as H.R. 4700 and similar proposals seek to achieve thes 
purposes through the use of the social security mechanism, whos 
beneficiaries are principally the aged, an evaluation of the proposal 
must deal with their effects on the aged segment of the population. It 
is well known that retired aged people require more health care than 
those still in their working year. H.R. 4700 and similar proposal 
are premised on the assumption that aged people are for the mos 
part unable to meet their health care costs because of inadequate in- 
come and insufficient resources. 

A further assumption of these proposals is that voluntary health 
insurance is either not available to most aged people or is priced be 
yond their reach. It is contended that available health insurance 
benefits for older people are inadequate. On these assumptions, pro- 
ponents of such compulsory proposals argue that the Government 
must assume responsibility for the health care costs of the aged. 

H.R. 4700 proposes that a first long step be taken in this direction 
by establishing certain hospital, nursing home, and surgical expense 
benefits for beneficiaries eligible to receive OASI payments. 

It is our premise that these assumptions are without sound founda- 
tion and that, in the public interest, there are important and per 
suasive reasons why this legislation should not be enacted. 

I. It is unsound to assume that most of the aged population of ou 
country .are not able to finance their health care costs. It has been 
asserted repeatedly, but never proved, that aged people generally are 
unable to finance their health care costs. Contrary to this assertion 
there is considerable evidence that the vast majority of our senior 
citizens are able to defray the expense of health care in addition to 
their usual living costs. The economic problems of older people are 
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every. complex and difficult of segregation and precise analysis. For this 
ideit, reason, the President and the Congress have instituted a series of 
studies or the problems of the aging. These will be brought into 
© just sharp focus at the White House Goatiicines on the Aging in Janu- 
ssibly Bary 1961. ‘There are also many other inquiries bein cate into the 
in thefeconomic status and problems of senior citizens by both public and 
rivate instrumentalities. 
he inf We should not accept the mistaken notion that the health care needs 
of older people can be neatly disassociated from their other needs. 
The interrelated problems of the aged include adjustment to retire- 
he in-fment, securing suitable occupation for their time and talent, the im- 
pact of inflation on their circumstances, the erosion of personality and 
would § capacity by senility that proceeds at an accelerated rate when people 
hat infare not productively employed, as well as, of course, the satisfaction 
stim: § of their medical and personal care requirements. 
of ou} Illustrative of the interrelated nature of the problems of the aged is 
the statement by the former housing commissioner of the State of 
ssiblefNew York who pointed out in 1958 that hospital confinement of 
[ pre-f older people sould? be reduced by 20 percent if adequate housing was 
ntaryf available for them.’ This suggests also that much expense, often and 
privi-§ erroneously considered a part of the health care costs of the aged, is 
ss simply living expense. 

Advocates of Government intervention in the financing of health 
care for the aged point to the fact that the average money income of 
older people is less than that of those still in their working years. 
thes{From this they jump to the conclusion that older people generally 
whosff do not have the money with which to purchase adequate health care. 
posal This conclusion is not tenable. The needs of an aged person are 
n. Iifnormally modest. He has already paid the heavy expenses of rais- 
» than ing his family. Usually his home is paid for. A recent survey made 
posakf by the National Conference of Catholic Charities illustrates this 

mos point. It revealed in each of three parishes in St. Louis, Cleveland, 
te infand Buffalo that a substantial majority of the aged owned their 
own homes, with the percentage in the St. Louis parish reaching 74 
vealth® percent. This finding is confirmed on a nationwide basis by data 
od bef developed by the Bureau of Old-Age and Survivors Insurance of the 
rane§ Department of Health, Education, and Welfare as reported to you 
, prof on page 11 of the report rendered April 3, 1959, which states: 
melt f Almost three in every four beneficiary couples owned their own homes—most 

of them free of mortgage—and the median equity in nonfarm homes for the 
action § homeowners was $8,360. Only 4 percent lived in the homes of relatives, generally 
pense those of married children. Almost three-fifths of nonmarried retired workers 

lived alone. Widows entitled to survivors benefits were more likely to share a 
home with relatives, but even among these one-half lived by themselves. 
| per A young family man earning an income substantially larger than 

that of his retired parents is relatively less well off than they in view 
‘f ourf °f his responsibilities. Statistics quoted to establish the meager in- 
been} CMe received by aged persons are misleading because they are com- 
| piled on an individual income basis. Aged persons like younger 
people live in family groups, and it is not alone the income of the 
individual senior citizen that is available for his support. Actually, 
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on tOF  syacwfurra , Joseph P., New York Times, Mar. 23, 1958. 
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it is the income of the family unit that is significant. Low levels of 
income are not prima facie evidence of inadequacy. 

You will be amazed, as was I, to find out how many young people ar 
at the $1,000 or less level of income on an individual basis. This jg 
not solely an economic characteristic of the aged. Income is a relative 
matter, and its adequacy can only be determined in terms of need. The 
HEW report submitted to your committee on April 3, 1959, stated 
that the median total income of retired couples in 1957 was $2,190 per 
annum.‘ This figure does not include income in kind or nonmonetary 
assistance usually provided by members of their families but is ap 
average of all of the aged. 

Incidentally, the $2,190 figure includes the indigent aged as well as 
those who have income. Certain provisions of law ease the income 
situation of the aged. 

Not only are social security benefits income-tax free, there are also 
special deductions allowable on other income. 

II. It has never been established that aged persons who required 
and sought needed health care have been refused it. Although the 
need for health care increases with age, this fact in no way estab- 
lishes that any aged persons who have required and have sought health 
care have been denied it. It may well be that because of economic 
mppecenents, real or imagined, or for other reasons, some hesitate to 
seek care. ‘The point remains that no record has been produced of 


denial of care because of inability to pay. This is consonant with the 
long established and uniformly respected tradition of American medi- 
cine which places care above economic considerations. Every area in 
our country has health facilities, not only for the aged, but for all, 


irrespective of ability to pay. These are supported 
or private contributions. 

he proponents of H.R. 4700 and like proposals assert that rising 
health care costs intensify the inability of older people to secure needed 
treatment. Here again is an oversimplification of an involved and 
complex situation. It is true that health care costs have risen, as have 
the costs of practically everything that we use and consume. In no 
small part, however, increasing expenditures for health care reflect the 
enormous scientific progress of medicine. This progress results in 
tm quality and vastly greater effectiveness of health care. The 
public has a natural desire to secure this improved care as it becomes 
available. 

III. Voluntary health insurers are meeting the increasing demand 
for health care financing for the aged. One of the most dramatic and 
significant phenomena of the past quarter century has been the devel- 
opment of voluntary health insurance to meet the need of the American 
people in financing their health care costs. The expansion and in- 
provement of voluntary health insurance has applied to all ages, but 
particularly in the last 5 years to the senior citizen. In the past quar- 
ter century the volume of voluntary health insurance has increa 
over 30 times. In the past 10 years it has more than doubled. Today 
more than 124 million Americans have some form of voluntary health 


y public funds 


4 “Hospitalization Insurance for OASDI Beneficiaries,” report submitted to the Com- 
some . Ways and Means by the Secretary of Health, Education, and Welfare, Apr. 4, 
» D. 9. 
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insurance. Approximately two-thirds of the civilian labor force en- 
joys voluntary protection against wage loss due to pe ce 

Despite this amazing Aachen advocates of H.R. 4700 assert that the 
benefits of voluntary health insurance are not available or are available 
in only inadequate amounts to our senior citizens. To the eee 
the following data are of significance. The Department of Health, 
Education, and Welfare in a recent survey estimates that 43 percent 
of OASDI beneficiaries had some form of voluntary health insurance 
in the fall of 1957.6 As significant as this figure is, however, it ob- 
sures the real accomplishment of voluntary health insurance among 
older people. Any estimate of the percentage of insured aged in rela- 
tion to either the total number of noninstitutionalized persons 65 or 
over, or to the total of OASDI beneficiaries, is likely to be misleading. 
This is because a very sizable percentage of the aged do not in their 
own opinion, or by virtue of their circumstances, need or want health 
insurance. Although their total has never been precisely determined, 
it is known that some 18 percent of the aged are public welfare 
recipients under federally aided public assistance programs and are 
digible to receive health care. In addition, there is an unknown num- 
ber of the aged who for various other reasons do not need, want, or be- 
lieve in health insurance. This number includes those who receive 
care from the Veterans’ Administration, other Government agencies, 
or from private sources; those who receive care as being totally and 
permanently disabled or as members of the Armed Forces, seamen, 
members of religious orders, or as a matter of professional courtesy. 
Additionally, there are those who do not need or want voluntary health 
insurance because they have sufficient income, assets, or family re- 
sources to feel no need for insurance. 

When the estimated 4 million people over age 65 who, for one rea- 
son or another, do not need or want health insurance are eliminated 
from the insurable potential, a better estimate as of the end of 1957 
of the aged who need and want health insurance and had such isur- 
ance would be in excess of 50 percent. 

It is our belief that as the public finds improved medical care in- 
creasingly desirable, the expansion of voluntary health insurance to 
the aged will proceed at an accelerated rate. The only foreseeable 
obstacle to ich progress would be Government intervention. Our 
confidence in our growth potential is based on the following: 

1. In excess of 70 percent of the total population of the country to- 
day enjoys the benefits of some voluntary health insurance. People 
who have had this protection in their working years value it and will 
maintain it in their retirement. ‘This was not the case with most of 
the present aged who, as workers, did not have this kind of protection. 

2. Insurers are alert to the need and desire of many aged people for 
voluntary health insurance. Both to expand their operations and to 
provide an important service, insurers have developed and are aggres- 
sively promoting a wide variety of ways to insure older people. 
Among these are the following : 


epee Insurance Council, “The Extent of Voluntary Coverage in the United States, 


*“National Survey of Old-Age and Survivors Insurance Beneficiaries, 1957,” No. 3, U.S. 
partment of Health, Education, and Welfare, December 1958. 
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(a) Continuation of insurance on older active workers under group 
plans. This coverage is generally available. 

(6) Continuation of group insurance on retired workers and their 
dependents, usually with all or part of the premium paid by the em. 
ployer. Most group insurers offer such coverage. One large insurer 
reports that 99 percent of employees insured under its major medical 
group contracts and 56 percent of those insured under hospital ex. 
pense group contracts may continue their coverage after retirement, 

(c) Continuation of coverage originally provided by group insur. 
ance through conversion of that insurance to an individual form by 
the retiring employee. The majority of group insurers offer the con- 
version privilege. 

(d) New issuance of group insurance at advanced ages. Many in. 
surers have written coverage on groups of persons already retired, 
These include associations of retired people. 

(e) Continuation into the later years of individual health insurance 
purchased in the productive years. More than 175 insurance con- 
panies offer such contracts and of them 110 insurers renew such cover- 
age for the lifetime of the policyholder. 

(7) New issuance of individually purchased policies at advanced 
ages. More than 1,200 insurers issue policies to persons aged 65 and 
over with the upper age limit of issue varying from 70 to no upper 
age limit. 

(g) Issuance of insurance that becomes paid up at age 65. A nun- 
ber of larger insurers recognizing the desirability to some of individ- 
ually purchased policies that become paid up at retirement, now offer 
this contract. 

The percentage of aged covered in years to come can safely be ex- 
pected to increase as one result of the phenomenal growth of health 
insurance since World War II. At the beginning of 1947, 30 percent 
of the entire population had some voluntary health insurance while 
a decade later this proportion had more than doubled to an estimated 
70 percent. Today, about three-fourths of the population under age 
65 have some voluntary health insurance. 

It is evident that the growth of coverage among persons under age 
65 will have a direct relationship on the increase in the number of 
aged who will be insured in the future. We estimate that by the end 
of 1960, just 18 months hence, 65 percent of the aged needing an 
wanting protection will be insured; by the end of 1965, 80 percent of 
these people will be insured; and by 1970, 90 percent will have such 
insurance. 

Contrary to statements of some advocates of Government plans, 
voluntary health insurance benefits available to the aged are not ger- 
erally inadequate. Both the dollar amount of benefits and the length 
of time for which benefits are payable have been substantially in- 
Saply and increased in recent years. Daily hospital expense bene- 

ts of $10 to $25 per day, surgical benefit schedules Piss, to $300 
for the more difficult surgical procedures and coverage for up to! 
year of hospital confinement are all generally available. The most 
complete coverage of all, major medical expense insurance, is gaining 
in acceptance among the aged as with people in their working years. 

Let me now call to your attention one of the unique characteristics 
of health insurance in the United States, a characteristic that has 
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iven it great vitality and public appeal. Because health insurance 
is written in many forms, by many types of insurers and with a wide 
variety of benefits, the buyer can readily select the coverage best 
suited to his individual needs. Unlike a compulsory system which 
would necessarily provide only a single rigid pattern of benefits, vol- 
untary insurance preserves for the buyer the right to pick and choose 
what is best for him. This is as it should be, because the needs of 
individuals and families vary widely. 

In this regard it is important to bear in mind that there is great 
variability of medical costs and facilities in this country. For in- 
stance, While in my home town of Lincoln, Nebr., a private room in a 
general hospital costs about $20 a day, within 75 miles of us similar 
accommodations in an excellent small hospital are available for $8 a 
day. On the other hand, such accommodations in some metropolitan 
hospitals might cost $40 per day. Though H.R. 4700 would levy the 
same tax on all, the value of the benefits conferred would vary widely 
by area. 

‘Another point that I wish to make concerning voluntary health 
insurance is that it is quickly responsive to the changing needs of the 
people whom it serves. Hundreds of insurers of different kinds are 
competing aggressively for the patronage of the insurance buyer. 
This competition, which is the best and surest regulator of price, is 
also a driving influence that sparks research and experimentation. 
It is characteristic of voluntary health insurance that once an in- 
surer devises a better benefit or a better method, the improvement is 
soon spread through competition to the entire market. Contrast this 
situation with any compulsory system in which change can be affect- 
ed only through the relatively slow legislative process. 

Illustrative of the earnest effort of insurers to improve the quality 
of the benefits available for the aged was the recent action of the 
Health Insurance Association in strongly recommending, urging to 
the point of insistence upon its members, that insurers offer to in- 
‘anible adults policies guaranteed renewable for life; that they should 
emphasize the sale of permanent health care insurance where the 
need for such insurance exists; and should aggressively promote 
hospital, surgical, and medical care coverage for persons over age 65, 
while emphasizing group insurance that is continued to retirees or 
provides for conversion to individual contracts on termination of 
employment. 

Another assertion of the critics of voluntary health insurance is 
that it is priced beyond the reach of most of the aged. Of course, this 
could hardly be true of health care protection which is paid up at 
the time of retirement. Nor could it be true of the employee who is 
continued after retirement in the group plan that protected him dur- 
Ing his working hours. In addition to these significant developments 
in — insurance, which insures the vast majority of all people 
covered by voluntary insurance, there is a great and expanding mar- 
ket for individual contracts to protect the aged. Many insurers offer 
such coverage. As an example, during a 12-month period ending 
June 30, 1959, one insurer, just one insurer, placed in force more 
than a quarter of a million individual contracts especially designed 
for persons over age 65. The same insurer now protects more than 
1 million persons over age 65 and this insurer is but one of many 
eagerly soliciting the patronage of senior citizens. 
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Parenthetically, I will point out also that some of the data rely. 
tive to the amount of voluntary health insurance in force that wa 
offered in the testimony given yesterday, and I understand the day 
before, is data that is out of date. This business is growing so fag, 
is so dynamic, is expanding so res that you cannot rely on lag 
year’s statistics or the statistics of the year before. 

I was not here and I cannot certify this, but I was told that Mr 
Cruikshank indicated that the volume of voluntary insurance haj 
leveled off or even declined. ‘That is not so. 

Last year there was a = of almost 3 million people in the number 
protected by voluntary health insurance. I think Mr. Cruickshank 
may have been misled by a preliminary statement in the early par 
of last year in which it was predicted that that might be a leveling of 
or decline in amount of coverage, but actually there has been no 
diminution in the expansion of this business. 

I noted also in the testimony that Mr. Reuther filed with the com 
mittee that there was some reference to the loss ratios of insurers of 
individual risks, the companies that put out these new policies directed 
particularly to the senior citizens. 

I would like to suggest to the committee that the data he presents 
here are on individual as distinguished from group contracts. Seven 
out of ten persons covered by voluntary health insurance are covered 
under group contracts. I regret to report that last year the insurance 
business sustained a net loss on its group business of 175 percent. It 
returned 89 percent of the premiums in benefits. 

As to the individual policies on which question has been raised as 
to loss ratios, may I suggest to you that the data there refers not to 
the kind of insurance that we are talking about here but, rather, to 
oe of income insurance, not insurance that pays hospital and medical 

nefits. 

According to several recent studies most aged people consider them- 
selves able to purchase voluntary health insurance. A survey by 
Elmo Roper for the New York United Hospital Fund definitely 
established that ures health insurance has a long way to go 
before it is priced out of the reach of the aged.” The previously cited 
study of the National Conference of Catholic Charities reveals that 
most oldsters regard themselves as in comfortable circumstances. Only 
5 percent in St. Louis and 10 percent in Cleveland reported that they 
cannot make ends meet. This study also reports that— 

When asked, Who would pay for hospitalization if it were necessary * between 
80 and 90 percent of the aged in all parishes said they had hospital insurance, 
savings, or potential help from children and relatives.* 

The recently released study by Health Information Foundation 
which states that— 
the increase in health insurance for those 65 years and over is at a faster rate 
than is insurance of the rest of the population— 
and, incidentally, that is the study Mr. Reuther quoted as indicating 
that only about 30 percent of people have insurance, would seem to 


7 Becker, Ha “The Changing Scene in Health Care Economics,” New York State 
Journal of Medicine, vol. 59, No. 10, May 15, 1959. ™ 
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contradict the assertion that the aged are unable to secure health 
insurance.° 

"While few of our aged live in luxury, the weight of evidence estab- 
lishes that the vast majority of them have the means to secure volun- 
tary health insurance if they elect to do so. 

tt is fair, I think, to conclude that voluntary health insurance has 
the undeniable capacity to provide adequate protection for the aged 
against the costs of health care. It is doing so today. Even some ad- 
yocates of compulsory plans impliedly acknowledge the effectiveness 
of voluntary health insurance and vs Hom some of the credit for its 
present great usefulness. I quote to you from a letter dated June 8, 
1959, addressed to the United Automobile Workers’ retired members 
by Mr. Walter P. Reuther, in which he states— 

Just a few years ago, for example, the UAW was able to exert sufficient pres- 
sure to persuade Blue Cross and Blue Shield, as well as commercial insurance 
carriers to permit retired workers to continue their health insurance protec- 
tion under regular group rates. This single achievement meant that pensioners 
no longer had to convert to inferior, more costly insurance when they left the 
plant. It meant a significant increase in the standards of living for every UAW 
retiree. 

We believe that the premises on which H.R. 4700 is based are with- 
out foundation, and that the enactment of this or similar proposals 
would have a number of undesirable consequences for our country. 

IV. Were the scheme proposed in H.R. 4700 established, there 
would be imposed upon our already overtaxed citizenry another heavy 
and unnecessary tax. As an appendiix to this statement, I am filing 
‘detailed actuarial estimates of the costs of the benefits proposed by 
H.R. 4700. These estimates, developed by staff experts of the three 
associations and leading actuaries are the best estimates available. 
The men who compiled these data are schooled in actuarial science 
with long experience in the health insurance business, and skilled in 
making such analyses. 

We estimate that costs under H.R. 4700 in 1960 would range from 
$2,074 million to $2,387 million, while by 1980 they would range from 
$5,981 million to $7,600 million. These costs can be expressed as a 
level premium of from 2.32 to 2.97 percent of taxable payroll. 

I will confess that I find it difficult to visualize what a billion dol- 
lars is. It is just too big for me, but I did ask the experts to see if 
they could not reduce these enormous numbers down to a per capita 
cost, a figure that I could visualize and understand. They tell me 
that these first-year costs, this $2,074 million, translated into per 
a cost would mean $150.67 per annum for each aged person en- 
titled to receive these benefits. It would mean $53.94 for each entitled 
young mother and $27.56 per annum for each entitled youngster under 
18. Perhaps for you, as for me, those figures bring the thing down 
to the scope of comprehension. These costs are much higher than 
could be supported by the one-fourth of 1 peconts: of taxable pay- 
roll proposed as the tax to be imposed on both employer and em- 
ployee, or the three-eighths of 1 percent proposed by the bill as the 
tax on the self-employed. In point of fact, the level premium cost 
for the hospitalization benefit alone, as developed by the substantially 


* Anderson, Oden W., “Preparation for Life After Retirement,” delivered at the National 
Health Council annual forum, Mar. 18, 1959. 
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lower cost estimates of the Department of Health, Education, ang 
Welfare, exceeds the tax proposed by this bill by 0.08 percent on the 
low cost estimate and by 0.24 percent on the high cost estimate, 

Our estimates are significantly higher than those submitted to your 
committee by HEW. A large part of the difference is attributable 
to the overutilization of services which we are convinced would de- 
velop under the proposal. Our forecast of the cost of hospital servic 
is not based on random sample or fragmentary data. It is based 
primarily on the study made for the New York State Insurance De. 
partment, which is the largest compilation of health insurance dats 
on the aged ever made, including not only insurance company infor- 
mation, but that supplied by New York Blue Cross and Blue Shield, 
The statistics are drawn from programs which contain financial deter. 
rents to overutilization. The estimates contain no element of cost 
for the construction or expansion of hospital and nursing home facil- 
ities that would become necessary should this legislation be enacted, 
nor do the estimates contain any amount for profit or contingency, 

Another reason for the difference in the estimates is that we believe 
the administrative cost of H.R. 4700 would be 10 percent of the cost 
of the benefits provided. HEW in its estimates suggested that such 
administrative costs would be in the neighborhood of 5 percent, 
premising this suggestion on experience with existing Government 
programs. That premise, however, fails to recognize the considerably 
greater expense involved in contacting thousands of hospitals and 
nursing homes and administering a program in which subjective in- 
fluences would play an important part in the volume and amount of 
benefis claimed. 

In this connection, we cite the fact that the cost of administering 
the medical care provisions of the old-age assistance program have 
been running at 12 percent. 

Extra utilization is an inevitable characteristic of compulsory 
health insurance schemes. Government plans do not have the coin- 
surance provision which is a financial deterrent to overutilization. 
When the Government pays the full bill, neither the patient nor the 
doctor has any incentive to control utilization. On the contrary, 
people tend to use all services for which they have been taxed. 

In assuming a mere 25-percent increase in utilization above the 
level exeprienced by private insurance plans, we have actually mini- 
mized the cost of overutilization that could readily occur. In Saskat- 
chewan, for instance, utilization rates under the Provincial hospital 
service plan are more than double those presented in table 1 of the 
appendix. Another prominent example of the cost of overutilization 
is found in the health service program in Great Britain. Despite 
a curtailment of benefits and imposition of a ceiling on the cost of 
the plan, the costs there are running over four times greater than the 
original estimates. 

We urge your careful study of the appendix because we feel it will 
convince you that its cost projection is sound. Nor are the direct 
costs of the program the sole burden that would be imposed on the 
taxpayer; the ultimate cost would be enormous. No one can tell pre 
cisely how many billions of dollars would have to be spent to provide 
the hospital and nursing home facilities not now in being, in order 
to accommodate the aged to whom care would be promised. 
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We do know that Canada has initiated a Dominion hospital pro- 
gram that will severely tax her economy. Canada, whose gross na- 
final product is only about 10 percent of ours, may well be spending 
every year by 1964 more than $450 million for hospital care and $250 
nillion for hospital construction ; 

Large amounts to provide special accommodations for the aged and 
chronically ill in order to keep them out of more expensive general 
hospital space, plus extra amounts resulting from possible extension 
of hospital — to mental and tubercular patients. 

[ particularly invite your attention to “The Financial Post” pub- 
ished in Toronto on February 14, 1959, a photostatic copy of which 
has been presented to you, with its warning to the Canadian people to 
“Get Ready for a $3 Billion Hospital Bill.” 

The enactment of H.R. 4700 not only would entail enormous con- 
struction costs for additional hospital and nursing home facilities to 
accommodate the upsurge in the Yi for care, but it would neces- 
sitate tremendous expenditure to provide equipment and training of 
needed personnel to operate these facilities and to provide the care. 
We cannot hold out the promise of care without providing the facili- 
ties and the personnel who could make the care a reality. 

The HEW report to your committee states that serious shortages 
exist in hospital, nursing home, and other medical facilities. Passage 
of H.R. 4700, therefore, would impose a tax for benefits which could 
not be delievered in the near future. 

Some may argue that the costs implicit in H.R. 4700 would be offset 
in part by a reduction in public assistance expenditures. This would 
not be the case. As we will demonstrate in a moment, those who re- 


wive public assistance benefits are not the people to whom the benefits 
proposed by this legislation would be paid. Jules H. Berman, of the 
Bureau of Public Assistance, Department of Health, Education, and 
Welfare, recently stated : 


Even if proposals pending before Congress to include hospitalization benefits 
through the old age and survivors’ system should be enacted, it cannot be 
assured that overall public assistance expenditures would be significantly re- 
duced. Too few old age assistance recipients would benefit, and there are so 
many other areas of medical care into which the States’ public assistance pro- 
grams would feel obligated to move the money they might conserve on hospitali- 
zation costs. Thus, we in the public welfare programs anticipate a continued 
nia involvement in the payment of medical care goods and services for the 
eedy. 

V. H.R. 4700 poses a serious threat to the future of the present 
social security system. The addition of health care benefits con- 
ceivably could seriously weaken, if not destroy, the social security 
structure. The proposed service benefits are inconsistent with the 
basic pattern aa philosophy of OASDI. Most existing law recog- 
hizes that service benefit programs should be operated on a State or 
local basis. Existing service benefit plans such as maternal and 
child health care, public assistance, and service for crippled children, 
are locally administered. Service benefits can only be provided 
through Jocal arrangements and individual authorization. The 
OASI program, on the other hand, is susceptible to Federal admin- 
istration because it deals with objective easily established fact, such 


“Berman, Jules H., ‘Medical Care as a Public Assistance Responsibility,” First National 
Conference of the Joint Council To Improve the Health Care of Aged, June 12, 1959. 
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as age, family relationship and wage history and provides definits 
cash benefits that do not require negotiation. 

The service benefit proposed in this kind of legislation is an entirely 
different kind of benefit and could be administered by the social 
security structure only with difficulty. 

It is our contention that the present social security structure should 
not be jeopardized by imposing on it responsibilities for which it js 
inherently unsuited. 

We believe that the imposition of the additional costs of H.R. 470 
will undermine the long-term willingness of taxpayers to pay for 
social security. According to HEW, presently authorized GASDI 
benefits will cost by the year 2050 between 10.51 percent of payroll 
the low-cost estimate of the Department of Health, Education, ani 
Welfare, and 15.96 percent of payroll, the high-cost estimate. On, 
level premium basis—the level premium is simply a rather fictional 
statistical device that permits comparisons—the cost is 7.62 percent if 
the low-cost estimate is used or 10.07 percent if the high-cost estimate 
is accepted. If the benefits promised by H.R. 4700 are established, 
the burden on the earnings of American workers would increase from 
the present level popern cost of social security benefits, 8.76 percent 
of taxable payroll to an overall cost of not less than 11 percent of 
taxable payroll. That is level cost. It means also that because the 
level cost is not the cost paid at any one time by any one worker, that 
ooneeeg to present estimates when costs finally level off, the drain 
on payroll will be not 11 percent but 17 percent of taxable payroll if 
H.R. 4700 is enacted. These costs envision total social security taxes 
of as much as $500 per year which, for many people, would be con- 
siderably more burdensome than their income tax. Tt may well be 
asked at what point the American taxpayer will conclude that he is 
unwilling to pay the heavy costs of social benefit programs and re- 
quire a future Congress to curtail benefits. 

Or conceivably future costs could rise to levels such that it would 
be extremely difficult for future Congresses to adhere to the sound 

licy of maintaining the social security system through special taxes 
levi on those covered by the system and their employers, rather than 
subsidizing the scheme out of general Federal revenues. 

VI. H.R. 4700 would lead to an all inclusive compulsory health 
insurance plan. If H.R. 4700 were enacted it would soon engender 

t pressures for expansion and elaboration of health care benefits 
eading ultimately to a complete compulsory health insurance plan. 
It is characteristic of social benefit schemes that once established they 
burgeon and metastasize. 

Over the years the Con has been alert to this inherent bias 
and has not often injected new principles into the social security 
system. Once the principle of Government provision of health care 
benefits for OASDI recipients is adopted, there is no easy stopping 
point short of an all inclusive program. While H.R. 4700 is pro 

as an amendment to the Social Security Act it is not the kind 
of amendment that develops or perfects a principle now present 1 
the law. The new principle proposed by this legislation is one of 
taxing all people who are at work, to provide health services for 
sick people without regard to need. It may be helpful to note some 
of the anomalies and discriminations that this bill would create and 
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which would result in demands for subsequent amendments for their 
correction. 

The Sr places a limit on the health service benefits provided. 
Would it be easy to expel the ailing aged patient from his hospital 


lefinite 


ntirely 


Soci 
‘ or nursing home bed when he has exhausted these benefits? uld 
should f he be denied needed treatment because it is not specified in the law? 
h it is Consider the wives of beneficiaries who are not themselves eligible ge 
to receive health care benefits. Is not the wife’s illness as much a vs 
2. 470) | burden as is the husband’s? Why should she not get equal care - 
ay for from OASDI? Or, take the widow whose youngest child reaches 
ASDI § age 18. Is treatment for either to be discontinued! We believe that 
ayroll, § the Congress would be under continuous pressure to expand the bene- 


n, and 

a 
tional 
cent if 
timate 


fits until complete medical care is provided for the entire population. 

Other witnesses have, or will, - reir that health care pro- 
vided under any compulsory health benefit scheme is grossly inferior 
in quality to that provided by the voluntary system in the United 
States. The experience in England, for instance, is significant in 


lished, & this connection. 

>from | We wish to affirm our belief that overutilization and the controls : 

ercent @ necessarily imposed upon the providers of care in compulsory schemes a 
ent of § would adulterate the quality of health care in America were such bi 
se the fF a system established here. Even after the decade of operation of “ 
r, that § their national health service plan, the English people have to wait - 
drain & 23 long as 2 years for the surgical correction of such common chronic 5 


ailments as diseased tonsils, appendix, or gall bladder. 

As Congressman Alger pointed out, in his conversation with Mr. 
Reuther, detailed Government dictation of medical procedures is in- 
escapable in a compulsory health care plan. The Congress cannot 
expand public moneys without assurances as to the manner and pur- 
pose for which the funds are spent. The Supreme Court has long 
since enunciated the dictum that “it is scarcely lack of due process 
for Government to regulate that which it subsidizes.” 

VII. H.R. 4700 would fail completely of its apparent 
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taxes § Perhaps the most cogent argument against the adoption of H.R. 4700 ee 

r than § is that despite the enormous cost it would entail, and the other unde- si 
sirable consequences it would a the legislation fails com- r owe 

realth § pletely to meet the only real problem of financing health care costs a 7 

ender 


of the aged—that of the presently Engen aged. The proposal would 
impose additional taxes on millions of Americans to provide benefits 
for many who do not need or want them, but would fail to help the 


nefits 
plan. 


| they § only segment of the aged who have a demonstrable need. e 
here are over 4 million men over age 65 and women over age 62 fe 

; bias J Who are not covered by or ve to receive OASDI benefits, this be- - : 

vurity | ing generally one-third of all aged persons. Part of this group are a 


1 care § the aged people who have the greatest difficulty in paying their 
ping § health care costs. Yet H.R. 4700 and similar proposals would do 
 pro- § nothing to ease their burden. These bills do not go to the heart of the 
kind § teal problem. They fail to define or to reach those who have the 
nt in § greatest need. 

ne of J _ Happily there is some evidence that the number of the indigent aged 
s for § 1s beginning to decline and presumptively therefore the number of 


some 


older people who without public or private assistance cannot defra 
and 


their health care costs. Because assistance programs, whether public 
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or private, have a flexibility that permits their contraction or elin. 
ination with reduction in the number of the indigent, the assistang 
approach, wisely adopted in the past, is much to be preferred, jt 
has the advantage and economy of matching State and Federal fund 
and of local administration. It does not bring into being a new and 
expensive Government instrumentality but can be operated in the 
future, as in the past, through already established means. 

VIII. H.R. 4700 would have a harmful effect on our entire econ. 
omy. The enactment of H.R. 4700 would intensify and aggravate 
present and future economic and Government fiscal problems. Social 
security taxes are a fixed, continuing, and inflexible part of the cost 
of doing business for practically every enterprise in our country. As 
the costs of doing business increase without commensurate increase 
in productivity, inflationary pressures are intensified. By saddling 
our economy with higher costs of production, do we not further in- 
pair our ability to compete successfully in world markets? Gov. 
ernment creates no wealth. It can only take from one and give to 
another, while losing a significant part of the Nation’s economic life. 
blood in the transfusion. It is a mistake to assume that there is no 
limit to what Government can exact from the citizen in taxes. When 
the tax burden becomes excessive, individual economic incentives are 
dampened. Personal savings so essential to the vitality of our econ- 
omy are discouraged, thus placing a greater and greater load on 
Government to supply the capital needs of the Nation and, in the 
process, giving another whirl to the vicious inflation cycle. You 
committee is acutely aware of our Government’s financial problems 
and of the continuing pressure for expenditures of all kinds that have 
recurrently in the past and could conceivably in the future result in 


budgetary deficits contributing to further deterioration in the pur- 
chasing power of the dollar. President Eisenhower, when addressing 
the American Medical Association last month, pointed out : 

The cost of inflation is not paid in dollars alone, but in increasingly stag- 


nated progress, lost opportunities and eventually, if unchecked, in lost freedoms 
for the doctor and the patient. A 


He said further: 


If the time ever comes when large numbers of our citizens turn primarily 
to the Government for assistance in what ought to remain a private arrange 
ment between doctor and patient, then we shall all have suffered a great loss. 

If the American heritage is to be preserved, we must reduce the 
obligations of Government rather than adding to them. 

IX. Enactment of H.R. 4700 would destroy voluntary health in- 
surance. I have described to you the vast extent and enormous ust 
fulness of the voluntary health insurance business. It is serving 
124 million Americans well today. Were H.R. 4700 enacted this bus'- 
ness would be impaired, if not destroyed. Private enterprise cannot 
compete successfully with Government. The type of benefit proposed 
in HR. 4700 is preemptive. If the citizen is taxed for health care 
benefits, he will not secure duplicating coverage from a private insurer. 
Rather than being a drain on Government, as would any compulsory 
health care scheme, private insurance, through the payment of taxes 
and the social good it accomplishes, supports and sustains our Gov: 
ernment structure. 
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Conclusion: We express to you our firm opposition to H.R. 4700 
and similar proposals for the Government financing of the costs of 
health care because— 

1. Such measures are premised on the false assumptions that 
most of the aged are unable to finance their health care costs or to 
secure adequate voluntary health insurance. 

2. The proposal would impair, if not destroy, the present social 
security system, and voluntary health insurance. 

3. It would fail to alleviate the only real problems—that of 
the presently aged who require assistance to meet their health 
care costs, 

4. Such proposals would impose a new, uncertain, growing 
and crushing burden on an already heavily taxed citizenry. 

5. Such proposals would develop enormous pressures for a 
complete compulsory health insurance plan. 

6. Such proposals would aggravate and intensify the present 
and future economic and fiscal problems of the country. 

7. Such measures are unnecessary since voluntary health in- 
surance has the capacity and the will to provide the aged, as 
well as the other segments of the population, with a sound and 
economic means of paying health care expenses. 

8. Such proposals might very well promise and impose a tax 
for benefits, which, based on presently available facilities, could 
not be delivered. 

It is unnecessary for Congress to mortgage the future of Americans 
as a free people by enacting legislation of this type. In the best 
interests of us all, we ask you to vote against these proposals. 

Thank you, sir. 

(The appendixes referred to follow :) 


STATEMENT ON PROPOSED Soctat SECURITY AMENDMENTS BY J. FAULKNER, 
AMERICAN Lire CONVENTION, HEALTH INSURANCE ASSOCIATION OF AMERICA, 
Lire INSURANCE ASSOCIATION OF AMERICA 


COST ESTIMATES RELATIVE TO H.R. 4700 


The American Life Convention, the Health Insurance Association of America 
and the Life Insurance Association of America have carefully reviewed H.R. 4700 
and the estimates made by the Department of Health, Education, and Welfare 
of the bill’s probable costs. Based on data available to the insurance industry, 
the associations have made estimates which are significantly higher. 

H.R. 4700 provides that all OASDI eligible aged and mothers and children 
shall be entitled, in any 1 year, to the following medical care benefits (payable 
from OASDI funds) : ; 

(a) Sixty days of hospital services, except in a tuberculosis or mental hospital ; 

(b) One hundred twenty days of care in a skilled nursing home following hos- 
pitalization less the amount of time spent in hospital prior to transfer to the 
hursing home; and 

(c) Payment for surgical services, other than elective surgery. 

The cost estimates are presented in detail on the following pages, indicating 
separately cost estimates for 1960, cost estimates for years subsequent to 1960, 
- level premium costs. The highlights of these estimates indicate the 

ollowing: 

(1) The costs of services provided for under H.R. 4700 for 1960 would approxi- 
Mate $2,074 to $2,387 million. This would consist of $1,676 million for hospital 
services, $248 million for surgical services, and from $151 to $463 million for 
hursing home services. 

(2) By 1980, the annual cost of H.R. 4700 would range frem $5,981 million to 
$7,660 million in terms of 1960 dollars. 
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(3) In terms of “level premium cost,” as used by the Social Security Admin. 
istration, H.R. 4700 would cost from 2.32 to 2.97 percent of taxable payroll. 
(4) Inasmuch as the present level-premium cost of social security benefits jg 
8.76 percent of taxable payroll, H.R. 4700 would increase long-term social seep. 
rity costs by at least 26 percent, to an overall cost of over 11 percent of taxable 
roll. 
me COST ESTIMATE FOR 1960 


Cost of hospital services 


The estimates of hospital costs produced here are based on experience with 
people covered for hospital benefits under voluntary plans. Specifically, they 
were based on the estimates prepared by the actuarial committee of the New 
York State Insurance Department study,’ with very slight modifications for some 
ages and with the utilization rates adjusted to apply to a 60-day benefit. The 
New York State Insurance Department study represented the largest compilation 
of health insurance experience data on the aged made to date and included not 
only insurance company information but also that supplied by the New York 
Blue Cross and Blue Shield plans. The resulting hospital utilization figures 
reported herein are virtually the same as those included in the associations’ 
submission to the Ways and Means Committee in June 1958, at the time of the 
hearings on H.R. 9467. The utilization figures were not increased over those 
presented last year despite the fact that more recent experience suggests that 
the rates reported here are perhaps too low. 

Frequency of hospitalization and average duration of hospital confinement — 
The attached table 1 shows the frequency of hospitalization and the average 
duration of hospital confinement by sex and by age (for ages 62 and over) based 
on the aforecited study. To these rates must be applied the average per diem 
charges by hospitals and the number of people to be covered, and some recogni- 
tion must be made for the cost of administering a program of this sort. It 
should also be clearly noted that, since these data were based on programs which 
contain financial deterrents, they do not take into account the extra utilization 

which is to be expected in a full-payment governmental program. 

Average per diem hospital charges—wWe have assumed for the purposes of 
these cost estimates (see table 1) that $30 per diem is an appropriate measure 
of hospital charges in 1960. American Hospital Association studies have indi- 
cated that the average per diem costs in non-Federal short-term general and 
special hospitals in recent years have been as follows: 


Average Average 
cost per cost per 
patient-day patient-day 


It will be noted that the average yearly increase in per diem costs has been ex- 
ceeding 7 percent. Assuming only a 5 percent per year increase ot 1960, the per 
diem costs during 1960 will exceed $30. This is a cost figure and does not include 
the cost of new construction or expansion of hospital facilities or any amount for 
profit or contingencies. 

Number of people to be covered.—The estimated population of the various 
OASDI groups eligible for benefits under H.R. 4700 (i.e., the aged, younger 
widows, and dependent children) have been made available by the Division of 
Actuary, Social Security Administration. Application of the utilization and per 
diem cost factors from table 1 to the OASDI population figures yields the 
annual cost of hospitalization for the OASDI eligible population for 1960 (see 
table 2). It should be noted, however, that the total presented in table 2 is 
exclusive of administrative costs and the extra utilization to be anticipated. 


2“Voluntary Health Insurance and the Senior Citizen,” a report on the problem of 
continuation of medical care benefits for the aged in New York State, State of New York 
Insurance Department, 1958. ; 
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Administrative costs.—It is estimated that the administrative costs of H.R. 
4700 will be 10 percent. The Department of Health, Education and Welfare 
estimated that administrative costs under a plan such as that proposed by H.R. 
4700 would be in the neighborhood of 5 percent. We believe that this estimate is 
toolow. Plans such as this would involve considerable administrative expense in 
contracting with the several thousand hospitals in the United States and also in 
negotiating with various and numerous medical groups. To the extent this 5 
percent estimate was derived from past experience with governmental programs, 
it should be recognized that other governmental programs have been concerned 
principally with younger people and acute conditions. The administrative prob- 
lems may be much more difficult for older people where chronic conditions pre- 
dominate and there are complications of disease. There would also undoubtedly 
be a certain amount of additional publicity expense which would make an ad- 
ministrative cost estimate of but 5 percent appear unrealistic. The costs of 
administering the medical care provisions of the OAA program have been running 
at 12 percent.? For 1956, the administrative costs of the Blue Cross plans totaled 
approximately 7 percent, and of Blue Shield about 12 percent of claim pay- 
nents.’ It is suggested, therefore, that administrative costs of the program 
outlined by H.R. 4700 would be approximately 10 percent. 

Ectrautilization of governmental plans.—There are at least two influences 
which make experience under voluntary plans atypical from that which would 
exist under a program such as H.R. 4700: First, under a governmental plan 
the element of coinsurance is nonexistent and therefore the individual patient 
and his doctor have little incentive to control costs. By contrast, voluntary 
programs are normally designed so that the patient will share to some extent 
in the cost and will therefore have an interest in keeping these costs to a mini- 
num. Second, experience with other governmental medical care plans shows a 
popular tendency toward very liberal use of facilities regarded as “free.” 

There are many examples of the effect on utilization of a “free” governmental 
plan. The Saskatchewan hospital services plan isone example. During a period 
from 1947 through 1952, the days of hospital care per capita per annum under 
that plan for persons aged 60 and over increased from 3.3 to 4.6 or by 40 percent.‘ 
The most recent experience under the Saskatchewan plan indicates that the 
comparable figure for 1958 for those aged 65-69 was 4.7 and for those aged 70 
and over was 8.4 days of hospital care per capita per annum. Thus, the 
Saskatchewan utilization rates are over double those presented in table 1. 
Although the Saskatchewan hospital services plan has no limit on the length of 
stay in a hospital, it is of interest to note that in British Columbia, where the 
public hospital care plan only covers acute illnesses, where hospital bed capacity 
is lower, and where patients are required to pay part of the hospital charges, 
the utilization rate among the aged is 3.43 days per capita per annum. Even 
with these important limitations, the resulting utilization in British Columbia 
is heavier than that used in table 1. There are other examples of the tendency 
of the general public to overutilize “free” health services. The original estimate 
of the cost of the national health service program in Great Britain, for exam- 
ple, was £170 million. At the end of only 9 months, the health bill of this pro- 
gram had reached £208 million—22 percent above the estimate for the entire year. 
In an attempt to control spiraling costs, the British Government imposed a ceil- 
ing on the cost of the plan for 1950 of £400 million. In spite of this ceiling and 
a subsequent curtailment of benefits, the cost rose to £740 million during 1958— 
over four times the original cost estimate of the program. 

It is possible to rationalize these various records of rapid rises in costs for 
these governmental plans on many bases and state that they are not applicable to 
the present cost estimate. However, the fact remains that they were not antici- 
pated, that they did occur, and there is no basis for not expecting a comparable 
experience here. 

In light of the experiences with other ‘free’ governmental plans, it is obvious 
that some substantial increase must be made over the experience under volun- 
tary plans. Assuming that this extrautilization would run only 25 percent above 
that indicated in tables 1 and 2 during the first year of the operation of H.R. 
4700, application of this factor to the insured lives data from table 2 produces 
a first-year cost of $1,676 million. 


* American Medical Association, special report 85-7, Nov. 18, 1957. 
* Argus chart, 1957. 
Annual report, Saskatchewan Hospital Services Plan, 1956. 
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It will be noted that the associations’ estimate of hospital costs ($1,676 mil. 
lion) exceeds the cost estimate prepared by the Department of Health, Eduea- 
tion and Welfare® ($904.9 million) by $771 million. There are three reasons 
for this difference as follows: 

(1) The HEW estimates allow 5 percent for administration of the program, 
We have given our reasons why we believe that administrative costs will amount 
to 10 percent. 

(2) The HEW cost estimates are based upon utilization data developed by 
means of household interview surveys, whereas the associations’ utilization jg 
derived from actual claim experience under voluntary plans. Although data 
from household interview surveys are of interest in developing general informa. 
tion about specific topics, they have a very limited utility in the derivation of 
cost information for a program such as this. Interview surveys, aimed at de 
veloping public opinion with respect to a particular product, may be of some 
value as a market research tool. However, when such surveys attempt to become 
specific—for example, requesting information on utilization of various medical 
services and length of stay in various medica) facilities—they are open to con. 
siderable respondent error. In particular, when such surveys are taken among 
a segment of the population such as the aged, where memory lapses are frequent 
or the reports are second hand, the interview results become even less reliable. 
In addition, sampling error becomes an important factor in an interview survey 
since, because of cost considerations, the sample size is necessarily restricted. 

(3) The HEW estimate of utilization makes no allowance for the liberal 
manner in which people have tended to make use of “free” governmental medical 
care plans. After careful examination of experience in other countries under 
such “free” governmental plans, we have made such an allowance in the amount 
of 25 percent during the first year of such a program. 


Cost of nursing home care 


There are no data available from which to derive cost information with 
respect to nursing home care. A few Blue Cross plans have recently added nurs- 
ing home riders to their extended benefit contracts, but this development is so 
new that any statistics from such plans would be inadequate and probably will 
continue to be so for several years. 

In the absence of the more indicative basis used in developing the estimate of 
hospital costs, the general range of first-year nursing home costs has been devel- 
oped. The low end of the range is based on the assumption that the nursing 
home care provision of H.R. 4700 might be confined to some sort of a “convales- 
cent-type care” service. We doubt if such would be possible. Hence, we have 
developed a high cost figure which recognizes that it will be difficult to limit 
nursing home care to convalescent cases. 

Both the low and the high ranges utilize as a daily cost in nursing homes $8 
per day. In 1954 it cost about $178 a month to maintain a person in a skilled 
nursing home.* By 1960, this cost would have increased, as have all medical 
and other costs of living. If it is assumed that the increase has been at an 
annual rate of 5 percent, somewhat less than the rate of increase of hospital 
costs during recent years, then by 1960 the monthly per person cost in a skilled 
nursing home should approximate $238 (about $8 per day). 

Low-cost assumption.—If it be assumed that one-third of the aged who utilize 
the hospital benefits of H.R. 4700 will subsequently enter a nursing home and 
remain, on the average, about as long as they remained in the hospital, then the 
days per person per year in nursing homes in 1960 would be 1.3 days. The cost 
per person per year in nursing homes on this basis, using the $8 per day figure, 
would be $10.40. With 13,159,000 aged eligibles, this assumption produces a first- 
year cost of $136,854,000; with a 10-percent administrative cost added, the total 
cost would be $150,539,000. 

High-cost assumption.—If it be assumed that one-half of the aged who utilize 
the hospital benefits of H.R. 4700 will subsequently enter a nursing home and 
remain, on the average, for one-half of the remaining days of care provided for 
under the bill, then the days per person per year, in skilled nursing homes, would 
be 4 days. ‘(Average admission rate in hospitals was about 16 per 100 per year. 
One-half of this rate is 8 per 100 per year. Average duration in hospital was 
about 17 days, leaving 103 days of care available in nursing homes. By rounding, 
08X103X 1% equals 4 days per person per year.) At $8 per day, this assump 


5 See footnote 1. 
* Public Health Monograph No. 46, U.S. Public Health Service. 
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tion produces a first-year cost of $421,088,000; with administrative costs added, 
the total would be $463,197,000. : 

It should be noted that the associations’ range of nursing home costs falls 
within the range of the HEW estimates of from $14 to $885 million. The lower 
of the two HEW estimates is based on utilization data from one of the Blue 
Cross plans. This plan has been in existence for about a year, and the experience 
used by HEW consisted of but 42 lives taken over a 1-year period. The associa- 
tions have already indicated the unreliability of such data. A second point of 
difference between the HEW cost estimate and that developed by the associa- 
tions is in the assumption as to per diem costs of nursing home care. Whereas 
HEW assumed cost would run $10 a day, the associations have estimated the 
cost to be $8 per day. 


Cost of surgical services 

In estimating the cost of surgical services, the associations have used the 
same sources and methodology as described above under Cost of Hospital Serv- 
ices. Again, we have had available the results of studies of surgical claims 
under voluntary plans. These studies show that there is no significant varia- 
tion by age or sex after age 62. On the average, for ages 62 and over for both 
sexes, surgical costs under voluntary plans amount to $14.85 per person per year. 
Similar cost data per capita per year were obtained for the other pertinent 
OASDI age groups as indicated in the attached table 3. 

There will probably be some additional utilization of surgery despite the fact 
that obviously elective procedures are excluded under the provisions of H.R. 
4700. It is estimated that there will be an additional utilization of 5 percent 
(or one-fifth the extra utilization of hospitalization). This cost, coupled with 
administrative costs of 10 percent, produces a first-year estimate for the surgical 
provisions of H.R. 4700 of $248 million. 

This estimate of $248 million exceeds the $92.8 million cost figure which results 
from the HEW’s preliminary cost analysis published in early 1958." The rea- 
sons for the large difference in the two cost estimates are similar to the reasons 
cited above for costs of hospital services: (1) the 10 percent allowance we 
have made for administration compared to HEW’s 5 percent, (2) the fact that 
we have used data based on our experience with surgical benefits under volun- 
tary plans, and (3) we have allowed for a 5 percent additional utilization to 
recognize the fact that people have tended to make very liberal use of “free” 
governmental medical care plans in the past. Most of the substantial difference 
between our figures and those prepared by HEW is due to the second point. For 
example, HEW has assumed that there would be about 6 claims per 100 aged and 
costs of about $100 per claim. A recent Society of Actuaries study * shows that 
the claim rate for all ages exceeds 9 per 100 and the rate for the aged from 
our study is 11 per 100 aged. While the Society of Actuaries study also shows 
that the average doctor’s charge for surgery ran about $159 for men over 65 
with a comparable figure for women, we have used $135. 


Summary of cost estimates for 1960 


In summary, the associations estimate that, based on currently available data, 
the cost of the tax-supported program envisioned by H.R. 4700 would run between 
$2,074.1 million and §$2,386.S million in 1960. The following table shows these 
cost estimates in more detail and compares them (1) with those which would 
result if the expected increase in utilization were ignored and administrative 
expenses were only 5 percent and (2) with those developed by the Department 
of Health, Education, and Welfare. 


™Basic Cost Calculations Relating to Proposals To Provide Hospitalization and Other 
Medical Care Services to OASDI Beneficiaries,” preliminary staff memorandum of Jan. 20, 
1958, U.S. Department of Health, Education, and Welfare, Social Security Administration, 
Division of Program Research. 

®“1957 Study of Group Surgical Expense Insurance Claims,” Morton D. Miller, Trans- 
actions of the Society of Actuaries, vol. X, October 1958. 
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[In millions] 


Total 1960 
costs ex- 
cluding 

factor for 

extra uti- 


trative cost 


Hospitalization: 
Aged 


$1, 226.7 
22.8 


Skilled nursing home care for aged: 
Low cost assumption 
High cost assumption 


Grand total: 
With low cost assumption for nursing home care 
With high cost assumption for nursing home care 2, 386. 8 


1 Department of Health, Education, and Welfare (HEW) estimates for hospital and nursing home costs 
from ‘‘Hospitalization Insurance for OASDI Beneficiaries,’ report to the Committee on Ways and Means 
by the Secretary of Health, Education, and Welfare, April 1959, pp. 81-84. HEW estimates for surgical 
costs relate to 1956 prices and are taken from ‘‘Basic Cost Calculations Relating to Proposals To Provide 
Hospitalization and Other Medical Care Services to OASDI Beneficiaries,” a preliminary HEW staf 
memorandum dated Jan. 20, 1958, with adjustment to reflect Jan. 1, 1960, eligibile population figures and to 
include 5 percent administrative costs. 


COST ESTIMATES FOR YEARS SUBSEQUENT TO 1960 


The discussion up to this point has been confined to the estimated cost of 
H.R. 4700 during 1960. Many factors, both inherent in the provisions of the 
bill and in the particular patterns and trends in medical care and medical eco- 
nomics, would produce substantially higher costs in future years. The associa- 
tions, after carefully considering these factors, have prepared the following 
estimates of the probable costs for years subsequent to 1960. 

Hospital services.—For hospitalization costs, allowance was first made for 
the fact that hospital costs per bed per day are expected to increase faster than 
the overall cost of living for some years to come, as hospital payrolls are raised 
closer to the level in the community and as new equipment is added. The con- 
servative estimate was that these costs would increase 2 percent per year for 
the next 4 years and 1 percent for the succeeding 10 years—all in excess of any 
increase in the general cost of living. To allow for anticipated increases in 
utilization as additional beds are added and as the aged more readily accept 
hospitalization, further increases in costs were estimated on a conservative 
assumption of a 2 percent increase per year for 9 years and 1 percent per year 
for the succeeding 10 years. Overall, therefore, the projection assumes a 4 
percent increase each year for the first 4 years, 3 percent for the next 5 years, 
2 percent for the next 5, and 1 percent per year for the next 5 years, carrying 
the projection to 1979. Costs during and after 1979 are assumed to increase nd 
faster than the increase in the overall cost of living. 

Nursing home care.—For skilled nursing home care, allowance was made for 
the fact that the large number of unskilled nursing home beds now in existence 
could be easily converted to skilled beds should a Government benefit become 
available. In addition, new skilled nursing home beds can be created rapidly 
and without heavy financial investment. This has been taking place in recent 
years as the result of encouragement from geriatricians and others for expanded 
nursing home facilities. The latest figures available, now 5 years old, show 
that there were 260,000 skilled nursing home beds and 190,000 unskilled beds 
available in 1954.2 The current figures are undoubtedly much higher. Evel 


® Public Health Monograph No. 46, U.S. Public Health Service. 
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assuming that the number of skilled nursing home beds had not increased over 
the 1954 figure, the associations’ high cost estimate for 1960 would mean that 
only about 55 percent of the 260,000 beds would, at any one time, be paid for by 
QASDI nursing home benefits. 

It was thought that, especially in the light of the number of existing unskilled 
beds, the 1960 costs would triple in 10 years, in accordance with the following 


seale : 


Cost of nursing home benefit as percent of 1960 cost 


Percent Percent fe 
1961 140 | 1966 250 
1962 170 | 1967 265 
1963 200 | 1968. 280 
1964 220 | 1969. 290 
1965. 235 | 1970 and after 300 


It should be noted that even the high-cost assumptions would indicate that in 
1960 only 1 percent and in 1970 only about 3.3 percent of the aged OASDI bene- 
ficiaries would be receiving skilled nursing home benefits at any one time. 

Surgical services.—For surgery, costs were increased 2 percent per year for 
9 years to allow for increased utilization and the continuing development of new 
and costly surgical procedures. This projection also is in excess of any increase 
in the overall cost of living. 

The resulting costs per eligible person for each year 1960 and after are shown 
inthe attached tables 4-6. 

The total dollar costs in 1980, based on the Social Security Administration’s 
eligible population estimates for mid-1980 of 23,553,000 aged, 907,000 younger 
widows and 2,297,000 children, and using our cost projections described above, 
would run as follows: 

1980 cost 


{In millions] 
Hospital services $4, 658 
Surgical services 515 
Nursing home care: 
Low-cost assumption 


High-cost assumption 2, 487 
Total: 
Using low-cost assumption for nursing home care___--------- 5, 981 


Using high-cost assumption for nursing home care_____--____ 


LEVEL-PREMIUM COSTS 


Presented below are estimates of the long-term costs of the benefits of H.R. 
4700 as a percentage of taxable payroll. 

The level-premium costs based on the per capita costs developed by the asso- 
ciations have been computed based on the intermediate-cost estimate basis (as 
to population, mortality, etc.), a 3-percent interest rate, with a $4,800 taxable 
payroll—all in accordance with procedures developed by the Social Security 
Administration. 


Level-premium costs as percents of tawable payroll for medical care benefits 
using per person costs, intermediate-cost estimate 


Benefit 


Children 


Aged Mothers 


Hospitalization 1.756 0. 039 0.013 1. 808 
Surgery... 193 005 003 201 

Nursing home: 
Using low cost assumption... .314 
Using cost assumption... 965 |. 965 

otal: 
Using low cost assumption for nursing home 

2. 263 044 . 016 2. 323 


care 
Using high cost assumption for nursing home 
care. 2.914 044 - 016 2. 974 
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As indicated above, the total cost of providing the medical care benefits 
contained in H.R. 4700 would amount to from 2.323 to 2.974 percent of taxabje 
payroll on a level-premium basis. In view of the fact that the present soejg) 
security structure is based on a level premium of 8.76 percent” taxapje 
payroll, it will be observed that the estimated cost of the proposed legislation wi) 
add over 26 percent to long-term costs—in other words, increase it on a ley. 
premium basis from 8.76 to over 11 percent. 

AMERICAN LIFE CONVENTION. 
HEALTH INSURANCE ASSOCIATION OF AMERICA, 
Lire INSURANCE ASSOCIATION OF AMERICA, 


JULY 1959. 


TaBLe 1.—Utilization and cost of hospitalization based on insured lives, 
ALC-HIAA-LIAA 1959 study 


Annual rate of 
hospitalization 


Average 
number of 
days of 
covered 
confine- 
ment— 
60-day 
benefit ! 


Days per person 
per year 


Hospital costs per 
person per year? 


Male Female 


Female 


19.5 
20. 1 
20. 4 
21.0 
21.5 
22.1 
22. 4 
- 22.8 
23.4 
23.8 


1 Derived from 31-day and 120-day experiences appropriately adjusted to a 60-day plan. 
2 Based on an average charge of $30. According to the American Hospital Association, the average per 
diem cost in non-Federal short term general and special hospitals was $24.15 in 1956 and $25.99 in 1957, This 


cost should approximate $30 in 1960. 


% From the Division of the Actuary, Social Security Administration. 


4 
Male | Female Male | 
. 156 . 160 14.5 69 
. 159 .161 14.8 72 
. 162 . 162 15.1 72 
. 164 . 164 15.5 75 
. 166 . 166 15.8 78 | 
. 168 . 168 16.2 81 
.173 .173 16.9 87 
. 186 186 18.5 102 1 
-191 .191 19.0 108 108 
. 218 . 218 138 138 | 
225 . 225 144 14 
236 . 236 159 139 
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Taste 2.—Hstimated annual cost of hospitalization of OASDI eligibles in 1960, 
based on insured lives’ experience, ALC-HIAA-LIAA 1959 study 


Population Jan. 1, 1960! Cost per person per year Annual cost 
Type of benefi- 
ciary 
Male Female Male Female Male Female 
65 to 69..---.- 2, 390, 000 2, 468, 000 $72. 00 72.00 | $172, 080, 000 177, 696, 000 
ee 1, 824, 000 1, 831, 000 87. 00 87. 00 158, 688, 000 159, 297, 000 
75 and over... 1, 676. 000 1, 402, 000 2 129. 00 2129.00 | 216, 204, 000 180, 858, 000 
5, 890, 000 546, 972, 000 621, 339, 000 
Children..------- 1, 900, ‘ $15. 00 $28, 500, 
Total.....-- 15, 794,000 1, 218, 00 


1 Data provided by Division of the Actuary, Social Security Administration, Department of Health, 
Education, and Welfare. 

2 Cost at age 80 assumed as average cost at ages 75 and over. 

1 Based on 1 day per person per year at a cost of $30 per day. 

4 Based on 0.5 day per person per year at a cost of $30 per day. 


TaBLe 3.—Estimated annual cost of surgery of OASDI eligibles in 1960, based on 
insured lives’ experience, ALC-HIAA-LIAA 1959 study 


Population Jan. 1, 1960! Cost per person per year Annual cost 
Type of benefi- 
ciary 
Male Female Male Female Male Female 
5, 890, 000 7, 269, 000 2$14.85 2 $14.85 | $87,467,000 | $107, 945,000 
i er 1, 900, 4 $6. $11, 400, 
Total....... 15,784, 000 214, 787, 000 


1 Data provided by Division of the Actuary, Social Security Administration, Department of Health, 
Education, and Welfare. 


1 Annual rate of surgery was 0.11 for both sexes at ages 62 and over. 


ages, for both sexes was $135. 
4 Based on costs at ages 40 to 49 for females exclusive of maternity. 


‘ Based on costs at ages under 18, 


Average surgical charge at these 
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TABLE 4.—Estimated cost per eligible aged person per year 


Nursing home Total 


Using 
Low cost | High cost | low cost 
assum ption|assumption/assumption|assumption 
for nursing | for nursing 
home care | home care 


— 
Be 

2 
= 


Note.—The above costs include costs of administration and extra-utilization as outlined in memorandum, 
They do not reflect any increase in the overall cost of living or the effect of expected increase in average age, 


TABLE 5.—Estimated cost per eligible mother per year 


Hospital- Total Hospital- 
ization ization 


2 


1979 and after 


KESASSRSSSR 


FEBS 


NotEe.—The above costs include costs of administration and extrautilization as outlined in memorandum. 
They do not reflect any increase in the overall cost of living. 


TABLE 6.—Estimated cost per eligible child per year 


Hospital-| Sur- Total 
gery 


BSSSRSRESB 
90 90 ge go 90 ge 


197 
1979 and after 


Note.—The above costs include costs of administration and extra utilization as outlined in memorandum. 
They do not reflect any increase in the overall cost of living. 


The Cuatrman. Mr. Faulkner, we thank you, sir, for bringing to 
us your views and those of the groups that are represented by you 
here today. Will it be convenient for you to return at 1:30? 

Mr. Favtxner. Certainly, sir. 


q 
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Year Hospitali- | Surgery 
zation 
17. 84 169. 33 
137.32 18. 20 178. 40 
a 151. 50 19. 31 199. 41 
= 156. 05 19. 70 206. 07 
160. 73 20. 09 212. 85 
165. 55 20. 49 219. 22 
1970 168.86 20. 49 223. 67 
1 49 227. 05 
175. 68 20. 49 230. 49 
179. 19 20. 49 | 105. 60 234. 00 
182.77 20. 49 105. 60 237. 58 308. 88 
184. 60 20. 49 105. 60 239. 41 310. 69 
186. 45 20. 49 105. 60 241. 26 312 54 
188. 31 20. 49 105. 60 243. 12 314.40 
190. 19 20. 49 105. 60 245. 00 316. 28 
co 1979 and after._.....-.-----.-- 192. 09 20. 49 105. 60 246. 90 318.18 
- Year Sur- | Total 
gery 
_ 
ae Year Year Hospital-| Sur- | Total 
ization gery 
$20. 63 
27.17 
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The CHarrMAN. Without objection, the commitee will recess until 


1:30 this afternoon. 
(Whereupon, at 12:35 p.m., the committee recessed until 1:30 


p.m., this same day.) 


AFTERNOON SESSION 


The committee reconvened at 1:30 p.m., upon the expiration of the 
recess. 

The CuamMman. The committee will please be in order. 

Mr. Faulkner, will you please return to the table. Mr. Forand 
wishes to ask some questions. 


STATEMENT OF E. J. FAULKNER—Resumed 


Mr. Foranp. Mr. Faulkner, your brief is pretty thick. While I 
tried to listen attentively this morning, I was distracted a few times 
so I may have some questions that you perhaps have already answered 
in your brief, 

If so, you will not have to go into detail. However, there is con- 
siderable information I should like to have and I am sure the com- 
mittee would like to have if you have it. 

Now, have you any specific information on just how much protec- 
tion is typically given by voluntary health insurance to the aged 
persons who are counted as having some coverage ? 

Mr. Faurxner. Because, Mr. Forand, as I —— in my testi- 
mony, there is a great variety of plans adjusted to the individual needs 
of the people living in different medical cost areas and with different 
circumstances, it probably would be very difficult to say accurately 
that there is a typical or usual type of benefit. 

The vary all over the lot, sir. 

Mr. Foranp. Is it not true that many persons counted as havin 
coverage, in fact, have very little protection? For example, 31 days o 
hospital care for which only $10 a day is paid, with some limited 
amount for surgical care and extras ? 

Mr. FautKner. There are unquestionably some plans in force on 
aged people who have the benefits that you describe. 

The plans range from meager benefits to comprehensive benefits 
in which there is the so-called major medical type of coverage, a 
broad blanket type of benefit. 

As I suggested a minute ago, sir, there just is not such a thing as a 
typical plan. They vary according to what the person has bought, 
what he thinks his need is, what the medical cost in the area is. 

Incidentally, in connection with the 31-day benefit provision for 
hospital, I think it is rather interesting that while the aged person 
typically demonstrates a longer stay in the hospital than does the 
younger person, the average stay of the aged person in the hospital 
is only 14 to 16 days as contrasted to the 31-day benefit you mention. 
_As I suggested in my testimony, while $10 does not seem like a ve 
liberal benefit perhaps in Washington, it would be more than enoug 
in some of the in smaller communities. 

Mr. Foranp. In the smaller communities? 

Mr. Yes. 

Mr. Foranp. Now, you say that the industry is developing many 
different types of policies. Can you tell us, or can you obtain for us 
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the number of people who have in fact purchased each of the major 
ype of policies. 
fr. FAULKNER. By major type you mean major medical type? 

Mr. Foranp. That is right. 

Mr. Fauixner. I would rather secure that information, sir, so that 
it will be exactly accurate. We know that that type is increasing 
among the aged as it is in the general population, but with your per- 
mission we will supply the exact figure. 

Mr. Foranp. Mr. Chairman, I ask that he be given permission to 
furnish that for the record. 

The Cuarrman. That permission, you remember, was given earlier 
with respect to all the witnesses. 

Mr. Fautxner. Thank you. I understand, sir, the figure you wish 
is the number of people who have this very broad type known as 
major medical expense ? 

Mr. Foranp. I would like to have the major types, breakdown of 
them. The number of persons who purchased this particular type of 
insurance, this coverage at such a cost. 


_ It is a job, I am asking you to perform, but I think it is very, very 
important. 
r. Fautkner. We think it is, too, and we will endeavor to get the 
very best figures we can produce, Mr. Forand. 
r. Foranp. I am sure you will. You have been very cooperative. 
I want to compliment you on your paper and for the cooperation you 
have given us in the past, as well as today. 
Mr. Fauixner. Thank you, sir. 
(The information referred to follows :) 


SUPPLEMENTARY FILING WITH RESPECT TO TESTIMONY ON H.R. 4700 Berore 
THE House COMMITTEE ON WAYS AND MEANS 


The statistics presented in the attached tables and the data shown below and 
on the following pages are furnished in response to requests for additional 
information made of the witness for the ALC-HIAA-LIAA, Mr. E. J. Faulkner 
of the Woodmen Accident and Life Co., by the House Committee on Ways and 
Means. 

The statistics shown in table 1 provide 10 examples of the benefits available 
and premiums charged by 10 representative insurance companies for individual 
and family policies at ages 65 and older. It should be noted that these 10 com- 
panies are only a small proportion of the total number which currently have 
such policies available to the senior citizen. Included in the table are policies 
guaranteed continuable for the lifetime of the insured as well as policies re 
newable at the option of the company for the lifetime of the insured. With 
respect to the latter category, however, it should be noted that although the 
policies are renewable at the option of the company, all those companies shown 
have voluntarily restricted their right to cancel such policies despite the physical 
deterioration of the health of the insured. 

Presented in table 2 are data indicating the percentage of the U.S. civilian 
population with some form of voluntary health insurance, by year, for a period 
from 1940 through 1958. With the exception of the data for 1958, these statistics 
were utilized by HEW in developing the chart shown on page 44 of its report to 
the Committee on Ways and Means entitled “Hospitalization Insurance for 
OASDI Beneficiaries” April 3, 1959. The statistic for 1958, which was utilized 
by HEW in plotting the chart for that year, was based on a preliminary estimate 
of enrollment. Final totals for 1958, as indicated in table 2 attached, shows 
that the curve does not drop as indicated in the aforecited report on page 44 

Presented in the attached table 3 are qualified estimates of the percentage of 
the U.S. civilian population which will have some form of voluntary health 
insurance in future years. The projections shown result from a qualified ex- 
tension of the trend during recent years. 
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Presented in table 4 are statistics showing the number of people age 65 and 
older insured under the various types of coverages offered by insurance com- 
panies. As indicated in the table, these data show enrollment under individual 
and family policies written by 108 insurance companies and enrollment of pen- 
sioners under group policies written by 81 insurance companies. In view of the 
fact that the companies surveyed write only 53 percent of the individual accident 
and health insurance premium and only 44 percent of the group accident and 
health insurance premium, it would definitely follow that the statistics shown 
in table 4 considerably understate the complete extent of coverage among the 
aged by insurance companies. In addition to the exclusion of data from non- 
respondents, excluded as well are persons 65 years of age and older and their 
dependents actively employed. Where such persons are employed in industries 
covered by group insurance such persons would have voluntary health insurance 
since no distinction is made for age among active employees. A further indi- 
cation that the data shown in table 4 are considerably understated as to the 
current situation is that they exclude enrollment of the aged by several very 
large insurance companies under the ‘65 plus” programs which were intro- 
duced nationwide early in 1959. Careful consideration of the aforecited three 
qualifications would indicate that currently in excess of 24% million persons 65 
years of age and older have some form of voluntary health insurance with the 
Nation’s insurance companies. 

AMERICAN LIFE CONVENTION. 
HEALTH INSURANCE ASSOCIATION OF AMERICA. 
LIFE INSURANCE ASSOCIATION OF AMERICA. 


TasLe I—2Heamples of individual hospital-surgical erpense policies available to 
persons 65 years of age and older 


EXAMPLES OF POLICIES GUARANTEED CONTINUABLE FOR LIFETIME OF INSURED 


Benefits available 
Annual 
premium 
Daily room | Miscellane- | Hospitaliza- Surgical for males at 
and board | ous hospitali-} tion dura- maximum age 653 
zation benefits| tion ! (days) 

a $200. 00 90 $200 $62. 20 
10. 00 200. 00 90 200 74. 00 

15. 00 200. 00 90 200 103. 50 

20. 00 200. 00 90 200 133. 00 

ee a 7. 50 37. 50 31 150 60. 50 
10.00 50. 00 31 200 80. 67 

12. 50 62. 50 31 250 100. 83 

15. 00 75. 00 31 300 121. 00 

17. 50 87. 50 31 300 141.17 

20. 00 100. 00 31 300 161. 33 

5.00 50. 00 60 250 51. 53 
8.00 80. 00 60 250 69. 89 

10. 00 100. 00 60 250 81.72 

12.00 120. 00 60 250 92. 89 

15. 00 150. 00 60 250 110. 24 

8. 00 60. 00 35 250 73. 32 
12.00 90. 00 35 250 97.32 

16. 00 120. 00 35 250 122. 66 

Company E__- 8.00 100. 00 40 200 73. 70 
10. 00 100. 00 40 200 81. 50 

15.00 100. 00 40 200 101. 00 

15. 00 100. 00 40 400 102. 80 


EXAMPLES OF POLICIES RENEWABLE AT OPTION OF COMPANY FOR LIFETIME OF 


INSURED 
$5. 00 $100. 00 4 $100 $250 $41. 60 
8.00 80. 00 200 67. 90 
5.00 25. 00 460 200 37.00 
10. 00 50. 00 460 200 65. 00 
Company J__..._......._- 10. 00 50. 00 445 200 63. 00 


! Hospital duration applies to each accident or illness. 
2 Premiums for females are slightly higher. 

? With a $25 deductible. 

‘Duration applies to calendar year. 
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TaBLe II.—Percentage of U.S. civilian population covered by some form of 
voluntary health insurance, 1940-58 


Number of | Total civil- Increase in 

people coy-| ian popu- Percent {percent eoy. 
ered lation covered | ered over 
(thou- (millions) previous 


Source: Health Insurance Council and U.S. Bureau of the Census. 


TABLE III.—2Zstimate of percentage of U.S. civilian population with some form 
of voluntary health insurance, 1960-90 


Source: American Life Convention, Health Insurance Association of America, Life Insurance Association 
of America. 


TaBLeE 1V.—Number of people 65 years of age and older with health insurance 
through insurance companies, Dec. 31, 1958 


Type of coverage 


a 
Hospital Surgical Regular Major 
expense expense medical medical 
expense expense 


Covered under individual and family policies by 108 
insurance companies which write 53 percent of the 
total individual A. & H. premium 1,771,131 | 1,204, 703 599, 518 24, 212 

Retired persons covered under group policies by 81 in- 
surance companies which write 44 percent of the total 


group A. & H. premium 194, 262 217, 733 89, 821 62, 631 


Total from reporting companies ! 7 1, 965, 393 1, 422, 436 689, 339 86, 843 


1 Excludes the following: (1) number of aged with health insurence through insurance companies not 
respon ding to this survey; and (2) number of aged and their dependents actively employed and covered 
under group insurance at place of employment. Early in 1959, severa! large insurance ‘companies com- 
menced enrollment of the aged on a nationwide basis under ‘65 plus’’ programs. Such enrollment is also 
excluded from the above data. Consideration of these 3 factors would indicate that currently more than 
24 million persons 65 years of age and older are covered by insurance companies. It should further be noted 
that the above enrollment data are exclusive of the persons over 65 who are insured with such organizations 
as Blue Cross, Blue Shield, and the independent plans. Inclusion of the persons enrolied under such plans 
along with those enrolled under insurance company plans would undoubtedly bring the total number of 
aged covered by voluntary health insurance to an excess of 614 million persons. 
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Mr. Foranp. Can you tell meshow much it would cost an aged couple 
to purchase a commercial policy that would cover 60 days of hospital 
> care, inhospital and surgical care, some nursing-home benefits, as pro- 

Mr. FautKner. There, again, it is a very difficult thing to set down 
a specific figure. I can give you some costs of types of benefits that 


are very interesting because they are the comprehensive, the best 


type. 
: We know, for instance, that it is possible to put on the market a 
major medical expense policy that has a $15,000 overall blanket limit 
' for all of the covered expenses of the particular illness. It has a $50 

deductible, and an 80 percent coinsurance benefit. That kind of 
contract for a retired male person can be furnished for $14 a month 
_ or active male worker for $4 per month, which, if equated to the so- 
} cabled level premium basis, would be $9.50 a month. 


Mr. Foranv. Is that for one person? 


Mr, Fautxner. That is for asingle male person. The monthly cost 
for a family would be about double that. 

In other words, about $19 a month. 

Mr. Foranp. When you say a family, do you mean husband and 
wife, or children 

Mr. FautKner. Husband and wife and dependent children. 

Mr. Foranp. Without limit! 

Mr. FauLKNeER. Without limit as to the number of children. ; 

As I have suggested, with $15,000 maximum limit on one illness, it 
isa very adequate, rich plan, you might say, a very liberal plan. 

Mr. FoRAND. If you were to use the type of insurance policy you just 
referred to and apply it to my bill, could you furnish for us an estimate 
of what my bill would cost insofar as the individual’s share! 

Mr. FauLKNER. In my prepared statement, sir, I suggested in con- 
nection with these large billion-dollar figures that our experts like to 
deal with that since those figures are so far beyond my comprehension 
I asked them to reduce the cost to a per capita basis. 

If my memory serves me right, the ye for the cost of the benefits 
provided by your bill for the aged would run around $150 a year. 

You may wonder why is there this seeming disparity between the 
cost of private insurance and the cost of the benefits that your bill 
proposes. 

The difference essentially lies in the fact that one is a private insur- 
ance plan that incorporates financial deterrents to overutilization. 

The other is a plan for which the recipient, for which the public 
is taxed, for which the ultimate recipient feels that he has paid the 
tax and under these circumstances he feels free to use to the limit. 

In other words, he is not sharing in every element of the cost. 

Coinsurance and these other financial deterrents that private insur- 
ance has found it necessary to build into the protection aline the finan- 
cial interests of the insurer with that of the insured. 

For these reasons they are not conducive to the increasing over- 
utilization which is an almost seemingly inevitable characteristic 
of compulsory plans. 

_ Mr. Toeann. In other words, if I understand you correctly, and 
if I do not express it clearly enough for you to understand it and 
agree with me, I wish you would tell me. What you are saying is 
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that the type of contract which we are discussing would have g 
deductible clause, so-called, in it, where the purchaser of the cop. 
tract would have to foot the bill on the first, say, $50, or $100, some- 
thing like the automobile insurance business is doing? Is that what 
you are trying to tell us? , 

Mr. Fauixner. That is part of it, sir. 

What I am saying is that essentially there is a difference between 
a compulsory plan for which people are taxed and a private plan 
which incorporates incentives not to use the benefits unnecessarily, 

Were there a deductible in the benefits you provide, where the 
recipients have to share in the cost a degree, those would be features 
of course, which would tend to reduce the utilization of the benefit. 

Mr. Foranp. If they share the cost, that is on the basis of this 
coinsurance where the company would pay 80 percent and the indi. 
vidual would pay 20 percent, something like that ¢ 

Mr. FauLKNER. That is right. 

In England, for instance, they started out with a sort of full 
payment idea, the government picked up the whole check for every- 
thing. The overutilization got so far out of hand that on many 
things the government said, “Well, this is just getting away from us,” 
and as one effort to control the repeated requests for care of all kinds, 
~ patient was required to pay a dollar when he went to see the 

octor. 

In other words, he had to pay a little bit. That is a financial deter- 
rent toward overutilization. 

Mr. Foranp. Now, would you tell us whether the type of policy you 
are referring to would be available to all elderly persons regardless 
of preexisting condition and whether it would be subject to cancella- 
tion 

You will probably remember, I think it was while you were on 
the stand last year, that I referred to this particular case of an elderly 
person who developed cancer and after her first claim was paid 
they refused to renew her insurance, they refused to accept any fur- 
ther premiums. 

Mr. Fautxner. Yes, I am very glad to speak to that point, sir, 
because it is one area in which the voluntary health insurance busi- 
me can take particular pride as to the progress which has been 
made. 

I pay tribute again to you, Mr. Forand, for having been one of 
the principal people sparking an interest in the problems of the 


aged. 

Today the policies generally that are offered the aged are not 
tr | they are guaranteed renewable at the option of the in- 
sured. 

Even the individual forms of coverage generally provide, I think 
almost universally provide, that preexisting conditions are covered 
6 months after the insurance is taken out. 

Now, both of these conditions, cancellation or nonrenewable and 
coverage of preexisting conditions are not an issue or consideration 
in group coverage. In group coverage the individual cannot be 
danesitel: In group coverage the preexisting condition is covered. 

But in the area where our critics have been particularly vitriolic, 
which is in individual insurance, I can assure you that there is today 
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available, very generally available, coverage that is not cancellable 
and coverage that does cover preexisting conditions. 

I can say to you, sir, that I cannot think of any older person who 
wishes to apply for the presently offered types of contract for the 
senior citizen, who, if he can pay the nominal premiums involved, 
cannot get that insurance. 

If there is an older person who finds himself in this situation, if 
he is doubtful that he can secure this insurance, I would hope that he 
might write to one of the associations for whom I speak, and I can 
assure you that information will be given to him by which he can 
secure this kind of protection. 

This is real progress, sir. 

Mr. Foranp. Will you provide the committee with illustrations of 
costs of various types of individual policies available to the person 
aged 65 or older? That is something along the lines of my first or 
second question. 

I would like very much to have that material. 

Mr. Fautkner. Weshall be very glad to supply that. 

(The information referred to is on p. 461.) 

Mr. Foranp. Thank you. 

Now, what percentage return in benefits are you making on non- 
group policies and on group policies ? 

Mr. Fau.Kner. Sir, speaking first to group insurance, and 7 out of 
10 of the people who are insured under voluntary insurance are insured 
in groups, 70 percent of them, last year 89 percent of the premium 
was returned in benefits. 

Mr. Foranp. In benefits ? 

Mr. Fau.txner. In benefits, 89 percent. 

Some 2.3 percent of the premium was paid in taxes. Even though 
in the health insurance business the proper and fast payment of claims 
is very much more of a problem obviously than it is in life insurance, 
in spite of the fact that it has been alleged that salesmen who go out 
and convince people that they were well served by the coverage are 
paid commissions, the total overhead was only 9 percent. 

On the group operation last year the business as a whole lost 1.1 
percent of the premium. 

In individual insurance, which covers 3 out of 10, you have a vast 
range of experience. One must remember, of course, for instance, with 
the noneancelable type of coverage, which is a very desirable type of 
coverage, that in the initial years, during the period when the insured 
has the benefit of protection, losses are low. It is then that you begin 
accumulating reserves as you do in life insurance, and ultimately of 
course, when losses are higher than current income, you are able to 

ay your claims by dipping into the reserves that had been accumu- 
ated during the younger years when the impact of disability was not 
80 great. 

As to the so-called term insurance, which is not noncancelable, you 
will find variability as to the loss ratio, loss ratio indicating that part 
of the premium that is paid out in benefits. 

Now, that variability will reflect many things. It will reflect, for 
one thing, the impact of the business cycle. I think, for instance, 
sir, of one contract—it is a very simple contract, but it will illustrate 
the point—that my own company wrote over a period of some 20 
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years without changing the kind of contract. That contract devedl. 
oped in so-called normal times, in times of average business, a los f 
ratio of 53 or 54 percent, but during the depression years the los 
ratio on that contract was well above 80 percent. 


The impact of the business cycle on voluntary health insurang § © 


is very great because of the subjective nature of much illness. 

So you have a different loss ratio on various kinds of contracts, 
de oe on the economic climate. 

Overal , however, I would say that in this recent past period of 
relatively good business, the loss ratio on individual policies has varied 
50, 51, 54, and 55 percent. 

Some individual insurers regularly on their individual contracts, 
and some of the very largest ones, have paid in this period of good 
business, when losses are not nearly as high as they are in periods 
of bad business, I mean business generally, a loss ratio of 66, 67, and 
68 percent. 

Mr. Foranp. I can understand what you are just referring to r- 
garding the building up of the fund over the earlier years of oper- 
tion because it was only a couple of days ago that 1 was told that 
one of the large companies putting out one of these new 65-year con- 
tracts, a contract for those 65 years old, had been issuing this type 
of contract probably since last August and up until now had no 
paid a claim. 

But the thing that disturbed me most, and I would like to have 
your comment on this, if you care to, is the fact that in figuring out f 
most of these contracts I am told there is a markup of 50 perf © 
cent. 
In other words, you could cut down the rates being charged by 5! 
percent and still do pretty business. ; 

Now, is that correct ? | 

Mr. Fauixner. Before I can answer that, Mr. Forand, I would 
have to know a markup of 50 percent of what? 

Mr. Foranp. The rate. The rate-is double what it should be asf 
an insurance against loss. 

Mr. Favuixner. I would categorically deny that that could be the} 
case. There is keen competition for business, for patronage in thef 
voluntary health insurance business. We do not see fine, soundly} 
managed insurers going out to get business and charging rates that 
they feel are above the level of adequacy because, after all, as man- 
agers of insurers we want our organizations to grow; we want ou! 
organizations to provide a worthwhile product whose purveyance is 
in the public interest, and because I know that in the health insurance 
business there is no action in concert among insurers on the estab 
lishment of rates and because I know that competitors are eager t0 
grow and to write business, that the rates that their actuaries figure, 
primarily on their own experience, are rates that are no more that 
adequate because each one of us is out to get all the business that f 
we can.’ 

Competitively I would love to put my salesman up against a com: 
re who was charging a rate 50 percent higher than it should 


Mr. Foranp. Would you tell the committee what a reasonabl § 
cushion is in those rates? 
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Mr. Fautxner. What is a reasonable continguency overall, sir? 
Mr. Foranp. The amount over and above that which is necessary 


tocarry the load ? 


Mr. FautKner. Frankly, inasmuch as each insurer figures his own 


‘rates 1 cannot speak for other companies. I do know that the 
actuaries for our company in figuring rates on all of our contracts, 


not necessarily or specifically those designed for the aged, feel very 


good indeed if they can pack a 2 percent margin for contingencies 


into the rate. 

We would like to have a larger margin, but we know that if our 
contingency margin is very much more than that, our salesmen will 
then experience enormous difliculty in meeting the price competi- 
tion of other good insurance. 

Mr. Foranp. Now, if you were to write policies to cover all persons 
over 65, what percentage of benefits could you return to them ? 

Mr. FautKner. Here, again, sir, it depends on whether the con- 
tract is written on a group basis or whether it is written on an in- 
dividual basis. It is obvious, I think—well, you, as an insurance 
man, know that if you go out and sell one person at a time as you do 
when you sell individual insurance, obviously your costs are greater 
than if you can insure them by the dozen. 

So I would suggest to you that probably the experience of the busi- 


ness itself is our best source of reference. 


Last year, overall, in group operation, the business returned 89 cents 


| out of the dollar in benefits. On individual operation depending on 


the kind of contract, the kind of benefit, various other variables of 


ercent. 

, Mr. Foranp. Thank you very much. You have been very helpful. 
The Cuamman. Are there any further questions of Mr. Faulkner? 
Mr. Mason. 

Mr. Mason. I just have one question, Mr. Faulkner. 
Mr. Fautkner. Yes, sir. 
Mr. Mason. Would you agree with me that anyone, no matter who 


_ heis, who states emphatically and dogmatically that millions of elderly 
_ citizens of America are deprived of proper medical care because of 
- financial conditions, would you say that that is quite an exaggeration ? 


Mr. Fautxner. Yes, sir; I would, and I would say it to you not 


these matters, but because it has been my privilege to serve as the 
trustee of a general hospital, the Bryan Memorial Hospital of 
the Methodist Church, in Lincoln, Nebr., and I know from that ex- 
perience, I know from intimate friendship with many physicians over 
the country, that people who need care when they come to the hospital, 
when they come to the physician, are provided the care. 

The matter of compensation is secondary and comes later. 

Mr. Mason. All I can say is this: I do not know how you would 
feel, but I personally feel that anyone who will make an exaggerated 
statement like that in my book it at least reduces the value of his 
whole testimony. 

That is all, Mr. Chairman. 

The Cuarrman, Mr. Baker. 
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Mr. Baxer. I have one question : 

I did not catch what you meant when you said you returned 50 to 
70 percent. What did you mean by that, sir? 

Mr. Fautxner. I was referring, Mr. Baker, to loss ratio. I hope 
you will excuse me if I lapse into the technical jargon of our business, 

In individual insurance, that is a contract issued just to one person 
as distinguished from the group contract which is issued coveri 
many people. In the individual contract, depending on the kind of 
contract, depending on the age of contract, at the present time, of 100 
cents in the premium dollar some place between 50 and 70 cents will 
be returned in the payment of benefits. 

Mr. Baxer. The question I have about health and accident insur. 
ance is the fact that much of it is cancelable. It is still the practice, 
is it not? If so, what percentage, if you know, can be canceled on 
a premium paying date by the company ? 

Mr. Fauixner. I am very glad to have an opportunity to respond 
to that point, Mr. Baker, because I think the business can take real 
pride in the progress that has been made. 

First of all, if I may repeat myself, let us realize again that 7 out of 
10 insureds are covered under group and the so-called problem of can- 
cellation is not a problem for them. You cannot cancel an individual 
out of a group. 

Then take the remaining 3 out of 10. The growth of guaranteed 
renewable or noncancelable coverage has been very rapid in recent 
years. 

When we have testified before, I think we testified to the effect 
that of the total individual volume in force, something like 15 percent 
of it was noncancelable. It more nearly approximates 30 percent 
today. 

Now, then, as to the specific problem of cancellation as it relates 
to the aged, the forms that have been especially designed and are being 
marketed aggressively for the aged, are of the guaranteed renewable 
variety. 

The insurer cannot divest itself of the risk. 

Then we should also, sir, take a look at some of the statistics, and 
some of the facts concerning nonrenewal. Though I am certain this 
comment does not apply to any particular cases you have in mind, 
our business is sensitive to the fact that we have been the victim of 
a lot of loosely put together and violently flung around statistics 
on this subject. 

Mr. Baxer. You do not have the experience ? 

Mr. Fautxner. The experience on which we base rates on health 
and health insurance of course, is of a different kind or character. 

The life risk has become more conservative as the life span has 
lengthened. In health insurance, the risk of disability has increased 
as the life span has lengthened. We do have sound rates and we 
are pushing and there is available noncancelable insurance. 

It is simply a matter of convincing the buyer that he would rather 
pay the somewhat higher premium for noncancelable insurance than 
for the kind that can be terminated. 

Mr. Baxer. Is it a question of rate? 

Mr. Favutxner. It is almost entirely a question of rate. 
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Mr. Baxer. The other question is in regard to life insurance which 
is still very germane to Mr. Forand’s bill. Most life insurance, at 
east the part I have, incidentally with mutual conipanies, provides on 
the disability feature, as I remember it, it must occur before age 60 
or age 62, or something, the permanent total disability feature of it. 
Is that still common practice 

Mr. FAULKNER. That practice which was common is still relatively 
common and it is based on the mistaken notion, I think, that age is 
chronological rather than physiological. 

That was the practice for many years and is probably still the pre- 
dominant practice among life insurers providing a total permanent 
disability benefit. 

It stems in part from the notion that we have adopted in this coun- 
try that aman who is 65 is all through. 

T would like to suggest to the committee philosophically that that 
is one of the worst things we can do to our old people. I am sure 
that there are men in this room who are 65 who do not think they are 
all through. 

The CuarrMan. Are there any further questions of Mr. Faulkner? 

Mr. Alger. 

Mr. Aucer. Mr. Faulkner, I want to thank you for attaching in 
addition to your statement the cost estimate because we have had 
differences of opinion by witnesses, men of good will on both sides, 
who are not sure of the cost. I appreciate your taking the trouble 
of appending these estimates. 

We have had a report which we have come to think something of, 
prepared by the Health, Education, and Welfare. I direct your atten- 
tion to the chart on page 44. I simply ask: Is that chart accurate to 
the best of your knowledge, Mr. Faulkner? 

Mr. Fautxner. We are familiar with the chart, Mr. Alger. The 
chart is not accurate. 

I think the chart was drawn by someone who suffered from the same 
misapprehension of fact as Mr. Cruickshank. The line does not bend 
down for the year ending December 31, 1958; the line being the line 
illustrating the expansion of voluntary health insurance. 

In the early part of 1958 a preliminary forecast was put out which 
indicated that perhaps we would not continue to expand. But those 
preliminary forecasts estimates were wrong. 

At the end of the year the actual orate d showed that the ongoing 
progress in the expansion of voluntary health insurance had been 
maintained. 

Mr. Arcer. Would you tell us how that chart should go? I am 
going to draw it in right now for my own information. 

Mr. Fautkner. It should go almost straight up because by the end 
of that year there were 123 million people insured. 

We believe that as of June 30 of this year there were 124 million 
Americans insured. 

Mr. Acer. Would that make the line continue, according to this 
graph—of course, I realize we have 20 years in this one narrow group— 
in other words, is it going to continue up the same rate as it was prior 
tothe dip? 

Mr. Fautxner. It will continue up, we think, on a curve that 
eventually, of course, is going to flatten out, but we are still in the 
going up phase of the curve. 
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The Cuarrman. Would it not be helpful at this point if you col 
prepare for the committee a chart which would reflect your feeling x 
to what will happen over this comparable period of time. 

Mr. Fauuxner. Mr. Chairman, we will be delighted to prepan , 
chart which will show what the fact was as of December 31, 1958, ang 
projected according to our figures. 

The Cuarman. You would have to make some projections, of 
course, according to your best judgment ? 

Mr. FauiKner. Yes, sir. 

_ The Cuarrman. That will be included in the record, without ob. 
jection. 

(The information referred to is on pp. 461-462.) 

The CHarrman. Are there any further questions? 

If ots we thank you, Mr. Faulkner. 
Mr. Favixner. The courtesy of the committee is greatly appr. 
ciated, sir. 

The Cuarrman. The information you have given us is very helpful. 

Mr. Foranp. Mr. Chairman, I ask unanimous consent to include 
in the record at this time a telegram that was sent to the committe 
by Jacob S. Potofsky, president of the Amalgamated Clothing 

orkers of America, AFL-CIO. It reads: ; 


Medical directors of four amalgamated sponsored health centers in New York, 
Philadelphia, and Chicago, are preparing statement in support of H.R. 47 
Since statement may not reach you in mail prior to end of current committe 
hearings, I respectfully request that statement be incorporated into hearing 
record when received. 

Thank you in advance for your courtesy. 


The Cuamman. Without objection, the statement will be incorpo- 
rated in the hearing at this point. 

(The statement referred to follows :) 

The Cuairman. Our next witness is Dr. Furstenberg. 

Doctor, will you identify yourself by giving us your full name, 
address and capacity in which you appear? 


STATEMENT OF FRANK F. FURSTENBERG, M.D., ON BEHALF Of 
AMERICANS FOR DEMOCRATIC ACTION 


Dr. Furstenserc. Mr. Chairman, I am Frank F. Furstenberg of 
Baltimore, Md. I am engaged in the private eters of medicine 


specializing in treatment of allergic diseases and have been in prac: 
tice for more than 25 years. In addition, I have had the opportunity 
to be intimately associated with public medical programs and have 
been concerned with developing high quality medical services for 
the community. 

Twenty-five years ago, I was medical director of the Maryland 
Transient . Bureau, a Federal program designed to stabilize the 
migratory unemployed by giving necessary care, including medical 
care under the i Emergency Relief Administration. Late’, 
I was State medical director for the National Youth Administration. 

During the war, I pent nearly 4 years in the U.S. Public Health 
Service where I was first assigned to practice medicine in a rural 
community in west Florida for the civilian employees of Eglin Fieli 
as well as the local population. Later, I became health officer fu 
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Monroe County, Fla., and then I was assigned to the Office of Voca- 
tional Rehabilitation as a regional medical consultant. 

I am now the medical director of the Outpatient Department. of 
Sinai Hospital of Baltimore and there administer, among other duties, 
a program of complete medical care for the public assistance clients, 
dealing largely with aged, sick people. This program is known as 
the Baltimore City medical care program. 

As a member of the executive committee of the hospital and of its 
planning committee, and a number of other medical planning com- 


mittees in our community, I am intimately aware of unmet medical 
needs. 

I am today appearing here on behalf of Americans for Demo- 
cratic Action of which I have been a member since its founding in 
1947 and in which I have served as an officer, both in the national 
organization and in the Baltimore chapter, Both as a physician and 
as a spokesman for ADA, I appreciate the opportunity to present 
these views to the committee on H.R. 4700, but I come to you as a 
physician and not in my capacity as a medical director of our out- 
patient department of our hospital. I would like to file my testimony. 

The CHarrRMAN. Without objection your entire statement will be 
included, Doctor. 

(The statement referred to follows :) 
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TesTIMONY OF FRANK F. FurRSTENBERG, M.D., ON BEHALF OF AMERICANS FOR 
DEMOCRATIC ACTION 


My name is Frank F. Furstenberg, of Baltimore, Md.. I am engaged in private 
practice of medicine specializing in treatment of allergic diseases and have been 
in practice for more than 25 years. In addition, I have had the opportunity 
to be intimately associated with public medical programs and have been con- 
cerned with developing high-quality medical services for the community. 

Twenty-five years ago, I was medical director of the Maryland Transient 
Bureau—a Federal program designed to stabilize the migratory unemployed 
by giving necessary care, including medical care under the Federal Emergency 
Relief Administration. Later, I was State medical director for the National 
Youth Administration. 

During the war, I spent nearly 4 years in the U.S. Public Health Service where 
I was first assigned to practice medicine in a rural community in west Florida 
for the civilian employees of Eglin Field as well as the local population. Later 
I became health officer for Monroe County, Fla., and then I was assigned to 
the Office of Vocational Rehabilitation as a regional medical consultant. 
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icine § of Baltimore and here administer, among other duties, a program of complete 
prac: medical care for the public assistance clients, dealing largely with aged, sick 
tunity people. This program is known as the Baltimore City medical care program. - 
] os As a member of the executive committee of the hospital and of its planning iz 
committee, and a member of other medical medical planning committees in our a 
es for # community. I am intimately aware of unmet medical needs. - 
I am today appearing here on behalf of Americans for Democratic Action of e 
‘yland which I have been a member since its founding in 1947 and in which I bave e 
the Served as an officer, both in the national organization and in the Baltimore . 
ie chapter. Both as a physician and as a spokesman for ADA, I appreciate the ; 
edical opportunity to present these views to the committee on H.R. 4700. 
Later, ADA has always placed a very great emphasis on the importance of national 
ation. legislation to bring the full benefits of modern medical and hospital care within 
Tealth the reach and within the means of every American. This, in fact, was 1 of the 
ll national goals singled out by our 12th convention, in May of 1959, for highest 
rura & priority in the planning and management of national affairs in the next decade. 
Field & Our 12th convention specifically endorsed the principles of H.R. 4700, i.e., the use 
or for of the old-age, survivors, and disability insurance system for financing bealth 


benefits for OASDI eligibles. 
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There is a unique logic and reasonableness in this principle. The need tj 
raise the standard of living of our growing population of old people, and the 
need to make better medical care more widely available are two conspicnons 
pieces of unfinished business in our system of social and economic security, 
The line of attack proposed by H.R. 4700 concerns both. It offers a means of 
alleviating one of the principal causes of insecurity and poverty among old peo. 
ple; and at the same time it offers a means of bringing very necessary medical 
care to one of the groups in our population most in need of it. 

You are fortunate in having before you an extraordinarily competent and 
comprehensive report on the subject recently submitted to the committee by the 
Secretary of Health, Education, and Welfare in compliance with your instry. 
tions. This report is a thorough documentation of the economic status of OASDI 
beneficiaries and of the economic effects of the cost of medical and hospital care. 
It is not my purpose to repeat what is so well documented in this report. | 
would like to use the time which you have so kindly allotted to me to make 
some observations drawn from my experience in the administration of medical 
care and their implications for public policy and legislation. 

The HEW report shows clearly that, in spite of repeated increases in the level 
of benefits for OASDI, benefits over the past 20 years have just about kept pace 
with the cost of living and have at no time provided incomes sufficient to pr- 
vide even a minimum level of living for beneficiaries. Thus, we find that even 
after 20 years of social security, poverty is still widespread among our popula- 
tion 65 years old and over. The HEW report records that in the recent pros. 
perous years of 1956 and 1957, three-fifths of all people 65 and over had less 
than $1,000 in income from all sources, and only one-fifth had more than 2,000 
Insufficient incomes were the rule both among single beneficiaries and couples. 
It is recorded that in 1957 half of the couples had incomes from all sources of 
less than $2,000. 

What I am certain is self-evident to you, and the daily experience of every 
physician, is the realization that the medical requirements of older people far 
exceed those of any other group in the population. Illness among old people is 
more frequent, more severe, and more prolonged. Chronic disabilities in this age 
are more common and their care is more expensive. And, of course, there are 
frequently heavy medical and hospital costs associated with terminal illnesses. 
By way of documentation, the HEW report records that half of the nonmarried 
OASDI beneficiaries incurred medical expenses of $100 or more during the single 
year of 1957, and half of the beneficiary couples expenses of $200 or more. In 
relation to their meager incomes, these are very large expenses indeed. 

When these facts of medical life are superimposed on the fact of low incomes, 
the aged person lives in double jeopardy, facing illness and poverty. If we are 
going to make any real progress toward our announced goal of permitting our 
older citizens to spend their years of retirement in good health and in peace of 
mind, clearly we must find some way to remove the economically disabling 
burdens of medical and hospital costs from their already inadequate incomes. 
It seems to us that the social security system offers the unique opportunity for 
doing this. 

The insurance principle has already been widely accepted in the United States 
in voluntary associations for insuring hospital and medical expenses. Of these, 
Blue Cross plans for hospitalization insurance now cover the majority of the 
population ; and medical insurance, either through payment for service, or cash 
benefits, or through voluntary associations for prepaid medicine, or through 
labor-management health programs, are becoming more widespread. It seems 
to me that we must draw upon our experience with these new departures in the 
administration and financing of medical and hospital care to design a program 
which will best meet the medical and economic circumstances of our older 
population. 

The first lesson of this experience is that such plans have serious, if not fatal, 
defects as applied to older people as a group. They are “poor risks” financially 
in any insurance scheme. Their disabilities are of kinds which frequently either 
exclude them from coverage, or admit them to only limited coverage, or cause 
their insurance to be canceled. Commercial indemnity insurance offers them 
only meager coverage, far short of their needs, and even this at very high costs. 
The medical and hospital costs of older people can be made self-supporting only 
if they can be averaged out, so to speak, by level premiums over the adult lives 
of the insured. For such a purpose the OASDI system is uniquely suitable. 
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As a physician, I approach this as a problem in health. The first objective of 
a health program for any segment of the population, including the older people, 
is to keep them well, to keep them out of hospitals, and to meet their medical 
needs fully, as they arise. There is much that can be done in preventive medicine 
among older people to forestall disabling illness and, even in the face of chronic 
illness, to keep them functioning in society, leading lives as nearly normal as 
they can, and above all in minimizing their dependence. Such a program requires 
not only access to medical and hospital services, but also adequate and suitable 
housing, specialized personal services, and, where possible, measures for rehabili- 
tation. We cannot and must not simply put these people on the shelf because 
they are OASDI beneficiaries and face a limited life span. 

If we think of medical and hospital care for older people in such a context, we 
should be searching for programs which will meet their total needs. The Amer- 
ican scene will develop its own solution to the problems of an aging society. It is 
important that we experiment freely until we have satisfactory answers for 
methods of both the financing and the organization of medical services. It is my 
experience in private practice, as the director of the outpatient services of a large 
metropolitan hospital, and with the programs for the care of the medically 
indigent at public expense that prompts me to make a number of suggestions. 

I think it is necessary to recognize that hospital insurance, though it may be 
a necessary, immediate first step, is not the answer we are looking for. By only 
paying for insurance benefits when the patient is hospitalized or placed in a 
nursing home, it may promote excessive hospitalization. A similar danger lies in 
fragmenting medical care by only paying for surgical services. It would be 
sounder for the patient, and it would encourage the development of high quality 
medical practice, to contract with accredited hospitals to provide for the care and 
treatment of OASDI eligibles for both outpatient and inpatient care. These 
services should cover all the services given by the hospital, including all medical 
and surgical services as well as drugs and appliances, and the necessary care 
in the nursing home or patient’s home. There are American patterns established 
and functioning well that could be followed—the Health Insurance Plan of New 
York, the Permanente Foundation on the west coast, the Palo Alto Clinic, the 
Gunderson Clinic, and the Baltimore City medical care program for public assist- 
ance clients, to mention a few. 

Thus, the Department of Health, Education, and Welfare could contract with 
hospitals to expand their services to cover outpatient care and become responsible 
for the continuity of care for the patient. Hospital standards of practice are 
improving and are constantly under scrutiny of the Joint Commission of Accredi- 
tation. If the hospital were responsible for all medical care, and for the quality 
of care rendered, the hospitals would have to expand their staff to become group 
practice units. While it is true that such services would be uneven throughout 
the country at first, the legislative pattern is sound and would promote better 
medicine for all the people. 

Mr. Forand has stated that he hopes to include benefits for demonstration 
projects for improving medical care for the aged. In this I heartily concur. 
The haphazard care of the aged under present programs leaves much to be de- 
Sired and does not teach us a great deal. We recommend that the Congress au- 
thorize and direct the Department of Health, Education, and Welfare to contract 
for demonstration projects for complete medical and hospital care for OASDI 
eligibles. Such contracts could be made with hospitals or group practice units 
where there are large aggregates of our senior citizens, so that comprehensive 
plans may be developed experimentally. From these experiments we may learn 
much about meeting the mounting health problems of an aging society. 

Such demonstration projects might concentrate on integrated health services, 
hospital care for acute illness, chronic disease facilities, convalescent and nursing 
home care, as well as medical service in the office and home, and would em- 
phasize preventive medicine. These demonstration projects would be concerned 
with foster home placement for the aged, organized home care programs, “meals- 
on-wheels”, nursing services in homes, programs involving the use of housing 
built for the aged designed to prevent home accidents and above all, tying to- 
gether health services with rehabilitation so that our aged will continue func- 
tioning as happy and useful citizens in our society. 

The country owes a great debt of gratitude to Mr. Forand for his bold and 
vigorous sponsorship of H.R. 4700 and its predecessor bill in the last Congress. 
By his sponsorship of these bills, he has not only pointed the way to the appli- 
cation of the insurance principle in problems of medical care, but he has stimu- 
lated widespread awareness and discussion of the need to explore new forms 
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and processes of medical insurance. He has pioneered in a program which, wha 
it will be looked at in the perspective of history, may appear as significant y 
social security itself. If we find shortcomings in H.R. 4700, it is no isresper 
to him nor to his labors. He has himself recognized this as a first step, 
from meeting the total needs, and he has generously invited criticism. 

A workable means of relieving OASDI eligibles of the burden and costs ¢ 
hospital care would be a significant step forward in itself. As Mr. Forand hy 


pointed out, this is a serious problem which ought not to wait upon the solutin i | 


of the problems of medical care in their entirety. Nevertheless, we do recognix 
that hospital and nursing home insurance alone, and even more if the provisig 


for surgical care is added, raise many problems of good medical practice ay f ; 


administration. We have certainly learned from the experience with Blue Croy 
and Blue Shield that there are many dangers against which we have not s0 fy} 
found adequate safeguards in putting a premium on hospitalization and fee-fu. — 
service medical care in the hospital. There is no doubt that hospitalizatig & 
insurance by itself encourages hospitalization so that the patient and physicig 
can obtain benefits of insurance. Organized outpatient services emphasiziy § 


preventive medicine and diagnostic care would be sounder medically and ley 5 


costly. If this is true of the population at large, it is even more true of olde 
people. There is always the temptation to assume that an older person will k& 
“better off” in the hospital when, in fact, hospitalization may provide only af 
easier solution than providing good medical care to the patient and maintainix 
him in his home and in the community. If the committee decides that this fir 
step is all that can be taken at this time, I hope you will not be unaware ¢ 
these dangers or complacent about the need to take the remaining and era 
more important steps. 

While practical legislative or political reasons may limit your horizons for th 
moment, I urge you to recognize that there is little logic in providing medial § 
care, drugs, and appliances for only the hospitalized patient and denying thes 
services to the patient who could be cared for outside of the hospital better an 
with less cost to society. While administration of a comprehensive program 


for OASDI eligibles will raise problems, they are not of a greater magnituk® . 


than the administration of a hospital and nursing program. 

The same administrative arrangements, the same recordkeeping, the sam 
contractual relationship between the Department of Health, Education, alg 
Welfare and the vendor could equally apply to a complete program of medical & 
and hospital care. The great advantage would be that everyone concernel-f 
the physicians, the nursing professions, the hospitals—would have a community F 
of interest with the patient and the Government in keeping the patient well ani 


out of the hospital. We are aware, of course, that such a comprehensive play ‘ 


may cost more than the one-half of 1 percent of payroll provided by H.R. 470); 
but from the point of view of society, the extra cost would be dwarfed by th 
advantages to the patients. 

H R. 4700 proposes a logical advance in medical services for a special group of 
our citizens who should have the right to spend their last days without the 


economic hazards of illness. Mr. Forand cannot be commended enough for having & s 


brought the legislation before Congress. He has been the first to say that he is 
not satisfied with details of the bill and he has also emphasized that the method 
of payment for medical care cannot be independent of the kind and quality of 
care provided. 

No one, least of all this committee, need be surprised that the Eisenhower ad 
ministration and the American Medical Association are opposing the bill. I 
approaching the problems of medical care, the administration has never been able 
to see beyond a patchwork of private insurance schemes which have demonstrated 
their inability to meet the medical needs of older people. Subsidizing these 
schemes would be unconscionable and futile: it would merely underwrite ani 
perpetuate their inefficiency from the medical point of view. 

As for the AMA, its many virtues do not include an open mind or a receptive 
attitude toward innovations in the administration and financing of medical care. 
It is a matter of record that the association has opposed suggestions for departure 
from the traditional form of fee-for-service individual practice, and has reluctatt: 
ly joined the parade of progress at the rear, only after the rest of the community 
has accepted new forms. The AMA is just now boasting that it has abandoned ifs 
opposition to group practice—years after the fact. Their opposition to this # 
any other bill must be considered in the light of their history. 

One last point : there have been enough studies, commissions, and hearings, ant 
legislation should be passed in this next Congress which will meet the pressilf 
health problems of the aged. They should not have to wait longer. 
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Dr. Fursrensere. Then I would like to make some points which 
S concern me and my experience as a physician involved in medical care 
§ programs. This 1s somewhat different from the testimony you have 
Hheard this morning and this afternoon. It is my function as medical 
director of an out-patient department to see OASDI beneficaries when 
j they cannot get adequate medical care. It is my function to determine 
F when they are medically indigent and when they cannot purchase pri- 
Ivate medical care. It is in this capacity that I have seen numerous 
fl individuals gravitate to public assistance rolls as a result of pauperiza- 
‘tion due to serious illness. 

It is for this reason that I urge the committee to report out the bill 
favorably. Hospital insurance should be extended to the OASDI 
‘beneficiaries especially since they have, as I see it, inadequate income 
sand more serious illnesses and voluntary insurance does not cover their 
Sneeds. 

Iam in favor of this bill but I would urge that this committee give 
‘consideration to some other proposals. I would like you to take the 
inecessary steps to add outpatient service and comprehensive care for 
ithe beneficiaries so that the need for hospitalization will be minimized 
y and nh will be given preventive diagnostic service outside the 
Hhospital. 

= other words, what I am suggesting is that there be programs 
) which will prevent hospitalization to the extent possible. Our experi- 
Fence with the voluntary insurance programs has proven that they are 
a tremendous boon to society. Blue Cross, Blue Shield have served 
Fa purpose that is unmistakable, but there is no question that they 
‘have encouraged hospitalization. This is so largely because in order 
)to obtain benefits in Blue Shield and Blue Cross one must be hos- 
| pitalized. When the committee takes the necessary steps to insure 
) beneficiaries it should promote social legislation which will minimize 


s hospitalization. The expansion of the outpatient department, and of 
comprehensive care, would do much to accomplish this. 
I would also urge another point ; namely, that we eliminate surgical 
s benefits from this bill at this time. Instead of having surgical bene- 
sfits in the bill I would much prefer to see the hospitals supply all 
Fhecessary medical services as well as hospital services. Certainly, 
| surgical services are no more necessary than other medical services. 
Indeed, there is a good deal of evidence that the aged need other medi- 
cal services apart from surgery more than they need surgery alone. 
In addition, we have evidence that payment on a fee-for-services 
basis encourages hospitalization in order to obtain these benefits. In- 
stead of paying benefits to physicians on a fee-for-service basis I would 
urge that we contract with hospitals and with group practice units and 
with other groups set up to give care to the OASDI beneficiaries on 
acapitation basis. 
_ Now, American medicine is developing and has the best medicine 
in the world. It has made some unique contributions in the field of 
organization in medicine. These contributions are being made in 
the teaching hospitals of our country which are unique and in the 
| <toup practice units that are being developed. Such groups as the 
‘érmanente Foundation, the Health Insurance Plan of New York 
City, the Mine Workers Hospitals, the Palo Alto group, the Rip Van 
Winkle clinic, just to name a few, should be encouraged to take care 
of the beneficiaries that we are considering on a comprehensive basis. 
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I am sure you will hear from Dr. Baehr later on this afternoon tha 
the HIP groups will stand ready to take care of the OASDI bene. 
ficiaries on a capitation basis. I am certain some of the private groups, 
too, would agree with this. . 

Now, there are other methods of caring for these beneficiaries, Ip 
my view the Baltimore City medical care plans for public assistance 
clients constitute such a program and I just want to take a moment 
to explain it. This is a comprehensive program to take care of 35,000 
people on public assistance, largely aged people. 

These individuals are given diagnostic services in the hospital ona 
capitation basis. They are given home and office care by local physi. 
cians. Some 300 physicians are in the program on a home-and-office 
basis. 

The services in the hospital are on a diagnostic basis and on a thers- 
peutic basis, and patients are given drugs and special prescriptions 
from the local pharmacies. They obtain glasses and other appliances, 
and when they are hospitalized they are hospitalized under another 
program, a State-paid program. 

This program amy | be a prototype for taking care of OASDI 
beneficiaries. 

One other point: About all I would urge the committee not to 
make H.R. 4700 so rigid that the advancing concepts in American 
medicine in the organization and use of teams of physicians and 
health personnel to keep the aged person functioning in society, could 
not be introduced at this time, or at some later date. 

We have a unique contribution to make here in America in the 
organization of medical practice and we should make use of this, 

One other final point I wish to make is that I hope that in this 
bill a special fund might be made available for demonstration proj- 
ects. These are very necessary projects. 

These projects might concentrate on integrated health services for 
aged beneficiaries, using such facilities as the acute hospital, the 
chronic facility, the nursing home, home care, as well as home and 
office care. Such demonstration projects should go further and 
emphasize preventive medicine, rehabilitation, and include new pro- 
grams developing in this country, such as foster home placement for 
the aged, sot on wheels, nursing and housekeeper services, and work 
with the housing and recreational agency groups, which enable us to 
learn more about the needs of our aging groups. 

I thank the committee for the opportunity of presenting these views 
an will be glad to answer any questions the committee members may 

ave. 

The Cuarrman. Doctor, we appreciate your bringing to the con- 
mittee your views and those associated with you. 

Mr. Machrowicz will inquire. 

Mr. Macurowicz. Dr. Furstenberg, are you a member of the Amer- 
ican Medical Association ? 

Dr. Fursrensere. Yes, sir. 

Mr. Macnrowicz. Your views are not exactly in line with thos 
we ge by the association. I wonder if you can tell me why you 
believe the American Medical Association opposes the Forand bill! 


Dr. Furstenserc. Well, I cannot speak for the American Medical 
Association. I have received a letter, as did every other physician 
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in the American Medical Association, asking them to make known 
their opposition to the Forand bill to their Congressmen. _ 

I feel the American Medical Association is wrong in this. They 
are taking a stand which I think they will reverse as they have re- 
versed their stand on doctor’s memberships in group practice. 

Mr. Macnrowicz. I am very much surprised to hear from Mr. 
Reuther’s testimony that the American Medical Association and doc- 
tors originally opposed the Blue Cross plan. 

In some areas at least they refused to participate in it originally. 
Do you think the doctors would oppose the comprehensive medical 
plan suggested here and would refuse to participate ? 

Dr. Fursrenserc. I do think the physicians as a group are inter- 
ested in high quality medical practice in a fashion that gives respect 
to the patient and allows the physician to practice with dignity. 

I don’t think there is any question that when the Forand bill is a 
law, the physicians will cooperate as they have cooperated in the final 
analysis with Blue Cross and Blue Shield, which many American 
physicians opposed at first. 

Mr. Macurowicz. Why do you oppose the inclusion of surgical 
care in this bill ? 

Dr. Fursrenserc. I do not feel that medical care should be frag- 
mentized into surgical subspecialties, and into medicine with its 
specialties. 

The patient should be treated as a whole. It is better that a group 
of physicians should be paid for the care of that person and his 
rehabilitation as a functioning member in society than that he be 
considered as a case, solely a case of cancer that has to be met surgi- 
cally. 

Tess not saying that the surgeons do this alone, but as Mr. Forand 
has well pointed out, the method of paying for medical care determines 
the quantity and the quality in practice. 

I would say that the fee for surgery may well perpetuate other 
intrinsic evils in this method of practice. 

Mr. Macurowicz. That is all. 

- Cuarrman. Are there any further questions ? 

Mr. Utt. 

Mr. Urr. I have only one or two questions, Mr. Chairman. 

Dr. Furstenberg, you say you did receive a letter from the American 
Medical Association asking you to oppose the Forand bill? 

In that letter, was there any suggestion that if you did not do that 
that you would be excommunicated from the American Medical 
Association 

Dr. Fursrenserc. No, there was no suggestion. I don’t feel that 
I will be excommunicated. 

Mr. Urr. You have never been instructed by the American Medical 
Association that if you did take a position to oppose the American 
Medical Association, that you would be expelled from the American 
Medical Association and not be able to make a living? 

Dr. Fursrenserc. I don’t think the American Medical Association, 
or my local medical society, will interfere with my practice of medi- 
cine. 

Furthermore, I am certain that there will be many members of the 
local medical society who will not be pleased that I was here to testify 


today. 
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Mr. Urr. I think you are probably correct, but we did have tey.. 
mony to the effect that the reason most doctors will not testify againg Me fee! 
this was the fact that they feared expulsion from the Ameria {fe 5 
Medical Association. awa 

I think your testimony will refute that. D 

My second question is this: Do you feel that Mr. Curtis, who if V 

resident of General Motors, and his wife, is entitled to free hospital. M 


ization and medical care at the expense of the workingmen of th B dela 


D 
Dr. Fursrenserc. Congressman, if he pays the same as the working. ) 
man pays for Blue Cross he is entitled to the same benefits. p evel 

I don’t see any difference in this from payments made under thy § P!* 
Social Security Act. He should be entitled to the insurance that the 28 
social security legislation would give him. That is his right. i 

Mr. Urr. It seems to me that there are nearly 10 million self-en. J ™ 


ployed people in the United States, most of whom built up a vey I 


sizable estate for retirement and if they are not permitted to dray and 
upon the free medical care and hospitalization, there would be a bette ff tha 
service and more money available for those people who actually need - 
it. 108 

Those are the people who I am more interested in than those peopk ff 


who are presidents of General Motors and General Electric and other f 
large corporations. 

I feel that while they have made a contribution to the fund thi 
anyone who draws on that fund is going to draw so much more tha 
he contributes that somebody is going to have to go without who has 
made a contribution. 

My position is different from yours on that. 

That is all. 

The Cuatrman. Mr. Alger. 

Mr. Axcer. Dr. Furstenberg, you described the Baltimore plan to 
us. Who pays for that plan? 
Dr. Furstenserc. Up until recently they had been paid out of 
State funds. I believe now under the matching funds in the Social 
Security Act, that part of the money is being channeled through the 

State health department to the city. 

Mr. Acer. Do you turn away people who were sick because they 
cannot pay ? 

Dr. Fursrenserc. As a hospital administrator? Let me put it this 
way: 

There is a lot of poppycock about everyone getting medical car 
who needs it. It depends on the rate at which you get the medical 
care. If someone comes to an outpatient department or to a hospital 
emergency room and is in cardiac failure and needs to be hospitalized 
right away, there are no questions asked. Ve 

But suppose the person comes with hypertension and incipient 
failure, and it looks as though he needs medical care and he is a trat- 
sient or he is indigent. There are many hospitals that will not take 
care of: such patients until they establish eligibility, go through 8 
means test so that the hospital can collect, and in a State such 4% 
Maryland where we have a great deal of public funds being channeled 
into hospitals, this is still the rule. 

The patient has to show that he is medically indigent before he cat 
get medical care in the hospitals. 
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' Mr. Atcer. I appreciate that statement. I have had a little uneasy 
feeling that it was too much the other righ 

So I share some of your concern, but does your hospital turn people 
away that obviously need help ? st 

Dr. Fursrenserc. No hospital and I don’t believe any physician 
would turn the patient away who obviously needed alps , 

Mr. Arcer. It is the ones they are not too sure about they might 
‘delay or postpone 
Dr. FursrenBerG. Fortunately most patients are not emergencies. 
Mr, Arcer. You mentioned one other thing that I do not think 


Cal 


¢ ‘everyone else has mentioned. First of all, they contract with hos- 
jp | pitals and something about the fee or cost handled on a capitation 
he basis. 


| Iknow what the word means, but what is in your mind when you 
| make this suggestion ? 
Dr. Fursrenserc. The health insurance plan of New York City, 
and Iam sure that Dr. Baehr will be glad to go into this if he is asked 
‘that question, pays groups of physicians so many dollars a year, I 
think it is about $09 now, for the total care of a patient, exclusive of 
hospital care, I believe, which is paid for specially. 
Mr. Avcer. He handles so many ? 
' Dr. Fursrensperc. The group takes care of so many thousand 
people, and receives so much per head. That is the capitation. 
We have that system in the Baltimore city medical care program 
_ set up by medical authorities and approved by the medical society in 
our city for persons receiving public assistance. 
Mr. Avcrer. I have one other thing: 
Does it seem fair to you, Doctor, that a number of aged who are 
not covered by social security are not covered by this bill? 
Dr. Fursrenserc. It does not seem fair to me that anyone should 
have to be pauperized in order to get medical care or that he should 
have to go through a means test to obtain medical care. 
| Mr. Avcer. Thank you, Doctor. 
The Cuarrman. Are there any further questions of the witness? 
Ifnot, we thank you again, Doctor, for bringing us your views. 
The Cuamman. Mr. Eubank, will you please identify yourself by 
giving us your full name and address, and the capacity in which you 
appear. 


STATEMENT OF MAHLON Z. EUBANK, DIRECTOR, SOCIAL SECURITY 
DEPARTMENT, COMMERCE & INDUSTRY ASSOCIATION OF NEW 
YORK 


Mr. Evsanx. Mr. Chairman and members of the committee, my 
name is Mahlon Z. Eubank. I am director of the social security de- 
vartment of Commerce and Industry Association of New York, 99 
hurch Street, New York 7, N.Y. 

The Cuatrman. Mr. Eubank, you will be recognized for 5 minutes. 
If any part of your statement is not orally delivered, it will appear 
in the record. 

Mr, Evsanx. Yes. 
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(The formal statement of Mr. Eubank follows :) 


STATEMENT OF THE COMMERCE AND INDUSTRY ASSOCIATION OF NEW York, Ino, 


Presented by Mahlon Z. Eubank, director of the social security department of 
Commerce and Industry Association of New York, Inc. 


Commerce and Industry Association of New York, Inc., the largest service 
chamber of commerce in the East, represents approximately 3,500 employers, large 
and small, in all branches of industrial and commerical activity, including many 
corporations headquartered in New York but engaged in multistate operations, 
Through its special committee on health insurance, which includes executives 
of leading national business organizations specializing in this field, and its social} 
security department, the association studies and actively presents management 
thinking on significant health insurance issues at both the national and State 
levels. The Commerce and Industry Association appreciates this opportunity 
to testify before your committee concerning the Forand bill (H.R. 4700) which 
would provide hospital, nursing home, and surgical service for persons eligible 
for old-age and survivors insurance benefits. 

Over the years Commerce and Industry Association, recognizing and con- 
cerned with certain problems of the aged, has cooperated actively with govern. 
mental and private agencies to encourage more employers to provide oppor- 
tunities for the hiring of the older workers. In line with that active interest, we 
are sympathetic toward making health insurance available to more of our senior 
citizens. While we believe that it is meritorious to focus attention on this im. 
portant problem, we are convinced its solution does not lie in the Forand bill or 
similar Federal legislation. There are other and better ways to insure that our 
senior citizens can obtain medical care fitted to their needs and desires. Man- 
datory Federal action, inherent in the Forand bill, is not the answer. Our 
reasons for opposing Federal action follow: 


COMPULSION WILL STIFLE EXPERIMENTATION 


All of the aged, and other OASI beneficiaries, should not be compelled to ac- 
cept the same form of medical expense coverage. Our way of life is not one of 
regimentation but one of freedom of choice for all, in this instance, for both 
employers and employees. Medical care is one of the most complex, highly 
skilled and intensely personalized services an individual can require. As such, 
it is not compatible with a compulsory and uniform program for all the aged. 

Today, employers may help to protect their retired employees with Blue Cross- 
Blue Shield coverage, with conversion privileges under group health insurance 
policies issued by insurance companies, with the continuation of such group 
coverage after retirement, with group practice or with other types of voluntary 
plans. Benefits may include hospital charges, surgical or physicians’ fees, major 
medical coverage or group practice. The retired employees may purchase indi- 
vidual health policies or in some instances unions may provide a similar variety 
of benefits and coverages for their members. Within all these areas there remain 
Many necessary improvements that are being sought through constant revision 
and experimentation. To arrest these developments with the regimentation of 
a Forand bill would be most unwise. 

At the present time no one—neither the insurance companies, employers, 
Government officials, nor even doctors—knows all the answers on how best to 
provide adequate medical care for the aged. All know the various ways but 
this is a relatively new type of coverage and still in the growing stages with 
better methods constantly developing. For example, will nursing home care 
for chonic or convalescent cases shorten the stays in hospitals equipped to deal 
with acute illness without converting nursing homes into residence clubs for 
the poorly motivated? Does visiting doctor or nurse care in the home promote 
more rapid rehabilitation and avoid the collapse of the will to live sometimes 
seen in hospitals or nursing homes? Will widespread diagnostic studies reduce 
the need fer hosiptal care or will it merely breed more hypochondriacs? Such 
questions are being studied, experimented with and ultimately answered by the 
experience of the medical profession, insurance experts and industry. Passage 
of the Forand bill would freeze the format of coverage for older people and 
stultify the healthy growth which has been going on in industry. 

In our opinion, if Congress enacts legislation for hospital and surgical expenses 
for OASI beneficiaries, it not only would hinder development of group health 
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insurance but would do more harm than good. We fear that many employers 
would be apt to drop, or not adopt, plans relating to health insurance benefits 
for present employees, such as major medical programs, or the extension of 
group beenfits to retired employees, This would be due to the fact that overall 
cost will increase and the amount which employers can allocate for health 
insurance is necessarily limited by economic conditions. Rather than liberalize 
their health insurance program, employers could and might cite a health pro- 
vision in the Social Security Act as meeting their obligations to their employees. 
In fact, Federal legislation, such as the Forand bill, would hinder the normal 
evolution and current rapid progress of all types of health insurance. 

In brief, the establishment of compulsory Federal benefits would stifle in 
healthy and rapid development which has resulted from enterprising private 
industry finding ways to meet the demands of our changing population. 


OVERUTILIZATION 


With enactment of the Forand bill, many of the aged undoubtedly would tend 
to take unfair advantage of its provisions. Employers who have inaugurated 
health plans without built-in economic controls know from sad experience that 
overutilization has resulted. For example, employers having sick-leave pro- 
visions always have a certain number who use up their sick leave with vague, 
ill-defined complaints. Individuals who need only minimal home care have no 
incentive to accept such care if they can get hospitalization without cost. The 
Saturday Evening Post last year, in a series of three articles on how present 
hospitalization plans are overutilized, cited the practice of individuals leaving 
their children in the hospital while they take a trip. Can we say that the chil- 
dren of aged individuals when going on a trip will not use the hospitals to care 
for their parents whether or not the parents truly need hospitalization? Per- 
haps some May even use this method to relieve themselves of this responsibility 
for 120 days a year. 

The aches and pains of the aged are many and there is no limit on the amount 
of medical care a body can absorb. Physicians after hearing their stories can- 
not say with certainty that no hospitalization is necessary. Some doctors prefer 
to have their patients hospitalized to reduced the travel time involved in home 
visits. Hence, the aged person will, without question, get the benefit of any 
doubt. Some who are looking for free room and board will try to get them- 
selves hospitalized for this reason alone. This economic pressure cannot be 
overlooked. The 120 days can easily become a “right” which every OASI bene- 
ficiary expects to exercise yearly. 

Under the plan for providing medical and hospital care as proposed by the 
Forand bill, except for the overall total of 120 days’ hospital-nursing home care, 
there are no built-in economic controls, such as coinsurance, deductible amounts 
or dollar limits to benefits. If enacted, it would be extremely difficult to police 
abuses of the benefits and in fact no one would want the job. The result might 
well be that unnecessary hospitalization and unduly prolonged stays will crowd 
out the truly sick persons. All experience and logic make it clear that a com- 
pulsory plan such as the Forand bill that provides services without cost to the 
aged beneficiary inevitably would lead to even more overutilization than now 
exists in voluntary plans for active employees, since motivations such as the 
desire to return to work no longer are present. 


REGULATION 


We recognize that the provisions of the Forand bill purport to prevent the 
regulation by the Federal Government of hospitals, nursing homes and the medi- 
cal profession. Experience and the facts of life make this objective unrealistic. 
Responsible governments must have strict control over public expenditures and 
these controls would necessarily include quality and quantity of medical-hospital 
care. We predict that if this bill should pass, and if the cost of the program 
materially increased, there would be an irresistible hue and cry for Govern- 
ment regulation of hospitals. By way of illustration, the superintendents of 
insurance of New York and Pennsylvania, faced with requests for increased 
Blue Cross rates, have put pressure on Blue Cross to supervise the administra- 
tion of hospitals in order to prevent abuses. There would also be a compelling 
pressure placed on the administrators of the program to supervise hospitals 
in order to cut down on abuses. Since it obviously is easy to shift costs from 
basic to ancillary services, the next step would be the supervision of all medical 
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care for the aged. This will mean Federal fee schedules, Federal contro] of 
treatment and ultimately Federal control of all medical practices. 


SOCIALIZED MEDICINE 


The provisions of the Forand bill would be even more of an entering wedge 
for socialized medicine. Employees required to pay one-half of the cost for the 
aged would demand that they also be given free hospital and medical care, The 
result would be socialized medicine similar to what England now has. 

England’s National Health Service is demonstrating that socialized medicine 
is not the solution to the problem of rising medical costs nor does it still the 
cries of anguish when it becomes necessary to face up to these costs. Effective 
July 1, 1958, the contributions by individual users of the Service and by en- 
ployers were increased. Individual increases were 374% percent for men, 20 
percent for women, and 16% percent for children under 18 years. Employer 
contributions were increased 57 percent. Even so, the British Treasury (which 
means the British people through their income taxes) was still paying about 60 
percent of the total cost of the Health Service. 


MOST OLD AGE BENEFICIARIES HAVE PROTECTION 


According to the report of the Secretary of Health, Education, and Welfare 
to your committee (p. 91) approximately 15 million of our people are over 65 and 
about 6 million of them have voluntary protection against medical expenses. On 
the basis of those figures alone, it would appear and it has been stated that 
only 40 percent of the aged have such protection. 

There are, however 2% million over 65 who receive old age assistance and are 
eligible for the medical care benefits of that program. In addition, according to 
the United States census, there are another 14% million—veterans, religious 
groups, doctors, nurses, Indians, those with adequate resources—who do not 
need or want insurance or prepayment protection. 

Thus, we have 6 million with voluntary protection, 214 million receiving old 
age assistance and eligible for medical care benefits, and 114 million who do not 
want or need to be covered, making a total of 10 million or two-thirds of all 
our aged. 

So that only one-third of all our aged population are presumed to be without 
some form of protection for medical expenses, and they can obtain medical care 
by (1) paying for it directly as required; (2) subscribing to a voluntary health 
insurance plan, or (3) relying on welfare or old age assistance. 


VOLUNTARY PROTECTION OF THE AGED IS INCREASING 


Coverage of individuals over 65 for health insurance is making rapid progress. 
In this connection the report of the Secretary of Health, Education, and Wel- 
fare (p. 43) said: 

“Health insurance coverage for the aged thus appears to have shown a fairly 
steady rate of increase, amounting to between 2 and 2% percentage points a 
year, since 1952. 

“As of this time, detailed information for the total aged population by age 
groups is available only from the 1952 and 1956 studies. During the 4% years 
between these two surveys, while the proportion of all persons 65 and over with 
coverage increased from 26 to 36 percent, for those 65-69 the increase was from 
36 to 48 percent. Even among those aged 75 and over, there was improvement 
in the proportion covered—from 15 to 24 percent, bringing this age group by 1956 
almost to the level of coverage reported for the age group 70-74 in 1952 (5). 
Coverage is higher among aged men than among aged women. In the HIF- 
NORC study for 1957, 42 percent of the men 65 and over and 35 percent of the 
women had health insurance.” 

The percentage of the aged who are covered will increase materially because 
of the increasing number of employees who are enjoying this protection with 
provision for conversion or continuation of group coverage upon retirement. 

Blue Cross, other nonprofit groups, and insurance companies are developing 
or already have measures which will bring adequate prtection within financial 
reach of the older person. The American Medical Association, to help in this 
endeavor, has adopted a resolution that lower fees should be charged to our 
senior citizens. All groups are intensifying their efforts to gain fuller public 
understanding of this problem and to make adequate coverage widely available. 
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FEDERAL-STATE GRANTS-IN-AID—-OLD AGE ASSISTANCE 


The substantial increase in the number and amount of private pensions should 
enable many more of the aged to finance their medical care either directly or 
through the many kinds of voluntary plans available. The potential increase in 
the latter has already been described and estimates as to the extent of coverage 
in 1965 run around 60 percent of the total aged. Of the remainder many are 
those who do not need or want such protection. Nevertheless, it must be con- 
ceded that there will always be a hard core without formal voluntary insurance 
against the cost of medical care. Local welfare programs and the charity work 
of doctors, hospitals, church groups, and fraternal societies are a source of aid 
to many of these aged who cannot pay. But the greatest potential arises out of 
the 1958 amendments to the old age assistance provisions of the Federal-State 
grants-in-aid program. 

Formerly, eligibility for medical care benefits under this program required 
that the individual be receiving assistance for food, clothing, or shelter. Now, 
one able to provide for such necessities may be eligible for medical care solely 
because his medical expenses are beyond his resources. And old age assistance 
provides more comprehensive care at less cost with fewer abuses than the Forand 
bill, partly because it is limited to those who are in need. 

In 1957, 2% million individuals received old age assistance and were eligible 
for medical care. This was before enactment of the cited amendments. If 
there should be any increasing of this number in the future, it would represent 
essentially those incurring medical expenses beyond their resources. A much 
larger number would have the assurance of this protection in case they needed it. 

With all these various methods available for financing medical care it is 
difficult to believe that any aged individual need forego necessary medical care or 
that there is any real necessity for enactment of the Forand bill. 


CONCLUSION 


We believe that Federal legislation such as that proposed in the Forand bill 
is not the right answer to the problem of adequate medical care for the aged 
because— 

(1) The compulsory nature of the program would stifle experimentation 
and development in the field of medical insurance for the aged. 

(2) It would result in unnecessary and uneconomic overutilization of 
medical facilities by the indigent and by others who lack motivation to 
avoid such abuse. 

(83) Abuses and high costs would create irresistible pressure for Govern- 
ment regulation of medical services. 

(4) The inevitable regulation would sound the death knell of the basic 
doctor-patient relationship, the foundation of our great medical progress, and 
lead to socialized medicine first for the aged and ultimately for all. 

The business community has demonstrated a sympathetic attitude toward its 
retired workers and has been doing a great deal for them voluntarily. Instead 
of the path of the Forand bill we believe industry should be given greater op- 
portunity and encouraged to move forward even more rapidly to make available 
adequate medical care to retiring workers. For the indigent or medically 
needy, we believe that complete necessary medical care (not just hospitaliza- 
tion or surgery) with the protection of an adequate needs test under the public 
assistance program is the right answer. 


Mr. Evpank. Mr. Chairman, the Commerce & Industry Associa- 
tion believes that Federal legislation such as that proposed in the 
Forand bill is not the right answer to the problem of adequate medical 
care for the aged, because the compulsory nature of the program would 
stifle experimentation and development in the field of medical insur- 
ance for the aged. 

Provisions of medical care for the aged is a relatively new type of 
coverage and still is in the growing stages with better methods 
constantly being developed. 

Industry is experimenting in this area to find the best means to 
provide adequate medical care for the aged. In some of the areas of 
experimentation answers are being sought to such questions as-— 
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(1) Will nursing home care for chronic or convalescent cages 
shorten the stays in hospitals equipped to deal with acute illness 
without converting nursing homes into residence clubs for the 
poorly motivated ? 

(2) Does visiting doctor or nurse care in the home promote mor 
rapid rehabilitation and avoid the collapse of the will to live some. 
times seen in hospitals or nursing homes ? 

(3) Will widespread diagnostic studies reduce the need for hos. 
pital care, or will they merely breed more hypochondriacs? 

4. May major medical coverage be provided to take care of 
prolonged illnesses? To provide this coverage is coinsurance 
necessary ¢ 

Such questions and others are being studied, experimented with, 
and ultimately solved by the experience and cooperation of the medical 
profession, insurance experts, and industry. 

Enactment of mandatory legislation would stifle the healthy and 
rapid development which has resulted from the enterprise of private 
industry in finding ways to meet the demands of our changing popv- 
lation. 

Employers might be impelled to drop or not adopt plans relating 
to health insurance benefits such as major medical programs, for both 
active and retired employees. 

Among other reasons for our opposition to the Forand bill are these: 

It would result in unnecessary and uneconomic overutilization of 
medical facilities by the indigent and by others who lack motivation 
to avoid such abuse. 

Abuses and high cost would create irresistible pressure for Govern. 
ment regulations of medical services. 

The inevitable regulation would sound the death knell of the basic 
doctor-patient relationship, with the foundation of our great medical 
progress, and lead to socialized medicine first for the aged and ulti- 
mately for all. 

With enactment of the Forand bill, some of the aged undoubtedly 
would tend to take unfair advantage of its provisions. Employers 
who have inaugurated health plans without built-in economic control: 
know from sad experience that overutilization has resulted. 

For example, employers having sick leave provisions always have 
a certain number who use up their sick leave with vague, ill-defined 
complaints. 

Individuals who need only minimal home care have no incentive to 
accept such care if they can get hospitalization without cost. 

The Saturday Evening Post last year, in a series of three articles 
on how present hospitalization plans are overutilized, cited the prac- 
tice of individuals leaving their children in the hospital while they 
take a trip. Can we say that the children of aged individuals when 
going on a trip will not use the hospitals to care for their parents 
whether they truly need hospitalization or not? Perhaps some may 
even use this method to relieve themselves of this responsibility for 
120 days a year. 

Forward and affirmative steps are now being taken to assure medi: 
cal care for our aged population. 

Business community has demonstrated a sympathetic attitude 
toward its retired workers and has been doing a great deal for them 
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voluntarily. Some plans now praia major medical coverage. If 
it is wanted, I can give you illustrations of just what industry is 
doing in that. respect. Instead of being driven along the path of 
the Forand bill, we believe industry should be given greater oppor- 
tunity and encouraged to move forward even more rapidly to make 
available adequate medical care to retiring workers. 

Insurance companies are now taking steps to provide coverage for 
the aged at a reasonable cost. 

The American Medical Association has adopted a proposal under 
which doctors would treat aged persons with low income for reduced 
fees. This will permit a greater development of health insurance 
plans at a reduced rate for those over 65. 

Local welfare programs, charity work of doctors, hospitals, church 
groups, fraternal societies, and the old-age assistance program under 
the Federal-State grants-in-aid program—particularly since the 1958 
amendments which provide payments for medical or other types of 
remedial care even though the individual is not receiving assistance 
for food, clothing, and shelter—all of these are providing adequate 
medical care to those who cannot afford it. 

With these and all the other varied programs already available, 
it is difficult to believe that any aged individual need be without 
necessary medical, care or that there is any real call for enactment 
of the Forand bill. 

The CuatrMAN. Does that conclude your statement ? 

Mr. Evsanx. That concludes my statement. 

The Cuatrrman. We thank you, sir, for bringing to us the views 
ofthe Commerce and Industry Association of New York. 

Are there any questions? 

Thank you, sir. 

Our next witness is Dr. Baehr. 

Doctor, will you please identify yourself by giving us your full 
name, address, and capacity in which you appear? 


STATEMENT OF DR. GEORGE BAEHR, CONSULTANT TO THE HEALTH 
INSURANCE PLAN OF GREATER NEW YORK 


Dr. Barnr. I am Dr. George Baehr of New York. I am con- 
sultant to, and previously president and medical director of, the Health 
Insurance Plan of Greater New York, which is responsible for vir- 
ly the total personal health services of 550,000 people in New 
rork City. 

The ¢ er Doctor, you are recognized for 10 minutes, sir. 

Dr. Barnur. Yes, sir. 

I should like to make a preliminary statement which is not in m 
prepared statement. I hope that it may be included in the record. 
_ The Cuatrman. It will be, and your entire statement will be 
included. 

Dr. Barner. I am and have always been an opponent of compulsor 
health insurance and not merely with words but with deeds, and wit 
my associates have endeavored to set up programs of medical care to 
prove that voluntary insurance can do the job completely, as com- 
pletely as possible, both in the hospital and in the homes of the people 
and in the offices of the doctors, if properly organized. 
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However, this and any other ideal service has its limitations becausg 
it cannot be paid for except by people who are employed, themselves 
and their families, and usually with the assistance of their employers, 
It falls short when it comes to people in their old age who no longer 
can pay out of their private resources for the costs—the entire cost 
of hospital care at that age. 

From a long personal experience in providing medical and hospital 
care to people of all ages, extending over more than 50 years, I am 
convinced that prepayment for the hospital services required by 
retired persons over 65 years of age will never be possible through 
voluntary insurance. This opinion is based on the following obser. 
vations: 

1. Most commercial insurance companies cancel health insurance 
policies at age 65 or 70, or when the beneficiary reaches the retirement 
age. If the policy permits conversion from group to individual 
insurance, either the premium rates are increased to prohibitive levels 
or many essential benefits especially required by the aged are reduced 
or eliminated. 

2. Few employers will voluntarily continue to contribute to the 
premium cost of health insurance for retired employees, especially for 
those who have not been employed by them throughout most of their 
wage-earning years. A few labor unions have persuaded employers 
through collective bargaining to contribute sufficient amounts to the 
union’s health and welfare fund so that it can afford to continue to 
pay the health insurance premiums of aged retired members of the 
union. But these instances are relatively so rare that they cannot be 
expected to solve the problem for the great majority of the aged. 

3. It is not feasible to expect private insurance companies to add 
an increment to the annual premiums of all health insurance poli- 
cies with which to prefund the future costs of medical care for the 
aged so that they could be given a paid-up health insurance policy 
on retirement. This is exactly what H.R. 4700 proposes to do through 
social security. Private insurance companies—and I will remind 
you that in the statement from the Department of Health, Education, 
and Welfare it is stated that there are 1,150 or more private insurance 
carriers that are selling health insurance and each one of these carriers 
has not one kind of health insurance plan, but multiple plans— 

rivate insurance cannot do it because of the great variations in 

nefits provided in the hundreds of types of health insurance which 
they sell to a under group contracts and because most people 
shift repeatedly from one employer to another during their wage- 
earning years. 

Moreover, private insurance is a highly competitive industry in 
which sales are based in large part upon experience ratings. This 
means giving a lower premium rate to contractors whose employees 
are mostly young and healthy and a high rate to those who employ 
older persons. Experience rating is so widespread throughout the 
insurance industry that it is impossible to prefund the costs of health 
services for the retired aged in any reasonable manner through private 
insurance. 

4. Most nonprofit health insurance plans such as Blue Cross and 
the Health Insurance Plan of Greater New York, HIP, with which 
I am identified, have always permitted insured persons to continue 
their coverage with undiminished benefits after retirement. 
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On reaching the age of retirement, they are urged by HIP to 
convert from group to individual insurance, which costs only $4.55 
more a year for husband and wife. But $90 a year even for virtually 
total medical and surgical care for a two-person family without any 
extra doctors’ bills at the time of illness seems to be too much for them 
to pay out of their small retirement income, especially since they must 
also carry the full cost of Blue Cross hospital insurance, which 


' yirtually doubles the cost. Today, with increasing Blue Cross rates, 


itis going to more than double the cost. 
Only about one-third convert to individual insurance on retiring 


' and many of these find it impossible to continue to pay the premiums 


after a year or two. They drop out just when they enter the years 
of greatest medical need. As a result, slightly less than 4 percent 


| of HIP’s 550,000 insurees are 65 years or over, whereas people of this 
age group constitute 9.1 percent of New York City’s population. 
| This clearly demonstrates that the privilege of converting health 


insurance to an individual contract after retirement will not solve 
the problem, even though the benefits are continued in full measure 
and the annual premium rate is almost the same as the group rate. 
The only solution to the medical and hospital problems of the aged 
isa paid-up health insurance poltey on retirement which they, and 
their employers, have earned through advance payments made 


throughout their years of employment. And this can only be done 
through social security, as proposed in the Forand bill. 

I do not at this time advocate anything more for the aged than 
coverage of hospital costs, for that represents the greatest and most 
urgent need of old people. 


o illustrate this point, I present the following medical and sur- 
gical experiences of HIP with subscribers over 65 years of age: 

Seventy percent of insured persons in HIP who are 65 years of 
age or older see an HIP physician at least once a year. This is about 
the same percentage as younger persons. The old group, however, 
averages 7.5 physician visits a year whereas the entire HIP population 
of all ages averages 5.2 physician visits a year. Among the aged, 
8.3 percent see a doctor at least 20 times a year, whereas among the 
entire insured population of HIP only 4.2 percent require 20 or more 
physician services a year. It is most interesting that this 8.3 percent 
of high users among the old people account for almost half of all the 
medical service required by the entire aged group. Almost 92 percent 
of the old people utilize little or no medical care in HIP than the rest 
of the HIP insurees of all ages. 

Males over 65 are heavier users of medical services than women 
over 65. Actually, the utilization rate for women enrolled in HIP 
is higher at the high fertility ages of 20 to 29 than at the advanced 
ages. By contrast, the rate of utilization of physician services by 
males 67 years of age or older is far above that at any other age except 
the first years of life. 

The need for specialist services increases throughout adult life to 
reach a peak among the aged. Utilization of surgeons, internists, and 
urologists is especially high at age 65 and over, especially among males. 
Family physicians are also required to give 37 percent more services 
to old people than to younger adults. 

However, the nae of old people for medical services is very much 
greater for conditions which require admission to a hospital. The 
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illnesses to which the aged are prone and for which they require ho 
pitalization require 154 in-hospital physician services per 100 insure 
older persons, compared with a rate of 57 in-hospital services fo 
persons of all ages in HIP—or almost three times as many. Mor 
than a fifth of the contacts the aged have with physicians, 21 perceny, 
take place in the hospital. 

As is to be expected, both the hospital admission rate and lengti 
of stay in hospital are much greater for old people. If we exclu 
obstetrical admissions, the hospital admission rate for all HIP sub. 
scribers is 59.6 per 1,000 insured persons of all ages, whereas the rat 
for those who were 65 years of age or over is 121 per 1,000 person, 
almost exactly double. 

The old men have a rate of 191 hospital admissions per 1,000 and th 
old women a rate of 102 per 1,000. This compares with a hospital 
admission rate of only 54 for all males in HIP and a nonobstetricil 
hospital admission rate of 65 for females of all ages. 

imilarly, because of the nature of their illnesses, old people mus 
remain much longer in hospital, 160 days per 100 thoured older per- 
sons—176 for old men and 128 for old women—compared with 49 bes 
for people of all ages in HIP. 

In considering these figures it is important to remember that peopk 
insured in HIP require 20 percent fewer admissions to hospitals and 
their length of stay per 100 insured persons is 20 percent less than 
among comparable populations insured by Blue Cross and Blue Shield 
in New York for inhospital benefits. 

A possible explanation for this is that all persons insured in HIP 
have available unlimited home and office care and unlimited diagnostic 
and specialist services outside of the hospital without any extra charges 
Under the HIP program, there is no financial incentive for them to 
enter a hospital unnecessarily or to remain in the hospital longer than 
necessary in order to save doctors’ fees. 

In my opinion it is inadvisable for legislation such as H.R. 4700 to 
include payment for medical or surgical services in a hospital unless it 
also would include comprehensive personal health services of all kinds 
outside the hospital, in patients’ homes, and doctors’ offices. For 
economy in the utilization of expensive hospital services and also for 
the welfare and happiness of old people, medical services should kk 
available which will enable them to stay out of the hospital. 

It is illogical for H.R. 4700 to provide payment for surgical car 
in a hospital but not for medical care. Aside from the fact that it 
will give rise to endless bickering with the medical societies in regard to 
fee schedules, payment of a surgeon is not more important than pay- 
ment of a physician for the treatment of coronary thrombosis, 0! 
stroke, or a malignancy which can be treated by modern radiation 
technics or chemotherapy. 

Until government can find a way to provide comprehensive personal 
health services for the aged outside of the hospital as well as inside, 
I hope that the Forand bill, H.R. 4700, will be amended to eliminate 
— for in-hospital surgical services. 

would also urge that the specification that hospital facilities mus 
be semiprivate be omitted. The eneral service of the hospital i 
far better, for it obligates the hospital to treat the OAST beneficiary 
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asa service patient. He becomes then the joint responsibility of the 
entire medical staff which has been selected by the trustees or gov- 
eming authorities of the hospital because of professional competence. 
He benefits from the combined knowledge and skill of the entire 
medical staff and from all the ancillary scientific services of the 
spital. 

' his is far more likely to assure competent medical care than when 
the patient selects a single physician to attend him without full know]- 
edge of the nature and seriousness of the illness or the ability of the 
doctor to cope with it. 

Free choice of hospital is essential, but free choice of doctor is 
not necessary or desirable when the hospital is expected to provide all 
the medical and ancillary services that may be required for a com- 
plicated and serious illness. : 

I recommend, therefore, that the term “semiprivate” be replaced by 
arequirement that hospital care be provided in a one-, two-, three-, or 
four-bed room. ‘This is the physical equivalent of the so-called semi- 
private facility. 

With these two changes, I urge the passage of the Forand bill, 
H.R. 4700. Only through the social security mechanism can people of 
moderate means prepay in advance during their years of employment 
those high costs of hospital and nursing home care to which most 
people are exposed in their old age. This measure is humane, logical, 
and urgently needed. 

The Cuarrman. Thank you, Dr. Baehr, for bringing to the com- 
mittee your views on this matter. 

Are there any questions 

Mr. Foranp. Mr. Chairman, I don’t have a question, but I per- 
sonally want to thank you for bringing to the committee your thoughts 
on this very, very important subject. You have made a real con- 
tribution and I thank you. 

The Cuairman. Any further questions? 

If not, Doctor, we thank you, sir. 

Dr. Barner. Thank you, Mr. Chairman. 

(Attachments to Dr. Baehr’s statement follow :) 
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The CuHamRMAN. Our next witness is Mr. Chase. 
Will you please identify yourself for the record by giving us your 
name, address, and capacity in which you appear, Mr. Chase? 


STATEMENT OF HENRY H. CHASE, ON BEHALF OF MEMBER STATE 
CHAMBERS OF THE COUNCIL OF STATE CHAMBERS OF COMMERCE 


Mr. Coase. Yes, sir. My name is Henry H. Chase. I am employed 
by the Esso Standard Oil Co. with headquarters at 15 West 51st 
Street, New York City. I am chairman of the Social Security Com- 
mittee of the Council of State Chambers of Commerce and I appear 
here today in behalf of the 29 State and regional chambers of com- 
merce which are members of the council. 

The CuamrMan. You are recognized for 10 minutes, Mr. Chase. 

Mr. Cuasge. Thank you, sir. With your permission, I would like to 
| brief and paraphrase the statement. 

The CuHatrMAN. With the understanding that your entire state- 
ment will appear in the record. 

Mr. Cuase. Thank you. Let me say at the beginning, sir, that like 
every other witness who has been here representing an organization, 
we believe that adequate medical care should be available to all of 
the aged. There is no question about that. It seems to us that the 
differences in viewpoint revolve around how big the problem is rather 
than on how to attain this generally accepted goal. 

We think these differences in viewpoint arise out of how one views 
the problem, the size of it. 

There are three particular points that I would like to make. We 
think that voluntary health insurance has made tremendous strides, 
particularly recently, in providing hospital and surgical protection for 
the aged. We believe there is good reason to feel that this advance- 
ment will continue. 

Secondly, we feel that the aged who are least able financially to 
mith the cost of their own hospital and medical care will not be 
aided by the enactment of H.R. 4700. 

Finally, sir, we believe that a drastic modification of the social 
security system is neither necessary nor desirable in order to assure 
reasonable hospital surgical protection for the aged. 

The American system of voluntary health insurance has done a tre- 
mendous job. Recently, as I have previously stated, there have been 
unusual strides made in this field. We believe that they will continue. 
The changes being made by the insurance companies, some of the 
Blue Cross, Blue Shield, medical associations, together should add up 
toasharply increased coverage. 

It is sometimes felt that many of the social security beneficiaries or 
most of them are unable to finance their own medical care. We be- 
lieve, sir, that some of the surveys made by the Bureau of Old Age 
and Survivors Insurance, indicate that this problem has been perhaps 
somewhat overstated and a great many of the social security bene- 
ficiaries today are able to finance their own care, as a matter of fact, 
about 4 million of them at the moment. 

On the other hand, many of the aged are not eligible for social 
security benefits, and we believe that it is in this area where most of 
the problem arises where people have difficulty in financing their 
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care. But the Congress has already moved in this area by providing 
under title TV that assistance can be paid to those who are medically 
indigent, even though their norma] living costs might not place then 
in that category of the indigent. 

We believe the problem is somewhat smaller, not. unimportant a 
all and not small, but smaller perhaps than believed by some in the 
past. We do not believe that the problem warrants an approach of 
making a basic change in the social security system, and we think 
that there are certain disadvantages which would arise out of the enact- 
ment of H.R. 4700. I would like to mention them just very briefly, 

It would constitute the first provision for services as distinguished 
from cash income under the Social Security Act. That is a rather 
drastic change in philosophy, sir. One of the primary concerns of 
any prepayment plan providing medical care of course is cost. Char. 
acteristically, at least in foreign countries, sir, we have discovered, 
as I am sure you gentlemen have in your evaluation of it, that the 
initial cost estimates are almost invariably understated and as the 
program grows we find that the initial cost estimates were not ade- 

uate. 

We believe that once a program of this sort is established that it 
is almost inevitable that there will be an attempt made to broaden 
the program, to expand it, so that in effect a complete comprehensive 
medical care is provided. We feel that the result would be a fiull 
blown program of governmental care for a very large and growing 
segment of the population, even though apparently from the figures 
listed by HEW most of the social security beneficiaries will, within 
the relatively near future, have the advantage of protection under 
private plans. 

We think it would develop, sir, in much the same way as the social 
security program itself has, where it started with old-age benefits, 
expanded to survivors benefits, coverage extended to virtually every- 
one, disability benefits were included. This is characteristic of pro 
grams of this type, and we believe it would likely occur in the 
same way in this area. To repeat just briefly, sir, we believe that 
private coverage is expanding so rapidly and making such tremen- 
dous strides now, and much of this has been recent, admittedly, sir, 
there is not the need for this program now that there might have been 
sometime in the past. i 

We believe that those in the aged group who are least able to finance 
their own care would not derive any benefit from this particular bill. 

Finally, we think it would be neither desirable nor necessary to 
make a sharp change in philosophy in the social security system which 
we think the enactment of this bill would provide. 

I would like to thank you for allowing me to appear here today 
to present the views of the members of the State Chambers of Com- 
merce Council. 

The Cuarrman. Mr. Chase, we appreciate your bringing to the 
committee your views and those of the Council of State Chambers 
of Commerce. 

Any questions of Mr. Chase? 

Thank you, sir. 

(Mr. Chase’s prepared statement follows:) 
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grareMENT OF Henry H. CHASE ON BEHALF OF MEMBER STATE CHAMBERS OF THE 
CouNCIL OF STATE CHAMBERS OF COMMERCE, IN OpposiTION TO H.R. 4700 


My name is Henry H. Chase. I am employed by the Esso Standard Oil Co. 
with headquarters at 15 West 51st Street, New York City. I am chairman of 
che social security committee of the Council of State Chambers of Commerce. 
And I appear here today in behalf of the 29 State and regional chambers of com- 
merce Which are members of the council. The State chambers for which I speak 
are listed at the end of my statement. 

We appreciate this opportunity to present to this committee our views on 
HR. 4700, which has as its basic purpose the provision of hospital/surgical 
care for social security beneficiaries. 

At the very outset, let me emphasize that the organizations on whose behalf 
[am speaking today believe that adequate medical care should be available to 
all of the aged. This is a sound and desirable goal which we believe is accepted 
by everyone. Thus, it seems to us that differences in viewpoint revolve about 
the best method or methods of attaining that generally accepted goal. In part, 
at least, we think these different viewpoints arise out of varying evaluations of 
the size of the problem. 

Based on these premises, my testimony will be directed to three points. We 
believe that— 

1. Voluntary health insurance is making large strides toward providing 
hospital/surgical protection for the aged. This advancement will continue. 
2. The aged who are least able financially to secure hospital/surgical 
protection for themselves, would not be aided by the enactment of H.R. 4700. 
3. A drastie modification of the social security system is neither necessary 
nor desirable to assure reasonable hospital/surgical protection for the aged. 

The American system of voluntary health insurance has done much to reduce 
the medical care cost problem for millions of our citizens, including many in the 
aged group. Relatively recent developments are particularly pertinent. From 
1958 to 1958 the percentage of persons 65 and over who have some insurance 
against hospital costs increased almost 40 percent. If voluntary coverage con- 
tines to expand at the same rate as it has recently, by 1965 about 70 percent 
of social security recipients will be protected according to the 1959 study on 
hospitalization insurance made for this committee by the Department of Health, 
Education, and Welfare. 

We believe that there are several factors at work which should tend to bring 
about even more favorable results, and thus reduce the problem of medical 
care costs even further. Expanded social security coverage means more in- 
dividuals will be eligible for benefits and the higher benefits being paid means 
i better ability to finance medical care, The higher earnings during recent years 
means future beneficiaries will have accumulated greater savings than did those 
retiring in the past. Private pension plans have grown markedly in scope and 
in benefit amounts. More employers are helping their employees to pay for 
medical care after retirement. Insurance companies, Blue Cross and Blue 
Shield, and the medical profession, are sharply intensifying their efforts to 
provide more medical care protection for the aged on terms more in keeping with 
the requirements of the aged. 

It is sometimes assumed that all individuals currently receiving old-age benefits 
under the Social Security Act are financially unable to provide hospital/surgical 
protection for themselves. However, a survey conducted by the Bureau of Old- 
Age and Survivors Insurance indicates that this problem is not as acute as has 
been believed by some. For example, the Bureau’s study shows that about half 
of the married couples on the social security benefit rolls had a cash income, 
exclusive of social security benefits, in excess of $1,100 a year. Including social 
‘ecrity benefits more than half had a cash income of $2,100 or more annually, 
and almost half had an income of $2,400 or more. 

The Bureau’s survey indicates to us that a great many social security bene- 
ficiaries are in a position to continue to provide for their medical costs, just 
as they did prior to retirement. As a matter of fact about 4 million of them 
already do so through prepayment plans alone, 

On the other hand, many of the aged are not now eligible for social security 
benefits. In all likelihood it is this group that produces the bulk of those who 
cannot, without difficulty, provide for their hospital-surgical expenses. Although 
there is not sufficient data available to determine accurately the actual extent 
of need in this group, it is clear that the bill now before this committee would 
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do nothing to solve their problem. Probably the best solution for such ing. 
viduals already has been approved by Congress through provisions for the 
payment of medical costs under the assistance programs. Because this approach 
is directed to persons who qualify for public assistance, it will come closest to 
reaching the aged who have the greatest health care cost problem. The most 
recent liberalization of this provision made it possible for individuals who 
normally do not require assistance payments to meet their usual living costs, 
but who may require help because of unusual medical expenses, to secure 
governmental aid. 

Of course, not all of the aged will have the protection of voluntary insurance. 
Some will not be able to pay the costs and some will not want such protec. 
tion for various reasons. We question most seriously, however, the wisdom 
of drastically changing the social security system in an attempt to solve a 
problem which on examination seems considerably smaller than has been be- 
lieved, and which we believe can be better solved by voluntary prepayment 
plans, other means of personal payment, and other programs such as govern. 
mental assistance. 

As this committee in particular must know, there are a multitude of figures 
and estimates advanced by different sources, each of which purports to show 
how many or how few people would benefit from H.R. 4700. The accuracy 
of any of these estimates is, of course, subject to question. But at least one 
fact does seem solid. Of the some 15 million aged today about 6 million would 
be excluded since these individuals are not eligible for social security. When 
allowances are made for groups within the remaining 9 million who already 
have some protection under the various prepayment plans, or who are entitled 
to medical care under other programs, or who do not want medical care, the 
number who would benefit is reduced still further. After considering the 
various estimates that have been made it seems to us that perhaps 3 million 
individuals not now having some medical care cost protection might benefit 
directly from H.R. 4700. 

Even if this figure is somewhat low, and it may be, we believe it would 
be most inadvisable to sharply alter the philosophy underlying the social security 
program in an effort to aid this group. For the reasons previously set forth 
in this testimony we do not believe such action necessary. Furthermore, we 
believe it could produce results that in our opinion would be highly unde 
sirable. Let me mention briefly some of the consequences we foresee should 
H.R. 4700 be enacted : 

(a) It would constitute the first provision for services, as distinguished from 
cash benefits, under the Social Security Act. This is a sharp change in phi- 
losophy. In effect Congress would be deciding how a part of each social security 
beneficiary’s monthly benefit should be spent. - 

(b) One of the primary concerns in any prepayment or benefit program pro- 
viding medical care is the quality of that care. We believe our present system 
of private medicine is the most desirable system. Regardless of the form of 
the original legislation, we fear that the Government may eventually drift into 
a broad system of Government hospitals and salaried personnel, including 
physicians, which many believe would jeopardize the quality of medical care. 

(c) The matter of costs is a subject of considerable concern. The experience 
of public medical care programs in other countries indicates that the full costs 
of such a program invariably are considerably understated when the prograll 
is conceived. It seems very likely that the initial cost estimates of any pro 
gram of medical care adopted in this country will be far less than the actual 
costs. 

(d) Once a program of hospital benefits for OASDI recipients has been firmly 
established, it appears almost inevitable that such recipients will seek, and 
Congress will provide, more comprehensive medical care benefits—for example, 
doctors’ services, nursing services, drugs, prosthetic devices, and so forth. The 
result would be a full-blown program of Government medicine for a large and 
growing segment of the population, even though the great bulk of social secu 
rity beneficiaries would otherwise be covered under private prepayment plans. 

(e) This program might well become an initial step toward a similar pro 
gram for the entire population, instead of providing a defense against the 
spread of Government medicine as some have argued. We have seen the 
OASDI program extended from retirement benefits to survivors’ benefits to dis- 
ability benefits and coverage extended to almost everyone. A hospital benefit 
program could be expected to follow the same course. 
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To summarize our position, we believe that— 

Such rapid advances in expanding coverage under voluntary prepayment 
plans are now taking place that a large majority of the aged will soon 
be protected. 

Those in the aged groups who are least able to finance their own medi- 
eal care costs, and who would not benefit from H.R. 4700, already have 
been provided for by the Congress. 

It is neither necessary nor desirable to sharply modify our existing 
social security program in order to assure reasonable medical care for 
the aged. 

Thank you for allowing me to appear here today to present the views of the 
member State chambers of the Council of State Chambers of Commerce who 
have authorized me to make this presentation. They are: 


Alabama State Chamber of Commerce kEmpire State Chamber of Commerce 

Arkansas State Chamber of Commerce (New York) 

Colorado State Chamber of Commerce Ohio Chamber of Commerce 

Connecticut Chamber of Commerce State of Oklahoma Chamber of Com- 

Delaware State Chamber of Commerce merce 

Florida State Chamber of Commerce Pennsylvania State Chamber of Com- 

Georgia State Chamber of Commerce merce 

Idaho State Chamber of Commerce South Carolina State Chamber of 

Indiana State Chamber of Commerce Commerce 

Kansas State Chamber of Commerce Greater South Dakota Association 

Kentucky Chamber of Commerce East Texas Chamber of Commerce 

Maine State Chamber of Commerce South Texas Chamber of Commerce 

Mississippi Economic Council-State West Texas Chamber of Commerce 
Chamber of Commerce Lower Rio Grande Valley Chamber of 

Missouri State Chamber of Commerce Commerce (Texas) 

Montana Chamber of Commerce Virginia State Chamber of Commerce 

New Jersey State Chamber of Com- West Virginia Chamber of Commerce 
merce Wisconsin State Chamber of Commerce 


The Salt Lake City, Utah, Chamber of Commerce also has endorsed my 
testimony. 


The Cuarrman. Mr. Fitzpatrick. 

Mr. Fitzpatrick, will you please identify yourself by giving us your 
full name, address, and capacity in which you appear ? 

Mr. Macurowicz. Mr. Chairman, may I say I am very happy to 

eet Mr. Fitzpatrick here. We are very proud of the work he is 
oing in Detroit. He has a fine program for the retired in Detroit, 
recreational program and otherwise, and for making known to society 
o problem of the aged people. I am glad to welcome him here 

ay. 


STATEMENT OF JOHN FITZPATRICK, MEMBER OF THE ADMINIS- 
TRATION BOARD, FORD-UAW PENSION PLAN, SECRETARY, STEER- 
ING COMMITTEE UAW RETIREE PROGRAM IN METROPOLITAN 
DETROIT 


Mr. Frrzparrick. Honorable members of the Committee on Ways 
and Means, my name is John Fitzpatrick. I am 69 years old, and I 
have been retired from the Ford Motor Co. for 31 years. 

I am a member of the administration board of the Ford-UAW 
pension plan and I am also secretary of the steering committee and a 
member of the legislative committee of the UAW retiree om aires in 


Metropolitan Detroit which represents about 60,000 U. 
members and their wives. 

Mr. Chairman, I will not attempt in the time assigned to me to 
read my whole statement. 
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The Carrman. Your entire statement will appear in the record, R's 
Mr. Fitzpatrick. the | 
Mr. Firzprarricx. Thank you. tob 
The CuarrMan. You are recognized for 10 minutes. tive 
Mr. Frrzparrick. Now, I would like to tell you something about my ff»!!! 
personal experience in connection with the health needs of older peo.” 
ple. In 1949, I was a union representative in a unit of skilled trades. "!" 
men of varied crafts totaling about 4,500. A substantial percent wen}. * 
45 years or older. My contacts and experiences with older and retired § "° 
workers’ problems began when the UAW and the Ford Motor (yf ¥" 
signed the auto industry’s first pension plan in September 1949. iffo 
At that time the maximum amount available from social security °° 
for a retired couple was $67.80. This was not enough to arouse any. I 
thing but the faintest interest in retirement. The Ford-UAW pei- Lin 


sion plan changed all that. However, there remained one big ani ) 
ever-disturbing problem for which neither social security nor the pen. 


sion plan—or both combined, then or since—have provided a solution, suff 

The problem is: How do we, when 65 or older, finance an illness in nT 

retirement years on a retirement income? ta 


Individual medical service is, for the vast majority of these needy, 


aged people, an impossible expense. The high cost of surgery, how- ff - 
ever necessary, is prohibitive. Recovery from many types of illnes ff 2% 
is seldom complete unless followed by a period of competently super- no 
vised convalescent care. So far, society has given little, if any, atter- 1 
tion to the urgent needs of its impoverished aged in this sector of Det 
human welfare. 
Health insurance premiums are payable in something too few aged" 
people possess; namely, cash. The most optimistic studies show that {J “P 
somewhat less than 40 percent of retired people have, or can afford, § ‘2 
any kind of health insurance. and 
According to the Legislative Advisory Commission report, older “8 
people without health insurance often stay longer and hence incur } 
even larger bills than persons with. insurance, and yet less than 2) she 
percent of Michigan’s older citizens were covered by Blue Cross in . 
1956. 
Furthermore, it seems that the older the Michigan resident is the wh 
less likely he is to have insurance protection. For example, a littl *! 
more than a third of those 65 to 69 had such protection; about one § & 
fourth of those 70 to 74 had such protection; but only 15 percent of § 
those 75 and over had it. - 
The same study showed that only 5 percent of the people over 6) § ™ 
with incomes of $1,000 or less had insurance protection as compared Was 
to 20 percent of those 65 and over with incomes of above $2,000. ff ho 
These conditions may have improved in the past 3 years, but I doubt § ve 
that the overall] situation is very different today. 
These are some of the hard’ facts we face in discussing the ability 
of older people to meet the costs of medical care in Michigan, but this J 2g 
is only part of the story. My own contacts with retired persons add # me 
other dimensions to the problem. For example, here are a few fur bu 
ther impressions, re} 
Many retired couples stil] live in mortgaged homes. Many retired . 


couples live in rented quarters. Rare indeed is the aged person wh 
will ever again improve his or her economic situation. Other aspect 
of the story are no less grim. Every day far too many of Michigal' 
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aed couples, like their counterparts in other States, are faced with 
the problem of stretching a never adequate, low social security benefit 
to balance a household budget that includes such normal but impera- 
tive item as tax bills, fuel bills, light bills, gas bills, water bills, doctor 
bills, food bills, clothing bills, home upkeep, and incidentals, 


rd, 


a Something surely has to give. And topping the list will be an old 
Lee man’s and an old woman's peace of mind. 
en AS a member of the Retired Workers Steering Committee, I came 
al into personal contact with many tragic cases of retired men and 
(\p, Women who are suffering for lack of medical care because they can’t 
‘B afford it and who live in constant dread of serious illness. Here are 
ity few examples : 
1. J may interject here that these are real people; they are not people 
Ad linvented. saw them a few days ago. 
nj Sf. and Mrs. X: Mr. and Mrs. X are decent, kindly people. Mr. 
on. is 83. He is badly crippled with arthritis. Mrs, X is 81. She 
on. Sullered a severe heart attack in the late summer of 1957. Several 
“inf umes she was on the verge of death. 
| This old couple live alone in a five-room frame house. They have 
mo total income of $96 a month from social security. At the time Mrs. 
iy. XS heart attack occurred they had a savings nest egg of $1,800. The 
osc hospital and medical bills amounted to more than $1,300. There was 
er. 20 health insurance—the premiums were beyond their financial reach. 
o)-@ _ The last week of June 1959 brought temperatures of 90° plus to 
o(f Detroit. Mrs. X was overcome by the heat. The nearby fire depart- 
ment was summoned and with eflicient use of oxygen equipment. re- 
jf vived her. About the same time a doctor was also called in. He 
hat @ Supervised her treatment and collected a fee of $10. One fireman 
nd suggested that Mrs. X be removed to a hospital. It was a practical 
and kindly thought, but, unable to forget their meager means, the 
Jor ged couple demurred. 
orf Mrs. S: My wife and I met Mrs. S in October 1957. At that time 
9) she was 72 years old, weighed 81 pounds, and was almost blind from 
in cataracts on both eyes. , 

She was living ae in the home she and her husband had bought 
he When they were young. The auto pension received by Mr. S ended 
tle at his death; Blue Cross had ended, too. She was now reduced to a 
e- | grim existence on 4 total monthly income of only $63.75 a month from 
of Social security. 

A few days before we met Mrs. S she had visited an eye specialist 
6i ff indowntown Detroit. After her eyes were examined and the $15 fee 
ed @ Was tendered, the doctor told her he would arrange for surgery in a 


hospital with which he was associated. She contacted us, and when 
we had all speculated about the costs we asked her if we might shop 
around and learn something about the cost of cataract surgery. 

Thus began a web of calls and contacts with bureaus, clinics, and 
agencies. After about 3 weeks of this giddy circle, and by appoint- 
ment, my wife and I and Mrs. S presented ourselves at the local 
bureau of medical aid. All the routine questions were asked and the 
replies noted. The decision was coldly routine, too—our old lady was 
denied help because she owned $506 in liquid assets. We took her 
back to her home and we returned to ours. 
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The Cuatrman. Mr. Fitzpatrick, you have consumed 10 minutes 
How much more time do you think you will need ? 

Mr. Frrzparrick. Probably about 5 minutes. 

The Cuarrman. How about concluding this example you are 
now and the others will be included in the record. 

Mr. Frrzpatrickx. Thank you. 

After a breath-catching pause the calls and contracts started again, 
This time we asked for a review of Mrs. S’s case. With her accept: 
ance of terms that would cost her about $140 of her remaining savings, 
the review was granted and arrangements were made for her stay 
in a hospital. 

Eventually the eye surgery was performed and was successful. As 
we were driving her home some weeks later, and after she had been 
fitted with glasses, it was a rewarding experience to observe her read- 
ing, for the first time in nearly 2 years, the various street signs, window 
signs, and billboards as we passed along the way. 

y questions about this case, as they are about others, are this: Why 
should an old lady have to go through the mill in this way to get 
medical help? What would she have done without help from some- 
one who wouldn’t take no for an answer? If treatment had been 
urgently needed in point of time, what would have happened to Mrs. 
S while the wheels of a charity case ground slowly on? 

Thank you. 

The Cuatrman. Mr. Fitzpatrick, we are sorry that we did not hear 
you present all of your statement. But you may be sure that all of us 
will read these other examples that you have called to our attention. 
It is most helpful for you to bring this information to our committee, 
and please be assured that we are appreciative of your doing so. 

Mr. Macnrowicz. Earlier today Mr. Fitzpatrick and Mrs. Herbon, 
who will testify later, presented to Congressman Forand and myself a 
scroll of 1,700 signatures of retired persons and about 400 individual 
letters urging support of the Forand bill. 

The Cuarrman. Thank you, sir, again. 

Mr. Firzparrick. Thank you, Mr. Chairman. 

(The prepared statement of Mr. Fitzpatrick follows:) 


STATEMENT OF JOHN FITZPATRICK, RETIRED Forp Moror Co. WorKER, MEMBER OF 
THE ADMINISTRATION Boarp, Forp-UAW PENSION PLAN} SECRETARY OF THE 
STEERING COMMITTEE, UAW RETIREE PROGRAM IN METROPOLITAN DETROIT 


Gentlemen, my name is John Fitzpatrick. I am 69 years old, and I have been 
retired from the Ford Motor Co. for 3% years. 

I am a member of the administration board of the Ford-UAW pension plan 
and I am also secretary of the steering committee and a member of the legis- 
lative committee of the UAW retiree program in Metropolitan Detroit which 
represents about 60,000 UAW retired members and their wives. 

Mrs. Herbon and I asked for an opportunity to be heard by this committee 
because the retired workers whom we represent are tremendously interested in 
the passage of the Forand bill. They are so interested that they have exercised 
their important role as senior citizens to inform their fellow retired workers 
in our drop-in centers, in their clubs and neighborhood activities and in their 
local unions about the bill and have urged them to write to you telling you of 
this interest. Part of this activity has resulted in the preparation of the scroll 
which Mrs. Herbon and I would like at this time to present to the committee. 
The scroll which is marked “special delivery—S86th Congress, Washington, D.C.” 
contains about 1,700 signatures of retired persons and about 400 individual letters 
to Congressmen urging support of the Forand bill. Mr. Chairman, Representative 
Forand and Representative Machrowicz, on behalf of the retired people of 
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Detroit, Mrs. Herbon and I take great pleasure in presenting to you this scroll 
which indicates the interest, hard work, and wholehearted support of our retired 
members for the Forand bill, H.R. 4700. This is only a small part of the results 
of their efforts in support of the bill, and I am sure that many Congressmen, Sen- 
ators, and particularly the members of this committee, have already heard from 
their older constituents as a result of our efforts. _ 

Now I would like to tell you something about my personal experiences in 
connection with the health needs of older people. In 1949 I was a union repre- 
sentative in a unit of skilled tradesmen, of varied crafts, totaling about 4,500. 
A substantial percent were 65 years or older. My contacts and experiences with 
older and retired workers’ problems began when the UAW and the Ford Motor 
Co. signed the auto industry’s first pension plan in September 1949. 

At that time the maximum amount available from social security for a retired 
couple was $67.80. This was not enough to arouse anything but the faintest 
interest in retirement. The Ford-UAW pension plan changed all that. However, 
there remained one big and ever-disturbing problem for which neither social 
security nor the pension plan—or both combined, then or since—have provided 
a solution. The problem is: “How do we, when 65 or older, finance an illness 
inretirement years on a retirement income?” 

There are 15,400,000 men and women 65 years and older living in America 
today. Millions of these aged people are living out their lives at a bare sub- 
sistence level, and the continued, ever-menacing threat of illness—without the 
means to pay for medical care—overshadows their day-to-day existence. 

Individual medical service is, for the vast majority of these needy, aged peo- 
ple, an impossible expense. The high cost of surgery, however necessary, is 
prohibitive. Recovery from many types of illness is seldom complete unless 
followed by a period of competently supervised convalescent care. So far, society 
has given little, if any, attention to the urgent needs of its impoverished aged 
in this sector of human welfare. 

Health insurance premiums are payable in something too few aged people 
possess, namely: cash. The most optimistic studies show that somewhat less 
than 40 percent of retired people have, or can afford, any kind of health 
insurance. 


RELATED DATA 


So that you, gentlemen of the committee, may more readily comprehend and 
evaluate the situations I am asking you to consider, let me review some of the 
basic facts pertaining to health problems of older people in the State of Michigan. 

The older population of Michigan has grown even more rapidly than that of 
the United States as a whole from 121,000 in 1900 to an estimated 594,000 in 
January 1958. By 1970 there will be more than 800,000 older people in the State, 
almost a sevenfold increase since 1900. 

According to the 1958 report of Michigan’s Legislative Advisory Council on 
Problems of the Aging it is “likely that at least one-fifth of the aged in the 
State live at a level of bare subsistence and more than half have less income 
than Government budget experts estimate is needed to maintain a ‘modest but 
adequate’ standard of living.” 

The health needs and problems of Michigan’s older population are no less 
acute than those of other States and the Nation as a whole. Michigan Blue 
Cross reported in 1956 that the average charge per case for all insured cases 
was $215 as compared with a charge of $346 per case for persons over 65. 
Older persons’ hospital bills were on the average 60 percent higher than those 
of the general population, because older persons stayed almost twice as many 
days per admission to the hospital. According to the Legislative Advisory 
Commission report, older people without health insurance often stay longer 
and hence incur even larger bills than persons with insurance * * * and yet less 
than 20 percent of Michigan’s older citizens were covered by Blue Cross in 
1956. Furthermore, it seems that the older the Michigan resident is, the less 
likely he is to have insurance protection. For example, a little more than a 
third of those 65 to 69 had such protection; about one-fourth of those 70 to 
74 had such protection ; but only 15 percent of those 75 and over had it. 

The same study showed that only 5 percent of the people over 65 with in- 
comes of $1,000 or less had insurance protection as compared to 20 percent 
of those 65 and over with incomes of above $2,000. These conditions may have 
improved in the past 3 years, but I doubt that the overall situation is very 
different today. 
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These are some of the hard facts we face in discussing the ability of old 
people to meet the costs of medical care in Michigan, but this is only part of 
the story. My own contacts with retired persons add other dimensions to th 
problems. For example, here are a few further impressions : 

Many retired couples still live in mortgaged homes. Many retired couplg 
live in rented quarters. Rare indeed is the aged person who will ever again 
improve his or her economic situation. Other aspects of the story are no leg 
grim. Every day far too many of Michigan’s aged couples, like their counter. 
parts in other States, are faced with the problem of stretching a never adequate 
low social security benefit to balance a household budget that includes gue) 
normal, but imperative items, as tax bills, fuel bills, light bills, gas bills, wate 
bills, doctor bills, food bills, clothing bills, and home upkeep, and incidentals. 

Something surely has to give. And topping the list will be an old man’s and 
an old woman’s peace of mind. 

As a member of the Retired Workers Steering Committee, I came into per. 
sonal contact with many tragic cases of retired men and women who are swf. 
fering for lack of medical care because they can’t afford it and who live jp 
constant dread of serious illness: Here area few examples: 


Mr. and Mrs. X 


Mr. and Mrs. X are decent, kindly people. Mr. X is 83. He is badly crippled 
with arthritis. 

Mrs. X is 81. She suffered a severe heart attack in the late summer of 1957. 
Several times she was on the verge of death. 

This old couple live alone in a five-room frame house. They have a total in- 
come of $96 a month, from social security. 

At the time Mrs. X’s heart attack occurred they had a savings nest egg of 
$1,800. The hospital and medical bills amounted to more than $1,300. There 
was no health insurance—the premiums were beyond their financial reach. 

The last week of June 1959 brought temperatures of 90°-plus to Detroit, 
Mrs. X was overcome by the heat. The nearby fire department was summoned 
and with efficient use of oxygen equipment revived her. About the same time 
a doctor was also called in. He supervised her treatment and collected a fee of 


$10. One of the firemen suggested that Mrs. X be removed to a hospital. It was 
a practical and kindly thought. But, unable to forget their meager means, the 
aged couple demurred. 


Mrs. 8. 


My wife and I met Mrs. S. in October 1957. At that time she was 72 years old, 
weighed 81 pounds, and was almost blind from cataracts on both eyes. 

She was living alone in the home she and her husband had bought when they 
were young. The auto pension received by Mr. S. ended at his death. Blue 
Cross had ended too. She was now reduced to a grim existence on a total 
monthly income of only $63.75 a month from social security. 

A few days before we met Mrs. S. she had visited an eye specialist in down- 
town Detroit. After her eyes were examined and the $15 fee was tendered, 
the doctor told her he would arrange for surgery in a hospital with which he 
was associated. She contacted us, and when we had all speculated about the 
costs, we asked her if we might “shop around” and learn something about the 
cost of cataract surgery. 

Thus began a web of calls and contacts with bureaus, clinics, and agencies. 
After about 3 weeks of this “giddy circle”, and by appointment, my wife and I 
and Mrs. S. presented ourselves at the local bureau of medical aid. All the 
routine questions were asked and the replies noted. The decision was coldly 
routine too—our old lady was denied help because she owned $506 in liquid 
assets. We took her back to her home and we returned to ours. 

After a breath-catching pause the calls and contacts started again. This time 
we asked for a review of Mrs. S.’s case. With her acceptance of terms that 
would cost her about $140 of her remaining savings, the review was granted and 
arrangements were made for her stay in a hospital. 

Eventually the eye surgery was performed and was successful. Some weeks 
later, and after she had been fitted with glasses, as we were driving her home, 
it was a rewarding experience to observe her reading, for the first time in nearly 
2 years, the various street signs, window signs and billboards we passed along 
the way. 

My questions about this case as they are about the others, are this: “Why 
should an old lady have to go through the mill in this way to get medical help? 
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what would she have done without help from someone who wouldn’t take “ga” 
for an answer? If treatment had been urgently needed in point of time, what 
would have happened to Mrs. 8. while the wheels of a “charity case” ground 
slowly on? 

Mrs. H. 

Mrs. H., a widow, aged 70, lives alone in her own small frame house. Her 
husband died in 1947 but had not during his working years been covered by 
social security. After his death, Mrs. H. got a job in a covered employment 
and managed to establish benefits for herself. 

Today, at age 70, Mrs. H. is retired on a social security income of $63 a month. 
She has no savings of any kind. She is badly crippled with arthritis—can merely 
hobble around. And she has cataracts on both eyes. 

Mrs. H. badly needs medical treatment, hospitalization, possibly surgery, and 
medication, but how would she pay for it? She can seek old-age assistance and 
charity medical care, but to do so means a loss of self-respect, a threat to her 
home ownership and to her sense of pride and independence. The Forand bill 
would certainly be a source of financial support for medical care and of reas- 
surance and peace of mind to Mrs. H. 


Mrs. R. 

Mrs. R. is 83 years old. She has a social security income of $51 per month. 
Astudent from nearby University of Detroit is currently paying her $8 a week 
fora room with kitchen privileges, while classes are in session. This helps her 
finances and relieves the lonesomeness of her small frame home. She has Blue 
Cross paid for by her son who has his own obligations. 

Mrs. R. gets by in part because she is a once-a-month recipient of surplus foods. 
She is unable to pick up the food herself, so on the appointed day I take her 
permit card and a paper bag and perform the errand for her. On the April 
delivery day I handed her 1 pound of butter, 1 pound of rice, and 5 pounds of 
cornmeal as I wished her a happy 83d birthday. 

Mrs. R. does not seek regular medical care because she can’t afford it. If she 
became ill, Blue Cross would help, but her policy is so limited in benefits that 
she would have to depend on others for financial help. 

These are a few specific examples which serve to underline why we urge your 
support of the Forand bill. To be sure it will not solve all the problems of all 
the older people for all time, but it is an important, a vital step in the direction 
of helping our senior citizens to enjoy their earned leisure and to maintain a 
sense of dignity and self-respect in the community. 


The Cuarrman. Dr. Bee. 
Doctor, will you please identify yourself by giving us your full 
name and address and capacity in which you appear / 


STATEMENT OF DANIEL H. BEE, M.D., CHAIRMAN, BOARD OF 
TRUSTEES, THE MEDICAL SOCIETY OF THE STATE OF PENN- 
SYLVANIA 


Dr, Ber. Congressman Mills and members of the committee, I am 
Dr. Daniel H. Bee, a general practioner of Indiana, Pa. I am chair- 
man of the board of trustees of the Medical Society of the State of 
Pennsylvania and a current member of the house of delegates of the 

The Cuatrman. Dr. Bee, without objection your entire statement 
will appear in the record. You are recognized for 5 minutes. You 
hay proceed as you desire. 

Mr. Mason. Mr. Chairman, before Dr. Bee presents his statement, 
our colleague Mr. Simpson is unavoidably absent. He told me that 
if he were here he would be honored to not only present Dr. Bee but 
to reeommend him, and he said this, that he was sure Dr, Bee’s testi- 
mony would be of value to this committee. So I am expressing those 
sentiments for our colleague Mr. Simpson. 
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The Cuarrman. Thank you, Mr. Mason. 

You are recognized, sir, for 5 minutes. 

Dr. Ber. Gentlemen, the Medical Society of the State of Pennsy)- 
vania feels that H.R. 4700, which we are discussing today, is a bad 

iece of legislation and should not receive favorable consideration 
y your committee. 

We feel that the solution to the problem of medical care for the 
aging is not simply a matter of having the Federal Government pay 
medical and hospital expenses. The problems of the aged and aging 
fall into at least five major groupings: 

1. Economics. 

2. Hearth. 

3. Housing. 

4. Relationship with the community. 
5. Meaningful activity. 

This group of people is concerned with enough money to live on, 
the struggle to stay well in late years, a suitable place to live, and 
something to do in the way of meaningful activity during these later 

ears. 
" Before any precipitous action is taken, such as H.R. 4700 provides, 
we believe that studies going on nationally and in Pennsylvania should 
a ere and evaluated to ascertain where emphasis should be 
placed. 

If action is required, we believe that this action can best be handled 
at the State and local levels by an expansion of existing facilities or 
creation of new facilities. 

We are greatly concerned over the effect that this bill would have 


on health insurance. 


We are also worried about the effect that this legislation will have 
on the citizen’s willingness to provide for himself and his family. 

Our written statement is divided into two portions, (1) that of 
opposing the bill, and (2) offering alternatives. I would respectfully 
call the committee’s attention to the.alternatives, which we believe 
should be taken as soon as the depth of the problem is determined. 

Again may I reiterate that before any action is taken the studies 
currently underway should be allowed to continue in order that we 
may ascertain the best way of handling the situation with the least 
cost and waste to the taxpayers. 

As to the concrete programs which organized medicine is taking 
in Pennsylvania, I should like to submit the following: 

We have evolved a system where, to the best of our knowledge, no 
aged or indigent person has gone without medical care—providing he 
seeks this care from his physician. These measures are handled by 
the individual physicians in their offices and the free-care facilities of 
our hospitals. 

The society has given formal approval and cooperation to the medi- 
cal-care program of the department of public welfare. Most Penn- 
sylvania physicians cooperate in this plan. 

Our commission on geriatrics is at the present time working on 4 

reretirement insurance plan of having workers prepare for their 


health-care needs for their later years by accumulating something in 
their productive years. 
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Our Commission on Nutrition and Cardiovascular Diseases are 

roviding counseling services to nursing homes, nurses groups, phy- 
cians, et cetera, on heart, circulatory, and nutrition problems on which 
advice is sought. This has been considered in many counties as a 

At the present time we are studying together with Pennsylvania 
Blue Shield a low premium plan for the care of older people on 
limited incomes. I might also add that there have been no rate in- 
creases in our subscriber rate for 15 years. 

The Medical Society of the State of Pennsylvania has been inter- 
ested in the system of adjusted fees for the older underincome citi- 
zens that was suggested by the American Medical Association. We 
have not had the opportunity to submit this proposal to our —. 
making body which has not met since the suggestion was made. It 
will, however, discuss this at its October 1959 meeting. 

For these reasons and for those submitted in the written state- 
ment, the Medical Society of the State of Pennsylvania wishes to be 
placed on record as strongly opposing H.R. 4700. 

Thank you very much, Mr. Chairman. 

The Cuarrman. Dr. Bee, we thank you, sir, for bringing to us the 
views of the medical society. 

Dr. Ber. Thank you. 

(The prepared statement of Dr. Bee follows :) 


STATEMENT BY DAnteL H. Bes, M.D., of THE MEpICAL SOCIETY OF THE STATE OF 
PENNSYLVANIA 


I would like to take this opportunity to state the position of the Medical 
Society of the State of Pennsylvania on H.R. 4700, and all similar amendments 
to the Social Security Act which would increase the tax rate and initiate medi- 
cal care coverage for a segment of the aging population. 

H.R. 4700, introduced by the Honorable Aime J. Forand, makes, in our opin- 
ion, several undesirable changes in the present Social Security Act. According 
to our understanding it would (1) initiate hospital, nursing care, and surgical 
payments for persons eligible for retirement or survivorship benefits under 
OASI; and (2) increase the earnings formula under which persons would be 
taxed. 

The initiation of hospital and nursing home care, including nursing and surgi- 
cal payments, would, in our opinion, create a considerable degree of confusion. 
The author estimates that, under this proposal, 12 or 13 million persons could 
receive medical and hospital services under the plan in the first year. This 
would certainly create a rather serious situation in hospitals and nursing homes 
that are already full or are operating at almost complete capacity. 

The Medical Society of the State of Pennsylvania, in conjunction with other 
interested parties, including the State government, is presently undertaking 
an investigation of this problem in Pennsylvania. This will include the effec- 
tive utilization of hospitals. The study will concern itself with bed capacities 
by the type of patients, ie., diagnostic, medical, surgical, ete. It will also 
include cost by beds and cost of drugs, diagnostic services, etc. In the light 
of recent Blue Cross rate increases in our State and the trend of increasing 
hospital costs, such a survey is definitely needed and timely and should precede 
any legislative innovations in the care of a large group of people. 

Recently the American Hospital Association, the American Dental Association, 
the American Nursing Home Association, and the American Medical Association 
have formed a Joint Council To Improve the Health Care of the Aged for the 
purpose of studying care of the aged. The Medical Society of the State of 
Pennsylvania is interested in a similar State council to study the problems 
locally, Besides hospital and nursing home care, the council will undertake 
4 positive program of increasing the opportunities for older people to obtain 
voluntary health insurance coverage and expanded health care facilities. It 
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will also endeavor to develop more community health services for this group 
Here again, this study should precede any precipitous legislative action, ~ 

At the present time the State government is also studying this problem ang 
is making definite headway. The bureau of services to the aging in the depart. 
ment of public welfare and its advisory committee are beginning already to 
get into the area of care of the aging. 

I mention these facts to the committee so that they will all understand that 
organized medicine and other interested groups have and will continue to wor 
with these problems in Pennsylvania until they are solved in our State. 

We believe that H.R. 4700 would violate the basic concepts of the origina] 
social security program. Since its beginning, social security has provide 
indemnity benefits which most people have used as a base in planning their 
retirement needs. The interjection of a service or medical care benefit (which 
the Forand bill does for the first time) would alter the basic program. 

Our society is further concerned over the threat to existing voluntary health 
insurance programs. The establishment of a compulsory Federal system of 
providing hospital and surgical services would result in the cancellation of q 
large number of presently existing policies, thereby seriously injuring the insur. 
ance industry. The aged would have no incentive to continue to provide private 
health insurance coverage for themselves even though many have the financial 
ability and present willingness to acquire medical care without Government 
interference. 

Rather than take action as mandated by H.R. 4700, which suggests solving 
only a portion of the problem, we strongly recommend the following: 

(1) Greater contributions by the Federal Government in the existing State 
medical care phases of public assistance programs for the aged indigent. 

(2) Expansion of the Hill-Burton program to provide existing community 
facilities with additional equipment, beds, etc. 

(3) Coordination of services and objectives by State agencies, working on 
these problems. 

(4) Creation of new loca] facilities or services if and when a qualified survey 
of needs, goals, and resources so indicate. 

(5) Creation of counseling centers for the aging, these centers to be used 
_both for individuals and their families. 

(6) Increased use of outpatient or ambulatory patient facilities in existing 
local hospitals, 

(7) Rehabilitation teams, working out of hospitals for planned long-term 
and rehabilitation care. Such a team would also review all of the possibilities 
of home care, homemaker service, sheltered workshop, ete. 

(8) Centralized information services or centralized provision for compre 
hensive services to aged and/or chronically ill or disabled as they currently 
exist in Chicago and Cleveland. . 

(9) The creation of State coordinating committees on chronic illnesses and 
problems of the aged, composed of representatives from the interested depart- 
ments and qualified voluntary organizations. : 

(10) Education of employers, union officials, employees, parents, childret, 
and professionals in the meaning of long-term illness and chronologic retirement. 

(11) Workshops and education courses be established for nursing home op 
erators, homemakers, or practical nurses for the aged, and operators of foster 
homes. 

(12) Increased use of State tuberculosis sanitoriums for selected types of other 
chronic diseases. 

(13) Sereening Clinics for the purpose of ascertaining the eligibility of candi- 
dates for nursing homes or county institution district facilities, 

(14) Public housing modified to suit the handicapped and/or elderly, edt- 
cating architects in this regard for public or private housing. ‘ 

(15) Urging that all of these programs achieve individual self-help ani 
health care rather than greater institutionalization and dependency. 

We respectfully request that all of the above avenues be investigated thor- 
oughly before action, as suggested by the Forand bill, H.R. 4700, is passed. 

We, therefore, respectfully request that your committee not take favorable 


action on H.R. 4700. 


The CuHatrrman. Our next witness is Dr. Johnson. 


Mr. Frazier. I would like to introduce the next witness, Dr. Joseph 
W. Johnson, Jr., of Chattanooga. Dr. Johnson is one of our eminent 
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physicians. He is speaker of the house of delegates for the Tennessee 
\edical Association, also a member of its board of trustees. He is and 
has been for the past 12 years a member of the prepared insurance 
committee. Dr. Johnson is well qualified to discuss the important prob- 
lems the committee is now considering for he not only has a wide pri- 
vate practice but has had experience for many years in insurance 
matters as medical director of the Interstate Life Insurance Co., one 
of our largest insurance companies in ‘Tennessee. 

Dr. Johnson has contributed greatly to the fine progress which has 
been made by the medical profession in Tennessee in their efforts to 
take care of the aged and indigent. 

In addition to that, I might say that he is the son, also, of a very 
prominent doctor and his grandfather was a Member of Congress 
from the Third District, the district that 1 now have the honor of 
serving. But I must add this, for the benefit of my colleagues, and 
maybe this should be eliminated, that he was on the other side of the 
fence. Of course, he served before I had any aspiration to enter the 
Congress and even before I was born. 

The CuatrMAN. Dr. Johnson, while you are here I wish you would 
take occasion to advise our colleague from ‘Tennessee as a doctor so 
that he will ease up a little bit. We think he is working too hard. 
Maybe we are a little responsible for that. 

Dr. Jounson. I have had the privilege of waiting on some members 
of his family in the South, but I have never been so bold as to advise 
Mr. Frazier. 

The CHaiRMAN. You are recognized. 


STATEMENT OF JOSEPH W. JOHNSON, M.D., SPEAKER OF THE 
HOUSE OF DELEGATES OF THE TENNESSEE STATE MEDICAL ASSO- 
CIATION, ACCOMPANIED BY JACK DRAKE, PUBLIC SERVICE 
DIRECTOR AND SECRETARY OF THE COMMITTEE ON THE AGED 


Dr. Jounson. I would like to make this brief statement. I have 
with me Mr. Drake, who is our public service director from Tennessee 
andsecretary of our State committee on aged. 

Those of us who practice medicine in Tennessee realize the medical 

needs of the aged must be met effectively for we deal with them daily, 
directly, voluntarily, and with a responsibility given to us by our 
State legislature. 1 think we in medicine must never forget that legis- 
latures give us the privilege of practicing medicine. We appreciate, 
therefore, the concern of this committee and the Congress for the medi- 
cal needs of the aged. Nonetheless we oppose H.R. 4700 as unwieldy, 
ineconomical, untimely, and unlikely to accomplish what it proposes 
todo, 
We consider H.R. 4700 unwieldy since it lacks appropriate defini- 
hon, providing medica), hospital, and nursing home care for a group 
af the aged defined only in terms of age and additional tax contribu- 
hons to OASDI. i 

Medical need requires definition and should be flexible, knowledge- 
able, and contemporary. 

In Tennessee, the medical protession, concerned with provision of 
medical care for the medically indigent, including the aged, spon- 
sored in the Tennessee General Assembly of 1953 a bill for the hos- 
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pitalization of the indigent. Funds appropriated by the State anq 
matched on a voluntary basis by 90 of 'Tennessee’s 95 counties haye 
been used to pay hospital bills. Physicians provide their services 
without cost to patients, county, or State. The administration of 
the program is the responsibility of the Tennessee Department of 
Public Health. 

When, more recently, the State legislature accepted Federal match- 
ing funds for the welfare hospital assistance program, an unwieldy 
distortion developed. Administered by the Tennessee Department of 
Public Welfare, all recipients of the welfare department’s old-age 
assistance program became immediately eligible for 30 days “free” 
hospitalization annually and were so informed by that Department. 
Here the definition of “group” is based on welfare department quali- 
fications plus old age, plus desire for hospitalization. This last factor 
is by no manner of means always a medical need. Such hospitaliza- 
tion, particularly in the smaller communities in Tennessee, has placed 
an additional strain on our general hospitals, their medical, nursing, 
and other personnel, without definition of medical need and its exces- 
sive cost necessitated a cut to 10 days of “free” hospitalization. 

We believe H.R. 4700 to be uneconomical because it seems to us 
unlikely that it will accomplish what it proposes to do .in terms of 
human values. The variation of costs estimates for administration 
of H.R. 4700 during the first year is also most impressive as are the 
cost estimates themselves and the presently projected increases in the 
social security portion of the total tax withholdings. Certainly we 
recognize inflation and its threatened growth as a serious medical 
problem to our older patients with whom we deal directly, intimately, 
and, we hope, with concern and good judgment. 

We consider this legislation untimely, having reason to fear thata 
solution to the medical problems of the aged by what amounts to 
Federal monopoly of those problems will not only be unwieldy and 
uneconomical, but at this time will destroy the increasingly successful 
efforts in recent years of voluntary prepaid insurance, physicians, and 
our communities to deal with those problems. It has been our experi- 
ence in Tennessee that education of physician, insuror, and policy- 
holder requires both time and devotion and involves a sense of respon- 
sibility and participation which makes for flexibility and viability, 
a type of growth which to us in Tennessee promises more and better 
quality medical care for the aged than seems likely to be gained by 
passively leaning upon a Federal tax structure. 

Eleven years ago the Tennessee State Medical Association established 
the Tennessee plan which presently provides protection to more than 
1,300,000 individuals and is underwritten by Blue Shield and 39 com- 
mercial carriers. A majority of physicians have contracted to accept 
its benefits as full payment of fees for individuals and families of 
modest income. 

Still more recently the Tennessee State Medical Association’s Com- 
mittee on Aging in June 1958 initiated activity which established the 
Tennessee Council on Aging, composed of 41 member agencies, each 
interested in and concerned with the problems of our senior citizens. 
To destroy it, we believe, is particularly hazardous at this time, though 
we recognize there are those dedicated to the principle that such joint 
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efforts cannot of their very nature succeed and therefore earnestly seek 
asolution by Federal edict. 

As early as 1957 there were 278,000 Tennesseans in the age-65-and- 
above group, 55,000 of them covered by health insurance in one Blue 
Shield company alone and an equal number, perhaps more, covered by 
other plans. Action of the TSMA house of delegates at its annual 
meeting this year supported a senior citizens policy of the Tennessee 
plan, encouraged the insurance companies to utilize their actuarial and 
glling skills to obtain broad and practical coverage and urged the hos- 

ital associations to study methods of meeting by voluntary prepaid 
insurance the costs and cost accounting of hospital care for the aged. 
Still more recently the prepaid insurance committee recommended to 
our house of delegates that members of the Tennessee State Medical 
Association accept the fee schedule outlined in the Tennessee plan and 
the maximum fee schedule for all patients over age 65 of modest re- 
sources and low incomes. 

Unwieldy, uneconomical, and untimely, we also oppose H.R. 4700 
because we believe it unlikely that this legislation will meet signifi- 
cantly or effectively the medical needs of the aged and that it will 
destroy the motivation and means of meeting those needs which in- 
creasingly stem from a voluntary concern for the aged by an active 
_ than a passive participation in defining and meeting those 
needs. 

We would not belabor the fact that Tennessee is known as the Vol- 
unteer State but we would emphasize that monopoly is a poor substi- 
tute for medical, social, and economic conscience and that conscience 
does not long survive without responsibility. There is, therefore, 
reason to believe that H.R. 4700 not only may result in shoddy medical 
= for the aged, but bears some promise of shoddy medical care 

or us all. 

Like the other speakers today, Mr. Forand, however, we are grateful 
to you for the stimulus you have given us. We have learned a great 
deal more about the political, siidl, bcomemie world we live in, thanks 
to sir. 

hank you, sir. 

Mr. Foranp (presiding). Dr. Johnson, we thank you for your ap- 
pearance before the committee and the information you have given us. 
I personally want to thank you for joining the chorus of those who 
have been praising me for stirring up all of this hullabaloo. 

Dr. Jounson. There is no question you have been very effective, sir. 
I would like to say this—that we in Tennessee know a lot more about 
it than we did 7 years ago. 

Mr. Foranp. I want to assure you that I am not through. 

Dr. Jounson. I want to assure you, sir, that I hope you will not 
consider that we are through, either. 

_Mr. Foranp. I have repeatedly asked for the assistance and coopera- 
tion of all interested persons to try to find a solution to this problem. 
Tam sure that you and your colleagues are going to try to do your part. 

Dr. Jounson. We can promise you that. 

Mr. Foranp. I appreciate that personally. 

Are there any questions? Mr. Alger. 

Mr. Aucrr. Dr. Johnson, if you were here earlier you will recall 
Dr. Furstenberg bringing up something that has some of us puzzled. 
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The statement has been made by many witnesses that those who neg 
medical care, hospital care and services of all kinds, including doctory 
services are granted this even if they are unable to pay. 

On page 2 you make the statement in the middle of the page about 
the fact that the fees are not charged for hospitalization. Dr. Furstep. 
berg comes along and says it is not so. He says it is true that thog 
who are in emergency get this, but a lot of — in the in-between 
area do not. Maybe it cannot be spelled out. If it is pride or dignity 
we are dealing with here, maybe that will have to go before we put 4 
compulsory tax on all of our people which is hardly the correct 
solution. 

Have you anything to say about this matter of free medical health! 

Dr. Jounson. Yes. This bill that 1 mentioned refers to an indigent 
care bill. We do set up what has been referred to, I think unfairly, 
as a means definition as though it lacked a certain amount of dignity, 
Our definition means it is established by the community. I think this 
definition of means has somehow always to be considered if we are 
dealing with an indigent care bill. 

Now in the indigent care bill the State matches the funds of the 
county and the doctors under the indigent care bill provide free 
service to those persons who are under the indigent care bill. Up 
to 1957 I think there were 7,200 individuals cared for under that par- 
ticular program. 

N na think it is difficult for any legislative body to define need and 
to define disability. Yet if we are going to consider groups in terms 
of disability, we have to use some type of definition. think we 
have all recognized this in the Veterans’ Administration. It has 
been difficult to adhere to a concept of need. This is particularly 
true in defining disability. 

As Mr. Faulkner pointed out today, in life insurance you havea 
cutoff point, which is death. In accident, sickness, health insurance 
you have matters of judgment; you need definition. I think we have 
to adhere to those definitions. A definition must have meaning if it 
is going to lead to action. It is in that area I think that Dr. Fursten- 
berg brought up a serious weakness of the Forand bill. That is, you 
are really dealing with the whole person, the whole individual is the 
person we treat as physicians. The surgical aspects are important 
aspects, but they are not the only aspects. For example, I notice 
in the bill, and I have read it, sir, that the surgical aspects of the 
thing limits it to certain qualifications by the American College of 
Surgeons. In dealing, for example, with carcinoma it may be a matter 
of much better medical judgment to treat it with radioactive gold or 
with a variety of radioactive isotopes, or surgery may be the best 
way of dealing with this problem. 

o get back to dignity again, for example, there is no provision for 
psychiatric hospitalization. These are aspects that are not even begun 
to be approached by the Forand bill. I think we need a completion 
of these studies and I want to say again how grateful I am to Mr. 
Forand for stimulating these studies. 

Does that answer your question, sir? 

Mr. Arcer. Yes. 

Mr. Foranp. Any further questions? If there are no further ques- 
tions, again we thank you. 
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Dr. Jounson. Thank you very much, sir. 

Mr. Foranp. Our next witness is Dr. Andrus. 

Will you come forward please ¢ 

For the purposes of the record, will you give your name, address, 
and indicate the capacity in which you appear / 


STATEMENT OF DR. ETHEL PERCY ANDRUS, NATIONAL PRESI- 
DENT, NATIONAL RETIRED TEACHERS ASSOCIATION AND AMER- 
ICAN ASSOCIATION OF RETIRED PERSONS, ACCOMPANIED BY 
MRS. RUTH 0. LANA, EXECUTIVE SECRETARY, AND LEONARD 
DAVIS, PRESIDENT OF LEONARD DAVIS ASSOCIATES, NEW YORK 
CITY AND WASHINGTON, D.C. 


Dr. ANprus. I am accompanied by Mrs. Ruth O. Lana on my right, 
executive secretary of our two associations, with offices in the B. F. 
Saul Building, Washington, D.C., and on my left Mr. Leonard Davis, 
President of Leonard Davis Associates, Insurance Consultants, New 
York City and Washington, D.C. 

The CuarrMAN. You are recognized for 15 minutes. 

Dr. ANprus. First, I want to thank you very much for the privilege 
of bringing to you what we think is a proposal that is the answer that 
we have been looking for. We have had the affirmative assurance of 
this proposal by our two associations meeting in St. Louis on June 
97, 1989. 

May I, too, express to you, Congressman Forand, our deep apprecia- 
tion of your championship for the cause of care for older people. 

Mr. Foranp. Thank you. 

Dr. Anprus. By way of identification, may I tell you that the 
National Retired Teachers Association is a voluntary nonprofit all- 
inclusive organization of retired teachers of our Nation. Of the 
170,000 retired teachers, the National Retired Teachers Association 
now enrolls 100,000. Theirs is an exciting story of voluntary organ- 
ation and humanitarian achievement. 

In 1952, the National Retired Teachers Association, finding itself 
crushed between a static retirement income and the upward thrust 
of inflation and the rising cost of living, spearheaded the campaign— 
not for its own members = a but for all retired folk—for an increase 
in income tax exemption which in 1954, through the recommendation 
of this very: committee, resulted in the Mason bill. By it the 83d 
Congress granted our aging population an additional $240 tax credit 
in the computation of retirement income. 

We have worked with our State organizations in securing liberalized 
retirement benefits on the State level. 

We have encouraged, fostered, and constructed housing projects, 
and are planning nursing homes. We have worked for reemployment 
of the retired. We have so successfully challenged our membership to 
participation in constructive community activities that I as their 
president have been chosen one of the 130 members of the National 
Advisory Committee of the White House Conference on Aging to be 
held in January 1961. 

In 1958, to share with other retired persons the various services 
which the National Retired Teachers Association had secured for its 
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own membership, there was founded by our association on a ple 
of thousands of our members, and with their help, an affiliated group 
of persons of 55 years or over, the American Association of Retired 
Persons with its publication, Modern Maturity. 

Although founded as late as October 1958, the membership of this 
nonprofit association now totals in excess of 50,000 and is growing 
daily. Like the teachers’ group, it is not radical in its demands, it 
faces reality and welcomes responsibility in helping to solve the 
problems facing older persons. 

These two organizations are proud of their membership. They, 
however, realize that the proposal we are making in the service of 
all older folk may result in a lessening of their memberships. Never. 
theless, both associations urge your serious consideration of the plan. 

The proposal we make is an outgrowth of our pioneer achievement 
in 1955, when our association made available to its membership, at 
low cost, the first noncancellable group hospitalization-surgical in- 
surance ever written nationally for retired persons. This social 
achievement has had many imitators in the years following. Over 
the years we have slowly developed know-how and experience. Each 
year we have extended our benefits and our fields of service. Today, 
over 100,000 retired persons participate in the medical protection 
offered by our program, without limitation as to age or physical 
condition, with no medical examination required, and spouses also 
included. 

On the first day of July 1959 we extended our health program 
to provide for ail retired teachers residing in the State of California 
a coverage including hospital room and board for a period of 121 
days; surgical benefits up to $300—these are tied in to the relative 
value schedule approved by the California Medical Association for 
persons over age 65 with modest income; postoperative care in licensed 
nursing homes, plus an additional $500 for specialist services, drugs, 
and doctor’s visits in home, office, or hospital. 

Proud as we are of the results of our pioneering efforts in the field 
of health protection, we are not satisfied. Nothing less than the best 
possible coverage, at the lowest possible cost, is our goal. 

So we offer for your consideration the following proposal, dedicated 
to the end of providing the best medical coverage for that portion of 
our older population—men of 65 or over and women of 62 or over— 
which is not eligible for and/or being served by public assistance in 
its welfare medical care program : 

The formation of a trusteeship for the initiation and administra- 
tion of the insurance plan for the elderly; this trusteeship to work in 
liaison with the social security trust fund. It would be similar to 
that now functioning in the insurance plans of NRTA and AARP. 
In order that this trusteeship should represent the total effort nation- 
ally, the membership should be composed of equal representation for 
the following agencies, the persons to serve to be appointed by their 
respective agency : 

(a) Representatives of health care, such as AMA and AHA; 


(>) Representatives of business, such as U.S. Chamber of Com- 
merce; 

(c) "Representatives of industry, such as the National Association 
of Manufacturers ; 
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(d) Representatives of organized labor ; 

(ec) Representatives of the aged, such as the NRTA and AARP. 

9, This trusteeship to— 

(a) Formulate specifications for the best benefit plan or plans 
rossible ; 

(b) Submit such specifications to the insurance industry and/or 
Blue Cross and Blue Shield for competition ; 

(c) Accept the best bid or bids; 

(7) Make available for election or option the plan or plans 
to all men of 65 or over and women of 62 or over, not included 
in the public assistance program ; 

(e) Arrange for the collection of premiums from these per- 
sons, falling into two groups: 

(1) Nonrecipients of OASDI benefits; and 
(2) Recipients of OASDI benefits; 

(f) (For the nonrecipients of OASDI benefits:) Receive 
monthly premiums on a direct-payment basis or through ar- 
rangements with their income-producing agency, if so desired ; 

(7) (For the recipients of OASDI benefits:) Make arrange- 
ments with the Social Security Administration to withhold such 
premium payment from the recipient’s monthly payment and re- 
mit these gross withholdings to the trusteeship ; 

(The withholding feature, both as a convenience for the 
elderly recipient authorizing it and as an essential saving in op- 
erational costs for the trusteeship, would reimburse the social 
security trust fund for the full cost of the services rendered, re- 
imbursing it for time, labor, and material needed to perform this 
clerical function.) 

(kh) Transfer to the respective insurance company or com- 
panies the premiums collected from all the insured ; 

(7) Supervise the administration by the insurance carriers 
with the purpose of lessening costs and liberalizing benefits; and 

(j) Further the progress of the medical profession’s announced 
purpose to increase the quality of services rendered to the elderly 
and to decrease the costs of such services. 

We believe that our proposal meets the needs of older persons. 

1. The mass buying power which the trusteeship would have by 
adopting this plan would guarantee the subscriber the greatest bene- 
fits for the least cost. 

2. The automatic deduction feature for OASDI recipients has been 
shown by statistics to be the most efficient means as evidenced by the 
fact that 68 percent of all families with health insurance policies 
provide for automatic deductions. 

Those elderly persons who feel they are already adequately cov- 
ered, or who for other reasons do not desire such protection, have the 
choice of refusing to subscribe to the plan. 

Unlike the proposals made by the insurance industry, medical pro- 
fession, and Government administration, our plan maekdioe 
_ (a) Provide immediate protection and not take years to be put 
into operation ; 

(6) Obtain great numbers of subscribers due to confidence in 
the joint trusteeship ; 
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(c) Not be expensive because of the plan’s tremendous buying 
power. 

Our plan would in short differ from H.R. 4700 in that it would— 

(a) Be administered by private industry, not by the Goven. 
ment; 

(6) Be accepted by the beneficiary as a voluntary action and 
not through legislation ; 

(c) Allow doctors to set their own fees and not be controlled by 
the Government but rather by the recommendation of their own 
medical association ; 

(2d) Be financed without additional social security taxes or 
Government aid ; 

(e) Make its benefits available to all older persons, not 
OASDI recipients only. 

The most apparent objection to our plan is the question of finances, 
It might be said, “The elderly person would not be able to afford the 
monthly premium.” We desire to answer this objection by stating that 
to us this statement involves two distinct and separate concepts: (1) 
The socially compelling one of making available to all elderly persons 
the best possible medical protection at the lowest possible price; and 
the other, the question of dollars. 

Very definitely to deny to all the first because of the second, affecting 
a segment only, seems to us faulty reasoning. The granting of addi- 
tional benefits is itself a granting of dollars. Does not the real issue 
concern itself, on the one hand, with dollars to be spent by the recipient 
according to his choice, wise or otherwise; and, on the other hand, 
dollars allocated and earmarked for his use, the choice determined for 
him and not by him ? 

We certainly maintain that the individual citizen, with proper 
advice, is capable of budgeting his income and allocating his resources 
to meet the necessities of living, including payments for his own 
health care. If the Government maintains that the elderly person is 
not competent to provide for his health care, would not the same 
Government be justified also in believing him equally deficient in his 
ability to budget for food, for rent, for clothing, and the other neces- 
sities of life? To compel the elderly citizen to accept an additional 
outlay of dollars in the form of required benefits is to deny him the 
American right of free choice and the freedom of independent action. 

There are other minor objections that can be raised. 

(2) You may say, “People who most need protection might not 
join the plan.” Industry has taught us that with proper education 
as to the value of such protection it can expect an excess of 90 percent 
participation. Success in our own NRTA and AARP plans indicated 
that the trusteeship can be justified in anticipating similar results. 

In summary, our proposal rests upon certain basic assumptions, 
which we hope you, too, will accept. 

1. Health protection is an essential to a satisfying way of life. Once 
a luxury, it is now regarded as a necessity in the same category as food, 
clothing, and shelter: 

2. It is the responsibility of society to make available to every older 
person desiring them the best and the least expensive types of medical 
protection, whether that person is or not an OASDI beneficiary. 
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3. While we fully grant that it is the obligation and the respon- 
sibility of society to supply the essentials for life to those not finan- 
cially able to furnish them for themselves. We also maintain that the 
function of government is to do for the individual only that which 
he cannot do for himself. In the words of Abraham Lincoln, “In all 
that the people can do individually as well for themselves, government 
ought not to interfere.” 

The Cuamman. Dr. Andrus, you have consumed your time. 

Dr. ANprus. May I finish with a very definite statement ? 

The CuarrmMan. Yes, we will recognize you for an additional 
minute. 

Dr. ANprus. We can look with confidence to the action by the trus- 
teeship, taking into consideration these well-established facts: 

1. The total medical cost of an elderly person will average approxi- 
mately $200 a year. 

2. The hospital-surgical-nursing home care, as estimated by HEW, 

will average $72 a year, approximately one-third of the total medical 
cost. 
3. The protection under H.R. 4700 or any other program planned 
upon its specifications will absorb only one-third of the total medical 
cost, although almost 100 percent of the cost of the hospital-surgical- 
nursing home care. 

4. There will therefore remain for the older person the necessity to 
provide the money to care for the remaining two-thirds of the cost 
of his medical care, or $10 per month, or $120 per year over and above 
that assumed by the provisions of H.R. 4700 or any other plan pat- 
terned upon its specifications. 

5. The trusteeship recognizes its opportunity, through its vast par- 
ticipation, of the protection it offers, its ability to level out for every 
beneficiary the wide range of possible hospital-surgical-nursing home 
costs, basing its protection upon the statistical fact that only 14 per- 
cent of those persons over 65 will be likely in any one year to incur 
such costs. This is the well-accepted principle now protecting over 
100 million American citizens. 

6. With a limited percentage of coinsurance, and through the elim- 
ination of the high cost of member acquisition, savings on collection 
cost, the trusteeship will find it possible, as do certain large group 
cases in industry today, to pay out 95 cents of the premium dollar, 
keeping administrative costs below 5 percent. This is a savings in 
excess of 25 percent from the usual 60 to 80 percent payout per pre- 
mium dollar in claim payments. 

7. The trusteeship will then find itself in the position of offering 
to all persons over 65, on an optional basis, for a premium of $6 per 
month, coverage as follows: 

(The information referred to follows :) 

Hospitalization—60 days of coverage: First 15 days at $25; next 15 days 
at $20; next 30 days at $15. 

Skilled nursing home care.—60 days of coverage: First 30 days at $7.50 per 
day ; next 30 days at $5 per day. 

Surgical benefits —The surgical benefits could be patterned after a relative 
value schedule recently adopted by the California Medical Association whereby 
they have agreed to accept 60 percent of their normal listed fees in full pay- 
ment for persons over 65 with modest incomes. Included also are the fees 
of the anesthetist and assistant surgeons. Full payment would be provided for 
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those persons going to a participating surgeon who has agreed to abide by 
scheduled amounts. In the event a person determines to go to a nonparticipgt. 
ing surgeon, he would receive the cash allowance provided and deal with pis 
surgeon personally. 

8. The trusteeship looks hopefully toward the day when once having solya 
the large problem of hospitalization-surgical-nursing home care, it can follow 
the example of industry and labor and gradually extend its economic protectigy 
to the other two-thirds of the elderly person’s medical budget; namely, medica) 
visits, surgery, drugs, dentistry, appliances, etc. 

The fundamentals of our program are simple: 

1. Provide a prepaid budget health protection program to be offered at 
minimal cost, on a voluntary basis. 

2. Provide a simple withholding mechanism of premium payments by dedue. 
tion from the social security warrant for OASDI recipients, upon request, and 

3. Educate our elderly population to the value of benefits of voluntary partici. 
pants under this protection. 

This is therefore our request—that your committee facilitate the premium 
collection by the proposed trusteeship through the initiation of legislation that 
would authorize the Social Security Administration to withhold the premium 
cost from the monthly payment of those social security beneficiaries requesting 
such a convenience. 

By this action, your committee will immediately set in motion over the 
entire land a program of medical security for the elderly, simple, speedy, eco- 
nomical, serviceable, American. It will permit, through the flexibility of the 
trusteeship’s administration, a periodical adjustment, through the years, and 
so protect the retirees of the future as well as the retirees of today. While our 
proposal may not meet the absolute goal of the various groups represented at 
these hearings, it would, in our opinion, be acceptable as a constructive forward 
step in providing the health protection needed by our elderly and long overdue. 
It would translate years of discussion and dissension into immediate and salutary 
action. 

In conclusion, we recommend that your committee refer our proposal to an 
ad hoc subcommittee to which we gladly offer the services, personnel, and 
statistical data of our association in developing its possibilities. 


The Cuairman. Dr. Andrus, it will not be possible for us to hear 
you for the time that would be required for you to read the remainder 
of your statement. It will be inthe record. If you want to say some- 
thing in just a very brief statement about your conclusion, we will 
be glad to hear that. 

r. Anprus. May I present Mr. Davis for a comment? Will there 
be time? 

The CuarrMan. For the conclusion, if you want to. 

Mr. Davis. Mr. Forand, we have read the hearings of last year, and 
we have listened to your hearings this week and we have all appre- 
ciated your position and would like to give yow credit for the fact that 
you also invited a solution that will work and will be acceptable to all 
groups. 

We believe that the solution we presented here today, and which we 
have previously presented to you in person, is the solution which will 
be acceptable by all groups that have appeared during these hearings. 
Though it will not meet the absolute goals of every one of those par- 
ticular groups, it is our sincere belief that it meets every one of their 
objections, and that if you actually develop a subcommittee study of 
this proposal as we are now submitting it, all the groups involved 
would agree to go along with it and there could be instituted immedi 
ately an effective means of providing protection to the older person. — 

The Cxsmman. We thank you very much for bringing to us this 
syegertion representing your views and the views of those associated 
with you, 
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Mr. Foranp. Mr. Chairman, I think I am safe in telling Mr. Davis 
and Dr. Andrus and the other lady that all of the proposals that 
have come in to the committee will certainly receive very serious 
consideration. I was particularly interested in this item No. 6 on page 
) where it reads : 

With a limited percentage of coinsurance, and through the elimination of the 
high cost of member acquisition, savings on collection cost, the trusteeship will 
énd it possible, as do certain large group cases in industry today, to pay out 95 
cents of the premium dollar, keeping administrative costs below 5 percent. This 
isa savings in excess of 25 percent from the usual 60 to 80 percent payout per 
premium dollar in claim payments. 

The representative of the insurance industry told us just this after- 
noon that they are paying 89 percent. Would you want to comment 
on that ? 

Mr. Davis. Yes, I would, Congressman Forand. I, too, of course, 
am an indirect representative of the insurance industry, having devel- 
oped the original over 65 coverage plan myself with Dr. Andrus, and 
in 1955 concluding it for the Retired Teachers Association. I heard 
Mr. Faulkner make his statement today. When he was talking of 
8) percent, he was talking for all group cases of various sizes. He was 
talking of small group cases of 10 lives and group cases of a hundred 
lives, and he was talking of group cases like United States Steel Co., 
and the automobile industry which run on a very much smaller per- 
centage. 

for a case of the size that we envision here, we are certain that the 
trusteeship, without any difficulty at all, could have the insurance 
industry fighting to underwrite the plan with a 5 percent administra- 
tive cost. May 1 also point out that this is similar to the administra- 
tive cost that has been estimated by Mr. Flemming in his HEW 
report. 

here is no reason that the insurance industry, through the mechan- 
isms already established, could not administer it even more cheaply 
than the Government because they already do have these established 
mechanisms. If we had had the opportunity to read further, you 
would find that we outline a plan o benefits which we feel are com- 
parable to those benefits which are offered in your bill. These benefits 
established on the basis of a 95-percent payout, must be able to pay 
out the exact same benefits that your bill suggests since your bill can 
also only pay out 95 cents on the same dollar. 

Therefore, we feel that through this mechanism we can accomplish 
what you are trying to accomplish, which is to bring protection to 
the people, but at the same time do it through the private industry 
basis and not have the objections of the American Medical Associa- 
tion or any other organization, because what in fact you are doing, 
Congressman Forand, of course, is that you are giving everybody an 
additional $6 a month in social security, and then taking that sum and 
on them, “You cannot have it in dollars, but you must have it in 

nefits. 

We say if you want to ee the people an additional $6 in social 
security, fine. Give it to them in cash. Then educate them to make 
the right option and make available to them the option to buy the 
medical protection that they would like to buy for that $6. 

ir. Foranp. There is one point I would like to have you comment 
on, if you care to. I have had reports that the rates charged by the 
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commercial companies represent a markup of about 50 percent. Haye 
you any comments on that? 

Mr. Davis. Yes; I do, and I do not want to, of course, criticize the 
insurance industry, because I think they have done some very, very 
yn pase work in this field though they have been developing 
slowly. 

Unfortunately, in the insurance industry, as in any other industry 
or in any other group of people, including the AMA or even labor, 
you have certain companies which do a better job than other com- 
panies. There are certain plans that have come out recently from 
some of the smaller companies, and also from some of the largest 
companies, which I know, based upon the actuarial experience that 
we have developed over the last 5 years with retired people, are not 
going to pay out, in my opinion, more than 50 cents on the premium 
dollar, and this is a very easy thing to analyze, Congressman Forand. 

All you have to do is take the HEW statements of cost per dollar 
and allocate it toward the benefit structure that these plans carry. For 
instance, there is one plan being offered for $8.50 a month. There is 
no question that if operated on the basis of our trusteeship, this same 
benefit program ete be offered for $4.25 a month. 

Mr. Foranp. Thank you very much. 

Mr. Davis. There are other companies, however, which are giving 
a higher percentage ratio of benefits than this particular plan. How- 
ever, we feel that the trusteeship is the best answer to the problem. 

The Cuarrman. Are there any further questions? 

Mr. Auger. May I ask just this? 

The Cuarrman. Mr. Alger. 

Mr. Acer. I was hoping someone else would ask this question: 
What relationship, if any, would there be between the setting up of 
the trusteeship and the Government jurisdiction? In other words, 
would the trusteeship be entirely apart from Government? Would 
we keep an eye on it? 

Mr. Davis. We have tried very, very hard in our proposal, in order 
to avoid the possible criticism of the groups that we think should form 
this trusteeship to keep Government out of the trusteeship. What 
has happened, Mr. Alger, is that the person has lost the paying agent. 
This becomes the most important loss to the individual. When he 
was working and employed, there was a simple mechanism for him to 
pay his insurance—a payroll deduction. It was taken out of his pay 
and he never even realized he was paying it. Suddenly, upon retire- 
ment, he no longer has a paying agent. 

Therefore, all the plans in existence up to now require an affirma- 
tive action each nebih, a direct payment, a check sent in, as is rene 
sented by the fact that we receive in our office 100,000 checks monthly. 

Mr. Acer. I know you know much more about this. We ought to 
have, as you suggested, the subcommittee go into this, but I do not 
want to take a lot of time. Can you just tell me the relationship! 

Mr. Davis. The relationship would only be that we would ask your 
committee to authorize the Social Security Administration to make a 
payroll deduction from the social security annuitant’s check, if au- 
thorized by the annuitant to do so, and that we would reimburse 
full the Social Security Administration for the clerical work that they 
do. 
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Mr. Atcer. Who would form the trusteeship ? 

Mr. Davis. The trusteeship should be organized, as we say in our 
report, by the five groups who are represented at these hearings. 

Mr. Avcer. Don’t you want legislation ? 

Mr. Davis. The only legislation that we require is the authorization 
for the Social Security Administration to make a deduction from the 
pension check. It has no authorization to do that under the current 
law. 

If that authorization were given, then the wheels could be set in 
motion. We have already met with the American Medical Associa- 
tion, with organized labor, with the National Association of Manu- 
facturers, with the insurance industry, and ep none of them will 
agree that they will accept our proposal carte blanche, they have all 
agreed that there is good merit in the program and that, if invited to 
a meeting to discuss this proposal further around the table in order to 
solve the problem, they would do so. 

Mr. Avcer. I think you have some interesting ideas. 

Thank you very much. 

The CuarrMan. Are there any other questions? 

Thank you again for bringing to us these suggestions. 

Dr. ANprus. Thank you very much for hearing us. 

The Cuarmman. We are pleased to have you, Doctor. 

The next witness is Dr. Piszezek. 

Mr. Machrowicz ? 

Mr. Macurowicz. On behalf of Congressman O’Brien who could 
not be here this afternoon, I would like to welcome Dr. Piszezek and 
also state that, although I had not met him until the other day, on 
the basis of the glowing terms in which our mutual friends have de- 
scribed his high professional stature, I am sure that he will have very 
much to contribute to our hearing today. 


STATEMENT OF EDWARD A. PISZCZEK, M.D., CHICAGO, ILL., ON 
BEHALF OF THE ILLINOIS STATE MEDICAL SOCIETY 


Dr. Piszezex. Thank you. 

Mr. Mason. Now, Mr. Chairman, I want to add my 2 cents’ worth. 

The Cuatrman. Mr. Mason. 

Mr. Mason. The distinguished and eminent phyicision that. is be- 
fore us, and his companion over there, are both from my home com- 
munity. Dr, Piszezek has gone to Chicago to practice, but he origi- 
nally came from my home community. ‘They are very eminent phy- 
sicians, and I particularly ask, as a favor to me, that the author of this 
bill will handle the testimony and his questions in a kindly, sympa- 
thetic manner. 

Mr. Foranp. I assure you I will do that. 

Mr. Krocu. Mr. Chairman, I would like the record to note that 
we have in the audience another Illinois doctor from Chicago who in 
addition to all his other qualifications is the personal physician of our 
distinguished colleague, Mr. O’Brien: Dr. Sullivan. 

The Cuatrman. We are pleased to have Dr. Sullivan. 

Doctor, will you give us your full name and address ? 

Dr. Piszczex. I am Dr. Edward A. Piszezek, of Chicago, councilor 
of the State and the Chicago Medical Societies, and specialist in pre- 
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ventative medicine and public health, and for 26 years a servant of 
the people of Cook County. 

The Cuarrman. Doctor, you are recognized for 5 minutes. 

Dr. Piszczex. Mr. Chairman and members of the committee, 
behalf of the Illinois State Medical Society, the membership of which 
consists of more than 10,000 licensed doctors of medicine residing in 
the State of Illinois, I urge your committee to disapprove H.R. 470), 

Physicians generally, as well as the numerous medical organi. 
tions which they have established, are by no means unmindful of the 
many problems which are confronting our aging population, nor of 
the health needs of America’s senior citizens, present and future. We 
cannot agree, however, that the social security approach proposed by 
H.R. 4700 is a wise or effective one. The accumulation and spending 
of enormous amounts of tax moneys is no proper substitute for thor. 
ough study and planning at the State, local, and community levels 
Even if the need for Federal intervention on a vast scale could be 
demonstrated, and we earnestly submit that it cannot, H.R. 470 
would fail to benefit many who are in the greatest need of assistance, 
and would at the same time destroy much of the amazing progres 
which has been made in the field of voluntary prepayment medical, 
surgical, and hospital insurance. 

Your committee already has detailed data covering these areas of 
activity prepared by the American Medical Association, the Health 
Insurance Association of America, Blue Cross-Blue Shield, and by 
other organizations and individuals. 

In Illinois, numerous forces have been at work for some time to 
assist our older citizens in obtaining the health services they require. 
The Illinois State Medical Society maintains an active committee on 
aging, and the society’s house of delegates has supported the commit: 
tee’s excellent work enthusiastically. 

The society has cooperated with the National Joint Council to 
Improve the Health Care of the Aged which held a national confer- 
ence here in Washington last month; it has informed the Hon. Wil- 
liam G. Stratton, Governor of Illinois, of its wish to help plan and 
participate in State conferences on aging in preparation for the 
White House Conference on Aging to be held in January of 1961; 
and it has encouraged the appointment of committees on aging by 
county medical societies throughout the State. 

At its annual meeting in May of this year, the society’s house of dele- 
gates adopted a resolution urging all members of the society to serve 
needy aged persons at reduced fees, and asked our hospitals to find 
ways of granting them similar consideration. In addition, the society 
is placing ever-increasing emphasis on the problems of aging in its 
publications, its educational and scientific meetings and in its contact 
with other lay and professional organizations. 

In Illinois, as in other States, many religious groups are stepping 
up their activities in this field. A large Presbyterian retirement vil- 
lage will soon be started in Evanston, IIl., just north of Chicago. A 
similar home will be erected under Catholic auspices in nearby Gler- 
view. Many other institutions of this type are planned throughout 
the State. 

Chicago and Cook County will soon be served by a home care prv- 
gram to be operated in cooperation with Cook County Hospital. ! 
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night add that that program started this Monday. Through these 
means patients who need medical attention but do not require hos- 
pitalization will be cared for in their homes, and a very high ” - 
centage of these will be in the over 65 age group. At Oak Forest, IIL, 
some 200 tuberculosis patients were recently transferred to other insti- 
tutions, and another 250 will soon follow. This will provide room 
for more than 400 elderly people in Cook County’s largest home for 
the aged, which up to now has been partly used for TB, but because 
of the earlier recognition of TB, the more effective treatment, the hos- 
pital stay has been reduced from more than a year down to about 7 
months, on the average. 

Just last month the Illinois Legislature acted to continue a State 
commission on the aging and aged which is studying all aspects of the 
problem at the State level. Proposals for the creation of a new post 
of special assistant to the Governor for problems of the aging seem 
destined for early adoption. 

And Illinois is currently spending tens of millions of tax dollars 
annually for the health care of its medically indigent, many of whom 
are in the advanced age group. In this connection, the Illinois State 
Medical Society has always cooperated closely with the Illinois Pub- 
lie Aid Commission and with county welfare departments in their 
public assistance programs. 

Time does not permit any further recital of the continuing efforts 
of both public and private agencies to assure our senior citizens that 
their needs will be met. The physicians who comprise the member- 
ship of the Illinois State Medical Society simply cannot be per- 
suaded that national compulsory health insurance is desirable for 
any segment of our population whether over or under the age of 65. 
And to pretend that PLR. 4700 is not a program of compulsory health 
insurance which would lead logically to the nationalization of all of 
our health services is simply a refusal] to face the facts. 

f submitted on behalf of the Illinois State Medical 
ociety. 

Phe’ Cinnittiedse Doctor, we thank you, sir, for bringing to us the 
views of the Illinois State Medical Society. We appreciate your 
coming to the committee. 

Are there any questions? 

Thank you, sir. 

Mr. Mason. Mr. Chairman, my community produces some great 
men. 

oH Cuamman. Doctor Rouse, will you please come to the witness 
table. 

Mr. Alger? 

Mr. Arcer. Thank you, Mr. Chairman. It is my very real privi- 
lege and pleasure, and I appreciate your recognizing me, to intro- 
duce Doctor Rouse. 

Doctor Rouse, I might warn you right now that this introduction 
will not help too much. I am in a little disfavor for questioning a 
little longer this morning than maybe I should have, according to 
some of my colleagues, but just the same, I would like to present 
you in the best way that I can. I do not think I can do justice to it. 
I would like to say to my colleagues that the doctor is a native 

exas. He is a private practitioner of medicine in Texas in gastro- 
enterology, gastrointestinal diseases. 
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Doctor Rouse is more than that, however. He is an author of many 
leading papers for leading medical journals. He is a lecturer and 
professor at the Southwestern Medical Institution. He is a statesman 
of stature in our community because of the part that he has played in 
community affairs, both in Texas and in the southwest in his business 
and civic affairs. 

He is past president of the Texas Medical Association of 8,000 mem- 
bers, current president of the Southwestern Medical Association of 
14,000 members, was the Texas chairman of the delegation to the 
House of Delegates of the AMA, and recently was elected vice speaker 
of the AMA. I am certainly proud that he comes from our commu- 
nity, and I think he will be a good spokesman. I might say he is also 
a member of that committee that Sea to do with the insurance and 
prepayment plan. 

Doctor Rouse. 

The Cuarrman. Doctor, after such a fine recommendation, it isa 
shame to limit a man to 5 minutes, but we will recognize you for 
5 minutes, 

Mr. Mason. My colleague has shamed me in my introduction of my 
distinguished friend. 

The Cuatrman. Thank you, Mr. Alger. 

Mr. Aucer. Thank you. 


STATEMENT OF MILFORD 0. ROUSE, M.D., DALLAS, TEX., ON 
BEHALF OF THE TEXAS MEDICAL ASSOCIATION 


Dr. Rouse. Mr. Chairman, and members of the committee, I am 
most grateful for the kind words of my good friend, your honored 
colleague. 

I have come to discuss with you, on behalf of the 8,000 members of 
the Texas Medical Association and of our fellow citizens, the matter 
of H.R. 4700. 

In the interest of your time, I shall probably abstract my prepared 
statement, and if I can make it even a little more spicy, perhaps that 
will add to it too. In Texas are men who think for themselves 
whether they smoke or not, and they speak for themselves without any 
outside stimulation or repression from the upper echelons, I can assure 
you. 

Mr. Mason. We know that. 

Dr. Rouse. We feel keenly the responsibility of maintaining the best 
health for the 9 million people in our State, not just those above 66. 
In a State that is steeped with the traditions of individual liberty and 
initiative, we feel, however, that the voluntary private approach in the 
matter of medical care for the aged should continue to be utilized to 
provide hospital and surgical benefits for our senior citizens. 

The prepared statement covers the main reasons that have led our 
8 ow srt body to repeatedly take a stand against any kind of 
egislation such as we are discussing today. I mention that I also have 
the privilege of representing the overwholming majority of fellow 
Texans, whether they are doctors or not, and yesterday there appeared 
as the leading editorial in the Dallas Morning News, which is the most 
widely read paper in the Southwest, an editorial entitled, “Blueprint 
for Socialism,” which I have just asked the chairman to distribute to 
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you, and, frankly, this summarizes very nicely what I think is really 
ihe greatest concern of us physicians about this type of legislation. 

I would like to quote a few things in lieu of the things that are 
mentioned there. If it might be possible to put the entire editorial 
in, it would be fine. This reads: 

The blueprint for American socialism is now on display in Washington in 
the way of H.R. 4700. 


Then, after describing the bill— 


but the staggering cost is not the worst feature of it. This is the entering 
wedge for socialism on all fronts. If this bill passes, it will be aimed in the 
future to apply to all persons on social security rolls at all ages. 

Once the medical profession is socialized, then journalism, law, engineering, 
and every other profession and business will be attacked. 

Washington has no more business providing free medical care to people over 
65 than it does to provide them shoes, bread, or automobiles. 

As was mentioned by your colleague, Mr. Alger, “Existence of a 
problem in this country like medical care does not justify Government 
controls to solve it.” Then after mentioning the British experience, 
the conclusion is this: 

Hither this country stops the steady push toward socialistic services or it 
goes headlong into them. 

This is the issue with H.R. 4700, in the opinion of this editor, who is 
widely read in our section. 

I would like in the remaining time to just report what in Texas 
we have done about it, which reminds me of the beautiful southern 
lady who owned a mansion across the road from which was a honky- 
tonk, to her continued unhappiness. 

One night she called her servant, Mandy, and said, “Mandy, you 
are a good Christian. This den of iniquity is bound to offend you 
like it does me, so let’s pray that the Lord will remove it.” 

They prayed and went their own way and the next morning when 
Mandy came in the lady said, “Mandy, a wonderful thing. Last 
night we prayed. I prayed for months and nothing happened, but 
I got up this morning and the thing had burned to the ground.” 
Mandy said, “Yes; you prayed and went to sleep. I prayed and 
looked for the matches.” 

And so in Texas now we have looked for the matches, and we have 
tried to overcome this problem just as others in other States are doing 
and I would like to report that the Texas Medical Association is fully 
engaged in the multiphased program designed to alleviate many exist- 
ing problems related to medical and social services for the aged. 

Last year our committee on voluntary health insurance made a very 
comprehensive study. They reported for one thing that there were 
no bona fide instances of anyone suffering from lack of proper medical 
care in our good State. They did feel there was a need for providing 
some special form of prepayment insurance for the 675,000 Texans 
over 65, and our House of Delegates asked the Blue Cross to make a 
special survey, upon which several thousand dollars are now being 
spent. 

We have already authorized Blue Cross then to proceed with the 
policy. The director of Blue Cross assures me this week that it will 
og October 1. Several other positive programs are briefly men- 
loned. 


I am 

.ored 

rs of a 

atter 4 

ared 

that 

elves 

any 

ssure 

best 

e 65. 

and 

1 the 

d to 

our 

1 of 

vave 

ured 

nost 

rint 

e to 


522 BENEFITS FOR OASI BENEFICIARIES 


The association’s committee on voluntary health insurance has ep. 
barked upon a comprehensive plan designed to control the costs of 
medical care, and to keep the availability of good medical care within 
the reach of as many individuals as 

Our committee on aging has been very active, and presently is com. 
pleting an intensive educational and informational program among 
the profession. With the cooperation of the American Medical Asso. 
ciation we had a very successful regional conference on aging, in 
Dallas. 

We have another one in the planning stage now. In addition to 
the independent activities, the Texas Medical Association is cooperat- 
ing with many other State groups which hold the primary responsi- 
bility for health services, for example, last spring our State association 
joined with the Texas Hospital Association, its Dental Association, 
and the Texas Association of Nursing Home Operators to form the 
Texas Joint Council to improve the health care of the aged. 

This council is exploring the entire spectrum of problems relating 
to aged, and the aging process. 

During the last 18 months we have been working closely with pri- 
vate insurance carriers and Blue Cross-Blue Shield, to encourage a 
million more Texans to procure voluntary health insurance. 

Mr. Foranp (presiding). Doctor, are you almost finished with your 
statement? You have gone over your time. We will give you a brief 
extension. 

Dr. Rouse. In conclusion, we believe that the legislation is not 
needed, and we are hoping that you will reject the proposed legisla- 
tion and thereby enforce the philosophy of free enterprise which has 
given our United States the highest quality of medical care in the 
world. 

Thank you. 

Mr. Foranpv. Doctor, first, let me thank you for coming to the com- 
mittee and giving us this fine report. I enjoyed your story about the 
prayers. 

I advise you now that you had better continue praying and work- 
ing, because I do not intend to give up the fight. We have to havea 
solution to this problem and, if you people can come up with a better 

lan than mine, I will embrace it. But you have to convince me that 
it is better than this. 

Dr. Rouse. That is a fine spirit. We will continue to work, Con- 
gressman ; yes, sir. 

Mr. Foranp. Thank you so much. 

Are there any questions ? 

Mr. Mason. Mr. Chairman, I just want to make this statement. 

Doctor, you will agree that this fine gentleman of ours, who is the 
author of this bill, has done a great job in stimulating and initiating 
things that were too long ignored and neglected. You will agree to 
that, won’t you ? 

Dr. Rouse. We appreciate his effort in putting all of us at work and 
thinkirig; yes, sir. 

Mr. Mason. Why, of course. 

Mr. Foranp. Are there any further questions ? 

If there are no further questions, we thank you, Doctor. 

Dr. Rouss. Thank you for the privilege. 

(Dr. Rouse’s statement follows :) 
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BY Muit¥orp O. Rouse, M.D., OF THE Texas MEDICAL ASSOCIATION 


Mr. Chairman and members of the committee, I am Dr. Milford O. Rouse of 
Dallas, Tex. I am appearing here as a representative of the Texas Medical 
association. I appreciate very much the opportunity to appear before you, and 
19 discuss with you the views of the medical profession in our State concerning 
the provisions of H.R. 4700. ' 

The medical profession of Texas is acutely aware of its great responsibility 

tomake available the best medical care possible for the aged as well as for the 
State’s entire population of more than 9 million. We are particularly cognizant 
of the existence of certain medical care problems among our senior citizens. We 
fully concur that efforts to resolve existing problems should be continued and 
increased. 
"Nevertheless, we do not agree with advocates of H.R. 4700 as to the nature and 
extent of existing problems, nor as to the means of resolving them. In a State 
steeped in the traditions of individual liberty and initiative, we feel that the 
yoluntary private approach should continue to be utilized to provide hospital 
and surgical benefits for older persons. Permit me to summarize the basis of our 
opposition to this legislation, and to report the positive approach which is being 
pursued vigorously in our State. 

The policymaking body of our 8,000-member association repeatedly has ex- 
pressed its opposition to H.R. 4700 and similar legislation. The basis of our 
position is as follows: 

First, and foremost, we feel that hospital and surgical services for the aged 
can and should be handled in keeping with the American traditions of free 
enterprise. Blue Cross-Blue Shield of Texas and the private insurance com- 
panies have demonstrated their ability to meet the extensive insurance needs of 
the growing population of our State. 

Second, we oppose Federal intervention in medicine bécause it is detrimental 
to the doctor-patient relationship and to good medical care. We believe that 
each illness is a personal problem which is of primary concern to the patient 
and to the doctor and not to an expensive third party like the Government. We 
oppose Federal intervention because we believe that the patient should have 
unrestricted free choice in selecting a doctor. We also believe that the doctor 
owes his unqualified responsibility directly to the patient and not to a Federal 
agency which might use the individual’s tax contributions in order to pay for 
his medical bills. 

Third, H.R. 4700 actually is national compulsory health insurance. It em- 
braces the principle of Government regulation of professional fees, wages, prices, 
and services. 

Fourth, we do not feel it will solve the primary problem of financing medical 
care for the aged. In our State, for example, only 4244 percent of the aged are 
covered by social security benefits. 

And, fifth, this legislation will result in higher taxes, and less take-home pay 
for all covered by social security. It also will impose another tax burden on the 
employer. It could result in the fiscal wrecking of the entire social security 
system. 

Permit me to report that the Texas Medical Association is fully engaged in a 
multiphased program which is designed to alleviate many existing problems 
related to medical and surgical services for the aged. Following preliminary 
investigation, the association’s committee on voluntary health insurance reported 
that a need does exist for a tailormade insurance plan for the 675,000 Texans 
who are 65 years of age or older. The committee has asked Blue Cross-Blue 
Shield of Texas to undertake a factfinding survey related to all aspects of 
medical care for the aged. We believe that at the completion of this study that 
we will have far more accurate information than presently is available. With 
these facts on hand, our committee will formulate a realistic plan of coverage 
for the aged—a plan designed to fulfill those needs which are brought out in the 
survey. The Texas House of Delegates has authorized Blue Cross-Blue Shield 
— the plan, and I am pleased to report that it will be introduced in 

ctober. 
Several other positive programs are worthy of brief mention. The associa- 
tion's committee on voluntary health insurance has embarked upon a compre- 
hensive plan designed to control the costs of medical care, and to keep the avail- 
ability of good medical care within the reach of as many individuals as possible. 
The Texas Medical Association’s committee on aging has been very active. It 
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presently is completing an intensive educational and informational progray 
among the profession. The committee, in cooperation with the American Medica] 
Association, conducted a very successful regional conference on aging in Dallas 
Another State conference is in the planning stage, and likely will be presented at 
the Texas Medical Association’s annual meeting next April. 

In addition to its independent activities, the Texas Medical Association jy 


cooperating with many other State organizations which hold the primary 
responsibility for health services. This past April our State association joined 


with the Texas Hospital Association, the Texas Dental Association, and the 
Texas Association of Nursing Home Operators to form the Texas Joint Council 
To Improve the Health Care of the Aged. This council is exploring the entire 


spectrum of problems relating to the aged and the aging process. During the 
past 18 months, the association has been working closely with private insurance 
earriers and Blue Cross-Blue Shield to encourage a million more Texans to 
procure voluntary health insurance. 

In summary, we in Texas believe that this legislation is unwise and not needed. 
We believe that private, individual care is greatly superior, and far less expensive, 
than Government medicine. We hope that you will reject the proposed legisla- 
tion which is before you. In this way you will be endorsing the philosophy of 
free enterprise which has given the United States the highest quality of medical 
care in the world today. 

Thank you very much. 


Mr. Foranp. The next witness is Dr. Azzari. 

Dr. Azzari, Mr. Keogh, who was here, but had to leave, was intend- 
ing to give you one of those flowery introductions. 

Dr. Azzart. Thank you just the same, Mr. Chairman. 

Mr. Foranp. He advised us of your great experience, background, 


and qualifications and impressed us so that we are eager to listen to 
what you have to say. 


Dr. Azzart. Thank you, Mr. Chairman. 

Mr. Foranp. For the purpose of the record, will you give your 
name, your address, and capacity in which you appear. 

Dr. Azzart. May I ask your chairman’s permission to have Mr. 


Farrell sit to my right. He is the director of the bureau of medical 
care insurance. 


Mr. Foranp. We will be glad to have him. 
You are recognized for 5 minutes. 


STATEMENT OF DR. RENATO J. AZZARI, MEMBER, BOARD OF TRUS- 
TEES, AND PAST PRESIDENT, MEDICAL SOCIETY OF THE STATE 
OF NEW YORK 


Dr. Azzart. Mr. Chairman, and members of the committee, my 
name is Dr. Renato J. Azzari, the Borough of the Bronx, New Yor 
City. 

rf a member of the board of trustees and past president of the 
Medical Society of the State of New York, I am here today to voice 
the vigorous and unalterable opposition of our organization, the third 
largest group of its kind in the world with 24,903 physician-members, 
to the enactment of H.R. 4700. I do so in keeping with the actions 
taken by our house of delegates and council. 

No complete and conclusive evidence has been presented to prove 
the need for such legislation in New York State. On the contrary, 
there is ample evidence that there is no need for such a law in the 
Empire State. 
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The numerous programs now being conducted mn gpomer and effec- 
tively in New York State by voluntary State, county, and local group, 
make H.R. 4700 unnecessary. According to reliable information, 
there are 14,780,000 persons, 88 percent of the people of the State, now 
covered by some form of hospital insurance. Thirteen million, two 
hundred thousand persons, 80 percent of the population, are covered 
by regular medical care and/or surgical insurance. It is recognized 
that the coverage in all instances is not complete. Much progress has 
been made in recent years in extending the benefits of voluntary plans 
to those participating in them. It can be expected that greater 
advancements will take place in the future. 

Exclusive of Federal aid, it is reliably estimated that New York 
spends almost $6 million a month ($72 million a year) on a caseload 
of 87,000 old-age assistance cases. This financial assistance includes 
other factors besides medical care. 

In New York, any person who requires medical care but cannot pay 
for it receives that care. This program in terms of medical standards, 
administrative efficiency, and results has-been classified as one of the 
best in the country. Reliable sources show that approximately $100 
million a year is spent to provide medical care for the medically 
indigent. 

There can be only one interpretation of the proposed law—it is the 
compulsory socialization of medical care. The law would destroy the 
doctor-patient relationship and result in extensive compulsory taxa- 
tion. Inevitably, pressures will arise to extend such law to the rest 
of the population. Such a law would undermine voluntary health 
insurance; gradually replace it. Few people would carry both Gov- 
ernment and private plans in New York State. 

H.R. 4700 would destroy personal and family responsibility in 
regard to medical matters. It would stifle the initiative of individuals 
and families to care for themselves and their aging relatives, a virtue 
unfortunately already on the wane in many families. This responsi- 
a rests ae with the individual and his family and is a 
fundamental principle upon which our Nation was founded. 

_The State society recognizes that problems exist among our senior 
citizens. We have taken steps to meet these problems. 

Implementing and encouraging further expansion of the voluntary 
plans, in May 1959 the house of delegates strongly urged both Blue 
Cross and Blue Shield plans to develop programs for people over 65. 
The New York plans have responded to this request and steps already 
have been taken to provide more adequate medical and hospital care 
for the aged at a price they can afford. ; 

Early this year, the Western New York Medical Plan, Inc. (Blue 
Shield plan, Buffalo), offered to everyone in the over-65 group a 
contract providing medical and/or surgical service benefits at no addi- 
tional cost and with no reduction in benefits. A total of 2,368 persons, 
ranging from 65 to 97 years of age, signed the contracts. This type 
of pilot study is being actively encouraged and will be further ale. 
mented in the future. 

The board of directors of United Medical Services, Inc. (Blue Shield 
plan, Metropolitan New York), which covers some 5 million persons 
In 17 downstate counties, including New York City, has approved a 
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new contract for individual subscribers over 65. Public announcement 
is to be expected within a few months. 

Since the inception of the Blue Shield plans in New York State in 
1941, any person who enrolled prior to age 65 has been permitted to 
continue benefits at no increase in cost. Today, approximately 560,000 
persons over 65 are covered by these plans. 

There is no reed for Federal intervention, through this bill, in 
New York State. State and local governments have done an excellent 
job in providing for the aged. New York’s Joint Legislative Con. 
mittee on Problems of the Aging is a pioneer in the field and is na. 
tionally known. The Governor’s Conference on Problems of the 
Aging, held in 1955, analyzed the problem confronting the aged, set 
goals, and implementation has taken place. 

The New York State Legislature is actively engaged in protecting 
aged voluntary insurance policyholders. For example, it enacted leg- 
islation that prohibits insurance companies from canceling, or refusing 
to renew, hospital and medical insurance policies which have been in 
force for 2 years. 

In conferences between the State society and the Hospital Asso- 
ciation of New York State concerning H.R. 4700, it was agreed that 
the solution to the problem of the aging must be sought in the voluntary 
field, where representatives of both groups were convinced it will be 
found. 

Constructive and effective progress now being made by the people 
of New York State must not be obstructed or denied. 

In brief, the State medical society maintains that the evidence 
presented to date concerning problems of the aging is neither complete 
nor conclusive and may contain misinterpretations or misrepresenta- 
tions. Federal intervention without more accurate knowledge of the 
problem’s gravity and dimensions is logically untenable and socially 
dangerous. 

We, therefore, respectfully suggest that prudence dictate that no 
further action be taken on H.R. 4700. Certainly you will need to 
know the results of the White House Conference on Aging scheduled 
for January 1961. 

Your defeat of this bill will prove that our Congress believes in 
the free enterprise system and is doing everything possible to per 
petuate it. 

Mr. Foranp. Thank you very much for coming to the committe 
and for the information you have given us. 

Are there any questions ? 

If there are no questions, again we thank you. 

Dr. Azzart. Mr. Chairman, I thank you for the opportunity of 
presenting my brief statement. Since the time alloted, however, did 
not permit a full discussion of our views, I request permission t 
submit this more detailed report in the record. 

Mr. Foranp. Your whole statement will appear. 

(The: supplemental statement referred to follows:) 


SUPPLEMENTAL STATEMENT BY RENATO J. AzzARI, OF THE MeEpicat 
OF THE STATE oF NEW YorkK 


Mr. Chairman and members of the committee, my name is Dr. Renato J. Azzari, 
Bronx, N.Y. As a member of the board of trustees and past president of the 
Medical Society of the State of New York, I am here today to voice the vigorou 
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god unalterable opposition of our organization, the third largest group of its 
kind in the world with 24,903 physician-members, to the enactment of H.R. 4700. 
{do so in keeping with the actions taken by our house of delegates and council. 
In this statement, I should like to expand upon my original remarks. 

No complete and conclusive evidence has been presented to prove the need 
for such legislation in New York State. On the contrary, there is ample evidence 
that there is no need for such a law in the Empire State. 

In officially opposing his type of legislation, our society pointed out that the 
general philosophy and approach inherent in it indicate, whether intended or 
not, that its enactment will help spread the growth of socialism in the United 
States by the creation of a great new bureaucracy within the already gigantic 
Social Security Administration. 

The society also held that the great majority of the American people and 
American physicians feel that the health care problems of the aged should be 
further analyzed and solutions sought on the local rather than the Federal level. 

The resolution adopted stated that the society opposed this kind of proposed 
law and all other similar legislation designed to make the care of the aged a 
Federal responsibility rather than a State or local responsibility, until a thorough 
study has been made of OASI and OAA, 

The numerous programs now being conducted efficiently and effectively in 
New York State by voluntary State, county, and local groups, make H.R. 4700 
unecessary. According to reliable information, there are 14,780,000 persons, 
8 percent of the people of the State, now covered by some form of hospital 
insurance; 13,200,000 persons, 80 percent of the population, are covered by 
regular medical care and/or surgical insurance. It is recognized that the cover- 
age in all instances is not complete. Much progress has been made in recent 
years in extending the benefits of voluntary plans to those participating in them. 
Itcan be expected that greater advancements will take place in the future. 

Exclusive of Federal aid, it is reliably estimated that New York spends almost 
§6 million a month ($72 million a year) on a caseload of 87,000 old-age assistance 
cases. This financial assistance includes other factors besides medical care. 
This portiortion is borne by the State government and local communities with 
Federal assistance. 

In New York any person who requires medical care but cannot pay for it 
receives that care, through public welfare medical care programs supervised 
by physicians in cooperation with the State medical society and its component 
county medical societies. This program in terms of medical standards, admin- 
istrative efficiency and results has been classified as one of the best in the 
country. Reliable sources show that approximately $100 million a year is 
spent to provide medical care for the medically indigent. 

A centralized governmental program, such as H.R. 4700, will inevitably result 
ina diminution of responsiveness to varying individual and local situations, as 
well as a weakening of personal relationships and a lack of personal concern. 
Many of the voluntary agencies, now doing yeoman work in New York, would 
lose their incentive and perhaps disintegrate, as often happens when the Federal 
Government steps in. 

There can be only one interpretation of the proposed law—it is the compulsory 
socialization of medical care. The law would destroy the doctor-patient relation- 
ship and result in extensive compulsory taxation. Other segments of the popu- 
lation besides the aging will ultimately demand coverage. Such a law would 
undermine voluntary health insurance; gradually replace it. Few people would 
carry both Government and private plans in New York State. 

H.R. 4700 would destroy personal and family responsibility in regard to 
medical matters. It would stifle the initiative of individuals and families to 
care for themselves and their aging relatives, a virtue unfortunately already 
on the wane in many families. This responsibility rests primarily with the 
individual and his family and is a fundamental principal upon which our Nation 
was founded. 

The State medical society recognizes that social, emotional, medical and 
medieoeconomie problems exist, and are increasing, among our senior citizens. 
We have taken steps to meet these problems. 

Implementing and encouraging further expansion of the voluntary plans, in 
May 1959 the house of delegates strongly urged both Blue Cross and Blue Shield 
plans to develop programs for people over 65. The New York plans have re- 
sponded to this request and steps already have been taken to provide more ade- 
quate medical and hospital care for the aged at a price they can afford. 
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The legislative history in the consideration and passage of these resolutions 
included specific opposition to the very philosophies and detailed propositions 
in this bill. These resolutions constitute affirmative support for the continuation 
and extension of voluntary health insurance programs already existent. This js 
further evidence that the people of New York State do not need such legislation 
as H.R. 4700 proposes. 

Early this year, the Western New York Medical Plan, Inc. (Blue Shield Plan, 
Buffalo), offered everyone in the over-65 group a contract providing medical 
and/or surgical service benefits at no additional cost and with no reduction in 
benefits. There were no restrictions and no selections as to the kind of sub 
seribers. No medical examinations were required nor were there any other 
qualifications necessary on the part of the subscribers. <A total of 2,368 persons, 
ranging from 65 to 97 years of age, signed the contracts. We are currently 
advised that there has not been one claim under any of these contracts. This 
type of pilot study is being actively encouraged and will be further implemented 
in the future. 

The board of directors of United Medical Service, Inc. (Blue Shield Plan, 
Metropolitan New York), which covers some 5 million persons in 17 downstate 
counties, including New York City, has approved a new contract for individual 
subscribers over 65. Public announcement is to be expected within a few 
months. 

In this United Medical Service plan, as in other plans, persons in group 
enrollments may convert at age 65, to individual coverage at no increase in 
cost or decrease in benefits. In addition, Blue Shield has changed and is now 
enrolling in groups applicants who are over 65 years of age. 

Attention is called to the significant fact that today approximately 560,000 
persons over 65 are covered by the Blue Shield plans in New York State. 

Among other activities designed to help the aged, on March 7, 1959, the State 
society cosponsored with the New York State Department of Health a statewide 
conference on medical society action in the field of the aging, at Utica, N.Y. 
The purpose of this meeting was to identify, discuss, and propose solutions to 
specific types of problems among the aged. From this beginning, coordinated 
activities have been developed and will be enlarged. These projects involve 
medical practitioners, departments of public health and voluntary health 
agencies. 

While the State society is very much aware that a major objection to the 
Forand bill is the tremendous progressive costs with which this generation and 
future generations of taxpayers would be confronted should it become law, our 
steadfast opposition is primarily from the medical point of view. The society 
is firmly convinced that this measure constitutes one of the gravest threats in 
history to the maintenance of the high standardsof medical care enjoyed in New 
York State and the Nation and to the medical freedom which is the inherent 
right of every patient and of every doctor of medicine. It would be another 
gigantic step toward Government-controlled inferior medicine for all the popu- 
lation. 

Although at first glance the bill appears to guarantee the patient’s right to 
choose any hospital, surgeon, or nursing home in New York State, this apparent 
freedom of choice is deceptively limited. For the patient is required to select a 
hospital, nursing home or physician under contract to the Federal Government. 
In emergencies only could the patient choose a surgeon not participating in the 
plan. Note the word “emergency.” Who among hospital administrators will 
agree upon what an “emergency” is? Delay in interpretation could be fatal. 
The definition of emergency should be left wholly in the hands of the attending 
physician who has diagnosed the case. In New York’s highly concentrated urban 
rag and remote rural areas this type of operation would be totally imprac 
tical. 

Care for the older citizen calls for a cooperative attack on the problem by 
nurses, doctors, hospitals, social workers, insurance companies, and community 
leaders. Such care requires flexibility of medical approach and technique—not 
the rigidity inherent in a Government-controlled program, which this bill would 
set up. 

Although the society is not primarily concerned with economics, it is only 
fair to point out that the bill would result in absolute Government domination 
and control of the economic welfare of physicians. This welfare has always 
been in the hands of the medical profession, individually and collectively. The 
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yedical profession has always included in its services to the people a great 
wount of gratuitous or minimal cost services. 

There is no need for Federal intervention, through this bill, in New York 
wate. State and local governments have done an excellent job in providing 
for the aged. New York’s Joint Legislative Committee on Problems of the Aging 
isa pioneer in the field and is nationally known. The Governor’s Conference 
Problems of the Aging, held in 1955, analyzed the problem confronting the 
wed, set goals, and implementation has taken place. 

The New York State Legislature is actively engaged in protecting aged volun- 
tary insurance policyholders. Recently it enacted legislation that prohibits 
surance companies from canceling or refusing to renew hospital and medical 
surance policies which have been in force for 2 years. 

Another law requires conversion privileges without evidence of insurability 
9a person who had been a member for 3 months and applies with 1 month. 
A 1959 statute permits hospital plans to pay for nursing and other services 
provided outside the hospital on the same terms as when provided to a subscriber 
ina hospital. 

In matters affecting the well-being of the individual person, Government 
should be the last, not the first, resort. Voluntary agencies working under the 
supervision of, or in cooperation with, State and local governments in New York 
State have made an excellent start and are showing fine progress. The State 
wciety has been and will continue to work with agencies. The remarkable prog- 
ress that has been made over the recent few years should not now be thwarted 
by Government interference. Every opportunity must be given to a solution by 
voluntary means before resorting to the drastic means of H.R. 4700 bringing 
about Government intervention into private lives and into personal lives and 
into personal and family responsibilities. 

In brief, the State medical society maintains that the evidence presented to 
date concerning problems of the aging is neither complete nor conclusive and 
may contain misinterpretations or misrepresentations. Federal intervention 
without more accurate knowledge of the problem’s gravity and dimensions is 
logically untenable and socially dangerous. We, therefore, respectfully suggest 
that prudence dictates that no further action be taken on H.R. 4700. Certainly 
you will need to know the results on the White House Conference on Aging sched- 
ued for January 1961. 

Voluntary systems, such as those being employed with progressive success 
and constant improvement in the State of New York, often in cooperation with 
oficial State and local programs, with the active support and participation of 
the medical profession, are the only acceptable means by which social, emotional, 
medical, and medicoeconomic problems of senior citizens can be resolved. 

Conversely, the system of medical care that passage of the Forand bill would 
bring about, can never be made truly democratic or medically practical. 

Your rejection of this bill will prove that our Congress believes in the free- 
enterprise system and is doing everything possible to perpetuate it. 


Mr. Atcer. Is that the supplemental view that you are submitting? 

Dr. Azzart. That is the supplemental report, yes, sir. 

Mr. Foranp. Our next witness is Mrs. Jennie Herbon. 

Come forward, please. 

Mrs. Herbon, for the benefit of the record, will you give your name, 
your address, and the eapacity in which you appear, please ? 


STATEMENT OF MRS. JENNIE HERBON, DETROIT HOUSEWIFE, 69, 
SOCIAL SECURITY AND OLD-AGE ASSISTANCE BENEFICIARY, IN 
BEHALF OF THE COMMITTEE ON HEALTH PROBLEMS OF THE 
UNITED AUTOMOBILE WORKERS RETIRED WORKERS CENTER 


_ Mrs. Herson. My name is Jennie Herbon. I live with my husband 
. “a ee Herman Gardens project, and my address is 8624 
utland. 
Mr. Foranp. You may be seated. 
You are recognized for 10 minutes. 
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Mrs. Herson. I am 69 years old and the mother of 10 children, 
Nine of my children, three boys and six girls, are living. Among them 
they have produced 32 grandchildren and 20 great-grandchildren. Al] 
three of my sons are veterans of World War II and all were injured in 
line of duty. I also have a daughter who was in the WAC and who 
was injured in France during World War II. 

My husband has been self-employed as a painter and decorator 
most of his life. He is not yet old enough to qualify for social security 
benefits. He has been quite ill for a number of years and was just 
released from Deaconess Hospital in Detroit after a severe heart at- 
tack. We live on an income of $70 a month from social security and 
$59 a month from old-age assistance. The social security benefit is 
based on my earnings during World War IT as a drill press operator, 
tapping machine operator, and sander at Briggs Manufacturing Co, 
and the Excello Corp. 

In January 1959, when the 7-percent increase in social security 
went into effect, I received an increase of $4.50 from it. At the same 
time, my rent at Herman Gardens was raised $6 a month and my 
medical expense allowance under old-age assistance was cut from 
$12 to $10 a month. So you see, the net effect of the social security 
increase you gentlemen voted last year was that I lost $3.50 in real 
income. I know this is not what you intended would happen, but 
this is the way it actually worked out. At the same time, prices and 
living costs for food, clothing, and utilities also keep going up. 
So most older people, like myself, are fighting a losing battle trying 
to make ends meet. Of course, none of us are getting any younger 
and we have increasing needs for medical care. That’s why the For- 
and bill is so important to us. 

It so happens that in April 1958, the Neighborhood Service Organi- 
zation of Detroit did a survey of the 914 older people living in Herman 
Gardens, and I would like to tell you of some of the things they found 
concerning our health needs and medical care problems. They found 
that only 30 percent of the 914 had any form of health of hospitaliza- 
tion insurance. Eighty-eight percent said they were currently in 
poor health and in need of medical care. Only 10 percent said that 
they were in good health and not in need of medical care. Of those 
who said they were in poor health and needed medical care only § 
percent felt that they could finance the care they needed themselves 
or from their hospital insurance. The remaining 92 percent said 
that they would need some help from outside sources to meet the costs 
of the medical care they needed. About 12 percent said they needed 
dental care in addition to medical care and almost 80 percent of those 
needing this dental care said they would need outside financial help to 
meet the cost of such care, 

In addition to all this, 16 percent said they needed glasses, hearing 
aids, or false teeth, and over 90 percent needing these aids to good 
health said they would need outside financial assistance to purchase 
them. Finally, about 25 percent of those who said they needed 
medical or dental care stated that they had transportation problems 
in getting the medical care they needed because they were too disabled 
to travel to the doctor or the clinic. 

These facts show you why I, and many people in my age group, 
think you should act favorably upon the Forand bill, H.R. 4700. I 
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frst heard about this bill during my visits to the UAW drop-in center 
for retired workers at the UAW Local 49 hall in Detroit. Because of 
all the illness I had experienced in my own family, and among my 
oder friends in Herman Gardens, I agreed to serve as chairman of the 
yealth committee at the center to tell older people about the bill and 
what it would do for them. 

Ihave talked to hundreds of older people about this bill and I can 
tell you that most of them are in favor of it. The main reasons why 
they favor it are as follows: 

(1) The first reason is because the great pagoeky do not have, and 
cannot afford, any form of hospital or medical care insurance protec- 
tion. Take my own case, for example; I get $129 a month. My 
basic expenses for rent, utilities, burial insurance, and drugs come to 
$79 a month. This leaves me and my husband $50 a month for food 
and all other expenses. By economical buying, which means that 
we have had no fresh meat on the table except chicken in 6 months, we 
can eat for about $12 a week. This leaves practically nothing for inci- 
dental expenses, including transportation, clothing, recreation, and 
so forth. 

Many times, we have had to “piece out” our food during the last 
week before our next social security check comes in—so much so that 
Iwas blacking out from anemia until my doctor recommended vitamins 
tosupplement the lack of protein in my diet—but, of course, this added 
more to my expenses for drugs. Now you may say that’s just one 
case, but let me remind you that I am better off financially than 
many of my friends and neighbors who don’t have as much coming in 
as 1 do. Where, then, would they, or I, get the money for Blue 
Cross, Blue Shield, or even one of those 65-plus plans ? | 

(2) The second reason is because, without some form of hospital 
and medical insurance protection, most older people will not seek 
medical care even when they need it. Many of my older friends will 
wait until they become desperately ill before they will risk running up 
medical and hospital bills that they can’t afford to pay. The result 
isthat they become rundown from malnutrition or lack of simple drugs, 
and they may even endure great pain and suffering Lefore they will 
expose themselves to medical care that they can’t afford to pay for. 

Take the case of one of my neighbors in our project, for example; 
she and her husband are both in their late seventies and are unable 
to move about freely because of their poor health. They need medi- 
cal care in the project, but they can’t get it because they are unable 
to pay the normal fees for home visits that most doctors normally 
charge. Furthermore, they are unable to find a doctor who will come 
and visit them. My guess is that they are both suffering from a poor 
diet, a lack of proper exercise, and just plain neglect. Eventually 
they will break down and have to go to the hospital, perhaps never to 
return to their home. This, mind you, is only one example. 

There are hundreds, if not thousands, of older people who are too 
frightened or too poor, or a combination of both, to seek the medical 
care they need. The Forand bill would reassure them of their right 
to hospital care and medical treatment in the hospital if they need 
it. It’s true that it wouldn’t pay their doctors’ bills for home visits, 
but this is not what worries them; what they fear most is the cost of 
hospital and surgical care. 
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(3) The third reason is that we oldsters, who are living on very 
low incomes, must often sacrifice our dignity and self-respect in order 
to get medical care when the need becomes desperate. I know, from 
listening to them, that most doctors say that older people are not 
turned away if they need medical and hospital treatment even if they 
can’t afford it. But what these doctors fail to mention is that, to get 
care under these circumstances, the older person must declare himself 
a pauper and then throw himself on the mercy of the public institu. 
tion to which he is referred. 

Another one of my neighbors in Herman Gardens who had a small 
social security pension and who needed medical attention was finally 
accepted by old-age assistance and given a medical expense allowance, 
but in the process her rent was raised from $28 to $41 a month and the 
little she gained in medical expense allowance was lost in rent increase, 
When she became seriously ill she was shipped to Receiving Hospital 
where she had no choice but to accept the physician assigned to her 
whether she had confidence in him or not. As a result, she felt that 
the care was inadequate and the recovery slow. Under the Forand 
bill, as I understand it, this could not and would not happen because 
the older person would go first to his own physician, and the doctor 
in turn would handle hospital and surgical arrangements for him. 

(4) This brings me to my fourth point, which is that the Forand 
bill seems to me to be the only practical way in which older people 
will have any real chance to choose their own doctor and hospital 
in the event of illness. Under present conditions, older persons who 
cannot afford to pay their own serious medical and hospital bills 
actually have no choice. They must either forgo medical treatment 
until they become seriously ill, or they must pauperize themselves to 
get it as a part of old-age assistance. Once they do this, they have 
no real choice, because they usually end up as public wards in a hos- 
pital or clinic in which they must accept the doctor assigned to them. 

In contrast, the Forand bill, as I understand it, would guarantee 
all people on social security the right to choose their own doctor in 
whom they have personal faith and confidence. This to me is an 
important part of the bill and would provide a great step forward 
in restoring the sense of dignity and security of older people con- 
ie their medical needs and the financial ability to meet these 
needs. 

Finally, let me say that I feel it is time that America recognized its 
responsibilities to us old folks. After all, we built the country into 
what it is today. We furnished the manpower and the war machines 
to keep America free. We did most of the suffering associated with 
the troubles through which our country has come in the past 50 to 75 
years—the hot wars, and cold wars, and, worst of all, the great de- 
pression and the hard times. 

We raised our families and we contributed through our taxes and 
social security payments to our own old-age security. Our only real 
fault is that we seem to have lived too long. But, I ask you, gentle- 
men, what is wrong with that? We can still be independent and useful 
citizens if you only give us a chance. All we ask is an opportunity 
to live out our lives with a sense of personal dignity and self respect. 

The Forand bill will help us to alo this. I am told it may cost as 
much as $1 billion or more a year. When you consider that we spend 
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nearly $1 billion a week for defense to keep the peace, what is wrong 
yith spending $1 billion a year to buy the peace of mind that the 
Forand bill would bring to 9 million or more older people 4 

Thank you. 

The CuarrMAN. Mrs. Herbon, we thank you for coming to the com- 
mittee and sO id to us your own personal experience. We appre- 
cate it very much. 

Mr. Macnrowicz. Mr. Chairman. 

The CHatrMAN. Mr. Machrowicz. 

Mr. Macurowicz. I just wanted to congratulate Mrs. Herbon for 
avery fine statement, and I want to thank her for taking the trouble 
tocome here and give us the views of those people who will be most 
griously affected by this legislation or by legislation like it. 

Ipersonally think that these hearings would not have been complete 
if the viewpoint of those like you, and the others in your category, 
would not be heard at this hearing. 

Thank you very much. 

Mrs. Herson. Thank you. 

The Cuarrman. Are there any questions? 

If not, we thank you. 

Without objection, the committee adjourns until 10 a.m. tomorrow. 

(Whereupon, the committee siren to reconvene at 10 a.m., Fri- 
day, July 17, 1959.) 
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HOSPITAL, NURSING HOME, AND SURGICAL 
BENEFITS FOR OASI BENEFICIARIES 


FRIDAY, JULY 17, 1959 


House or RepreseNTATIVES, 
on Ways anp 


Washington, D.C. 


The committee met at 10 a.m., pursuant to recess, in the committee 
hearing room, New House Office Building, Hon. Wilbur D. Mills 
(chairman of the committee) presiding. ’ 

The Cuareman. The committee will please be in order. 

Mr. Foranp. Mr. Chairman, in accordance with consent hereto- 
fore obtained, I am placing in the record at this point a letter which I 
received from one of our most distinguished citizens, one of the two 
living former Presidents of the United States, Hon. Harry S. Tru- 
man. As we know, President Truman during the course of his Presi- 
dency assumed a position of leadership in the health field and by so 
doing was able to initiate many meritorious programs which have been 
beneficial to the American people and which materially raised the 
availability and indeed the standards of health care for our aged 
population. Some of the projects which he so valiantly struggled 
to have enacted were blocked by some of the same forces that are now 
opposing the legislation which is the subject of the hearings today. 
However, as I have said, so many projects which he did initiate are 
now part of our basic law and they are no longer considered to be the 
“extreme” legislation which they were described by those same forces 
to be at the time when they were initiated. 

{am indeed pleased and honored to place in the record at this point 
te communication which I have received from President Harry S. 

ruman. 


INDEPENDENCE, Mo., July 15, 1959. 


Hon. AIME FoRAND, 
House of Representatives, 
Washington, D.C. 

DEAR CONGRESSMAN ForANpD: As I told you earlier, it is not possible for me 
to appear in person before your committee to testify on your bill H.R. 4700, 
relating to health benefits for beneficiaries of old-age, survivors, and disability 
Insurance. However, I do have some views on the subject which I will be glad to 
have included in the record, if you think that is appropriate. 

I support very strongly the purposes of H.R. 4700, and I hope that it or a simi- 
lar bill soon will be enacted into law. A proposal that was recommended to the 
Congress during the time I was President of the United States is reflected very 
Well in your bill. I want to commend you most highly for your leadership in 
behalf of this legislation. 

My experience, like your own, has convinced me that many people in this 
Country cannot afford proper medical and hospital care. The aged, as a group, 
have the hardest time of all, 
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I suppose some witnesses will say to your committee, “Let’s wait and see— 
maybe the Federal Government won’t have to do anything.” 

That is what the doctors and the insurance companies said every time I made 
recommendations for this purpose, or Federal aid to medical education and ra 
search, or expansion of public health services for mothers and children, or 
stepped-up construction of hospitals and other medical institutions. 

I usually found that those who are loudest in protesting against the Govern. 
ment’s doing something for the health of the people are those who do not need 
help themselves. 

The statistics on rejections for military service during World War ITI shocked 
me into proposing a broad national health program. When this was killed, ] 
proposed other measures that I hoped would be acceptable. Some, but far too 
few, have been adopted. 

In 1951, I established the President’s Commission on the Health Needs of 
the Nation, a nonpolitical group charged with investigating all aspects of the 
national health situation and making recommendations based on facts. The 
Commission’s report contained extensive data on shortages of personnel and 
facilities. It recommended specific measures to meet the shocking deficiencies 
which it had documented. One was that the Federal and State Governments 
pay voluntary health insurance premiums for persons who cannot afford them. 

This report was published in 1952, as my term as President was ending. 

The Eisenhower administration has disregarded the Commission’s findings. 
It has not favored Federal grants to aid medical education. Its appropriation 
requests for hospital construction repeatedly have been below the levels au- 
thorized by the Hill-Burton Act. Congress has had to take the initiative in 
supplying adequate funds for medical research. 

Now the Department of Health, Education, and Welfare has, at your request, 
made a study of “Hospitalization Insurance for OASDI Beneficiaries.” I am 
informed that this report contains much evidence on the low incomes and the 
heavy medical costs of the aged and that the report in no way implies that 
such Federal health benefits could not be administered successfully. Yet, in 
spite of its own findings, the administration has failed to recommend Federal 
benefits to help widows, orphans, and the aged get proper health care. 

I hope that your committee will provide the initiative and the leadership 
which are now so badly needed in this field, and that you will move ahead 
promptly with this significant advance in the long struggle to secure better 
health care for the American people. 

Sincerely yours, 
Harry S. TRUMAN. 


The CnHarrman. Our first witness this morning is our colleague 
from Michigan, the Honorable John D. Dingell. “Mr. Dingell. 

Our next witness is our colleague from New York, the Honorable 
Seymour Halpern. Mr. Halpern. 

Our next witness is our colleague from New York, the Honorable 
Thaddeus J. Dulski. Mr. Dulski. 

Without objection, statements of our colleagues whose names I called 
will be placed in the record. 

Our next witness is Dr. R. B. Robins. Dr. Robins, will you please 
come to the witness table? If my colleagues on the committee will 
permit me to take just a moment, since Dr. Robins is from my own 
State and one of our very outstanding citizens, I would like to present 
him to the committee. 

Dr. R. B. Robins, known to all of us in Arkansas as Bob, has been 
a personal friend of mine for a number of years. Our acquaintance 
arose through his activities not only in the ‘field of medicine, but his 
civic and political activities, and I want my colleagues to note that for 
a period of some 8 years, from 1944 to 1952, he was the Democratic 
national committeeman for our State and one of the very finest repre- 
sentatives we have had on the Democratic National Committee. 

He served during that 8 years as the only doctor on the Com- 
mittee. I don’t know whether he exercised a great deal of influence 
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with the Committee about medical affairs, but he certainly has 
outstanding qualifications and a nationwide reputation in the pro- 
fession. 1 am sure he commanded their respect as to any advice they 
may have sought from him. He is a graduate of one of our very 
fgymous schools, I would like our two Illinois members, Mr. O’Brien 
and Mr. Mason, to know, the University of Chicago having received 
his master’s degree and medical degreee from the institution. He is 
a former president of the Arkansas State Medical Society. 

In 1950 he was vice president of the American Medical Association. 
He is one of the founders and the fifth national president of the Amer- 
ican Academy of General Practice, the group that he is representing 
this morning. This is the second largest medical organization in 
America, I understand, with something over 25,000 family doctor 
members. 

Dr. Robins, we appreciate very much having you with the com- 
mittee today to give us the benefit of the thinking of the American 
Academy of General Practice. We appreciate your being here and 
I personally will take great interest in hearing your views and the 
views of your organization. 

Mr. Mason. Mr. Chairman, after the introduction, even a Republi- 
can will listen to this doctor with great interest. 

Mr. Foranp. Mr. Chairman, apparently the doctor has some con- 
nection with both Mr. Mason and yourself. I haven’t heard anything 
about Rhode Island, but on the basis of the statements already made, 
I,too, say welcome, Doctor. 

Mr. Macnrowicz. In view of the very fine introduction by the 
chairman, I also join in welcoming Dr. Robins. 

The Cuairman. You should feel at home. You are recognized for 
15 minutes, Dr. Robins. 


STATEMENT OF R. R. ROBINS, M.D., ON BEHALF OF THE AMERICAN 
ACADEMY OF GENERAL PRACTICE, CAMDEN, ARK. 


Dr. Rosins. Thank you very much, Mr. Chairman, for your kind 
remarks and to the other Congressmen I extend my thanks, too. 

Mr. Chairman and members of the committee, as Congressman 
Mills has said, I am Dr. R. B. Robins, of Camden, Ark. I am testify- 
ing here today for the American Academy of General Practice, an 
association that represents more than 25,000 family doctors. The 
aademy, which I helped found in 1947, is the Nation’s second largest 
medical organization. As a doctor of medicine, I have had for many 
years a deep interest in governmental matters that relate to the health 
of my patients. 

H.R. 4700 would affect the health of my patients and, in my opinion, 
not for the better. 

Accordingly, when the American Academy of General Practice 
asked me to testify at these hearings, I prepared myself to meet with 
this committee and talk about the effect of this proposed legislation 
onthe general practitioner and the patients he treats. 

But the day before yesterday I changed my mind. I would like, 
with your permission, to file the original testimony that I prepared, 
ifyou will permit me to. 

The Carman. Without objection, your entire statement will ap- 
pear in the record. 
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(The formal statement of Dr. Robins follows :) 


STATEMENT OF THE AMERICAN ACADEMY OF GENERAL Practice, RE H.R. 4700 
586TH CoNGREsS, HEALTH BENEFITS FOR AGED UNDER Securiry, 
COMMITTEE ON WAYS AND Means, House oF REPRESENTATIVES, BY R, B 
Rosins, M.D., Jury 17, 1959 


Mr. Chairman, I am testifying today for the American Academy of Genera] 
Practice, an association that represents more than 25,000 family doctors. The 
academy, which I helped found in 1947, is the Nation’s second largest medical 
organization. I am also a member of the American Medical Association board 
of trustees and a private citizen vitally interested in the political affairs of our 
country. For 8 years, I was Democratic national committeeman for the State 
of Arkansas. As a doctor of medicine, I am especially interested in political 
affairs that relate to the health of my patients. 

We are here today to talk about compulsory health insurance. This is not 
a new topic, especially to a doctor who practiced during the Wagner-Murray- 
Dingell days. These three gentlemen tried to sell their own variety of com- 
pulsory health insurance in one package. As you well remember, only a few 
of the so-called liberals wanted any part of the program. 

Since then, the same experts on social and medical-economic reform have used 
a new approach. Every year, with most of the emphasis on election years, they 
amended the Social Security Act and tried to attain the same objective piecemeal 
under what might be described as a social welfare installment plan. 

If I remember correctly, the Forand bill was introduced in August 1957— 
almost 2 years ago. Ever since, different experts have tried to hang a price tag 
on this program. 

Gentlemen, I’m a doctor—not an economist. I’m always ready to discuss 
fees with a patient but there are times when I admit that I can’t come up with 
an answer. If a patient comes into my office and says, ‘Doc, I got a bellyache. 
How much will you charge to cure me?’—I can’t answer him. He may need 
a good laxative or he may need a subtotal gastrectomy. The point is, I don’t 
know and I may not know even after I’ve examined him. 

I submit that no one knows how much the Forand bill would cost the tax- 
payers. I would personally say “plenty” and that’s probably as close as any 
of the other estimates. 

In Britain, the “experts” (and I have that word in quotes) predicted that 
compulsory health insurance would cost £130 million per year. This, 
as I understand it, was considered to be the maXimum amount. In 1957, this 
program cost the British taxpayer almost £700 million or more than five 
times as much as the estimated maximum. : 

Saskatchewan also has a compulsory health insurance program and I feel 
sure that the Provincial government made a conscientious effort to determine 
the number of dollars required. What happened? At the end of 1 year, 12 
short months, the government discovered that its figure was 50 percent too low. 

How can Congress have any confidence in estimates that have been historically 
inaccurate? How many patients will welcome hospitalization if they mistakenly 
think that Uncle Sam is going to pay the bill? In Saskatchewan, the average 
person over age 65 spends 7 days a year in a hospital. In this country, the 
same person is in the hospital 2%; days per year. In Saskatchewan, people 
go to the hospital more often and they stay there twice as long. They either 
think it’s free or else they think they’ve already paid for it and they might as 
well use it. I daresay there isn’t a doctor in active practice who hasn’t wit- 
nessed both of these reactions. How much of this would there be in this coun- 
try? Who can tell? I can’t—and I don’t think anyone can. 

In the last 20 years, this country has adopted a new social welfare philosophy. 
This consists of first recognizing that certain groups need help—and no one 
will dispute this contention. Then, as a second step, we legislate special pro- 
grams for people who really need help. When this is done wisely and after 
careful consideration of all factors involved, such legislation is little more than 
a logical extension of the Christian attitude. 

But then, and here is where our objectives and logic follow different paths, 
we extend the benefits to everyone. The question of need never arises. How 
many patients, worth $15,000 or more, are currently lounging in VA hospitals 
with the blessings and best wishes of the Government? In 1956, the General 
Accounting Office checked 25,000 VA records and found 423 patients in this 
category. And even though the mechanism to prosecute for perjury now exists 
I have never known it to be set in motion. 
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I will always support and endorse voluntary health insurance plans tailored 
to meet the special needs of our senior citizens. But I will just as vigorously 
oppose making them wards of the State. The man who has been retired and 
the woman whose children are married and on their own have special emotional 
problems. I see these people every day and I’m familiar with these problems. 
They feel that they’ve been turned out to pasture, that their usefulness is ended, 
and that they must simply wait to die. If you make them exist on Feavral 
handouts, you'll lower their morale to a point below ground level. 

Some of these people need help and seem to accept it graciously. But there 
are others, many others, who want to feel that they can still take care of 
themselves. If you harass them with higher and higher taxes during their 
most productive years, you deprive them of the right, and I believe it is a 
right, to be free and independent and to hold their heads as high as they 
want. At least give them a choice. Don’t destroy their initiative in the name 
of welfare and compulsory health insurance. 

Representative Forand’s bill supposedly would offer benefits to eligible so- 
cial security claimants over age 65. I’ve heard a few of my colleagues ask 
if this age limit couldn’t be lowered. Gentlemen, I’ve watched the social 
security program since its inception in 1935 and I don’t think there’s a per- 
son in this room who doesn’t know, beyond any shadow of reasonable doubt, 
that the age limit would be lowered, progressively, relentlessly, and rapidly. 

Finally, perhaps in less than 10 years, the age restriction would be totally 
eliminated and we'll have pure socialized medicine. I know that those two 
words have been kicked around for years but as an eventuality, socialized 
medicine is no joking matter. Would any member of this committee willingly 
send his wife or child to a doctor who is forced to see 60 patients a day? Would 
you expect them to get individual care and attention? That’s socialized medi- 
cine and I want no part of any program that is a blatant and obvious step 
in that direction. 

You don’t have to be a doctor to know that this country today has stand- 
ards of health unmatched by any other nation. I think that personal free- 
dom, enjoyed by both the doctor and his patient, has made a continuing and 
invaluable contribution to this happy state of affairs. 

But there are men in this room who now want to tell my patients: “Give 
us your tax dollars and let the Government buy your medical care. We can 
spend your money for you. We don’t think you’re capable of taking care of 
yourself.” I don’t care how you dress it up or how many fancy words you 
use, it adds up to pure compulsion with the complete and total elimination of 
individual freedom. 

My patients, and those of every other doctor, aren’t animals—they’re peo- 
ple. They’ve solved many personal problems and solved them without an out- 
side agency stepping in and coming up with an over-the-counter answer. 

I'm always amused, in a tragic sort of way, by different attitudes toward 
health care problems. Too many people seem to think that the doctor is nothing 
more than a mechanical clinician. He can suture an incision, treat a diabetic, 
or help prevent polio, but this seems to be as far as he should go. The planning 
of health care programs is arbitrarily turned over to social welfare experts 
who know practically nothing about the patient’s physical and emotional needs. 
Gentlemen, it doesn’t make sense. 

A minute ago I mentioned that many elderly patients feel that they no 
longer have any reason to exist. I see this every day and, gentlemen, it’s 
a pathetic reaction. For the greater part of their lives, these people have 
felt that they were making real contributions to society. They’ve worked 
hard and raised families, paid for their own homes and seen their children 
mature and go out on their own. 

Then suddenly, and it seems to happen very suddenly, they’re 65 years old. 
Their employer calls them in and mentions that the company enforces compul- 
sory retirement at age 65. Many of these people are still mentally alert and in 
excellent physical condition. They don’t need to retire and, to put it bluntly, 
they don’t want to quit. 

Then, just to make matters worse, the employer tries to tell them how lucky 
they are. He points to social security benefits and talks about having plenty of 
time to fish and work in the garden. This kind of life may sound good to the 
man who’s only 45 and still has 20 years to go but the man who's 65 is acutely 
conscious of the real reason. He knows that he’s being told, nicely or otherwise, 
that he’s just too darn old. Whether he is or not makes very little difference. 
Someone has told him that it’s the end of the line. 
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I mention this reaction simply to point out that my patients, and I must speak 
for them, have an underlying urge to be free and independent. They may wel. 
come retirement income benefits because they feel that they’ve saved this money 
over a period of years but compulsory health insurance is a horse of another 
color. You can’t edit the word “free” out of the public’s reaction. Many people 
in England, despite fantastic health insurance taxes, still talk about “free” 
medical care. 

This is what I want to avoid. As a doctor, I think it’s important to tailor 
programs that give the individual a feeling that it’s his program, molded to his 
individual needs. Let him buy it in the open market, don’t force it down his 

oat. 
pa a or so ago, I read about a bill that would let taxpayers deduct health 
insurance premiums. This makes a great deal of sense. I’m not going to testify 
on a bill that we aren’t considering here today but I do applaud the spirit of 
such legislation. 

Rather than say to my patients, ‘“Here’s a cut-and-dried health insurance plan 
that you have to buy whether you like it or not,” why not encourage these people 
to care for their own individual needs? The health insurance industry has 
already come up with plans that provide good coverage at very modest costs. 
The elderly patient who participates in one of these plans knows that he’s paying 
his own way. This is an important consideration but it’s often overlooked when 
we get all wrapped up in dollars-and-cents considerations. Let’s think in terms 
of people and not in terms of plans. The moment a doctor sees his patient asa 
ease history and not as a person, he should bury himself in a laboratory and 
work with mice, not men. Some of this philosophy must permeate these delibera- 
tions today. 

Thank you very much. 

Dr. Rostns. As I go through the script here I am going to elimi- 
nate some sentences and paragraphs because I want to respect the 
time limit which you have extended me. 

I was listening to this committee’s hearings when Representative 
Forand brought up the subject of British medicine. 

In the Congressman’s view—at least, as I understood him—com- 
pulsory national health insurance in that country was, by and large, 
a success, 

It was at that point that I decided to take another approach in my 
testimony before this committee, for I had just got back from Great 
Britain earlier this week. , 

Ever since 1948, when the national insurance scheme and the na- 
tional health service were inaugurated in Great Britain, I have been 
interested in the effects they would have on that nation’s health care. 
I have, like many other American doctors, read a good deal about it. 

And for many years, I had wanted to see the program in action 
at firsthand. I had wanted to compare it with the quality of health 
care received by the people of the United States; I had wanted to 
talk personally with family doctors in Great Britain so that I could 
obtain an unadorned, undiluted account of how they view medical 
challenges and problems in their country today. It seemed to me that 
a look at the British experience, from the standpoint of an American 
doctor, would give me a yardstick with which to measure the general 
practitioner’s situation in the United States as compared with that of 
his British colleague. 

For compulsory national health insurance here, even on a limited 
scale, could be the precursor of compulsory national health insur- 
ance across the board. And on that subject, the British doctor has, 
whether he likes it or not—become an expert. 

Last week, therefore, I went to the experts. And I got expert 
opinions during a busy and interesting week devoted largely to pri- 
vate, no-holds-barred discussions with men and women who can speak 
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authoritatively on the present system of giving medical care to the 
ople of Great Britain. | 

Certainly, no one recognizes better than I that this experience does 
not qualify me as an authority on medical problems in Great Britain. 
It does, however, give me a new and fresh insight into British medi- 
cine as it is now being practiced. I am grateful for the opportunity 
of being able to pass these impressions on to you, for what I learned 
from family doctors in Great Britain, it seems to me, has a direct 
bearing, on the legislation now under consideration by this committee. 

In candor, I want to make it clear that as a smalltown family doc- 
tor, which I am, I have always been suspicious of inflexible, political- 
type medicine. However, before I left on this journey, I attempted 
to clear my mind of preconceived beliefs and ideas. Perhaps no man 
can really do this; I can only tell you that I tried. 

So I went to Britain determined to spread out the facts on the 
table, family style, and to do my utmost to appraise them in a real- 
istic, commonsense way. 

I want also to take this opportunity to express my appreciation to 
just a few of the many people who were ne a to me during this 
trip. My good friend, Senator John L. McClellan, of Arkansas, was 
most helpful in assisting with transportation and passport arrange- 
ments. While in London, I was extended the greatest of courtesy by 
Mr. James Symington, son of Senator Stuart Symington and a staff 
official at the American Embassy. 

I want, in particular, to extend my thanks to the many doctors of 
Great Britain who spoke frankly and informatively regarding the 
problems with which they are intimately concerned. 

Now for the big question: What about the quality of medical care 
inGreat Britain? Has it deteriorated ? 

In my opinion, it obviously has deteriorated. 

For example, the doctor’s offices, which are called surgeries, are 
filled with long queues of people sitting and standing in line for hours 
to see a general practitioner. These people, when they come into the 
doctor’s office, are given numbers, as though they were standing in line 
ata big city bakery. 

And, all too often, the doctor is so hurried and under such intensive 
pressure, that he has only 2 or 3 minutes in which to render his serv- 
ices to each individual. 

This, gentlemen, is not something I read. 

This is something I saw again and again over there last week. 

I saw medicine put on an assembly-line basis; I saw numbers sup- 
planting names; I saw a process so coldly impersonal that I was 
reminded of a machine stamping out file cards. 

_Isaw doctors almost in despair because they simply did not have the 
time to give individual patients the individual care they needed and 
deserved. 

Let me give you a personal illustration. A man who served as a 
guide and chauffeur judas my stay in England was eager for me 
to talk with his own doctor, who, in fact, had been his family physician 
for many years. This doctor said: “Yes, I will be glad to see Dr. 
Robins, but please urge him not to stay more than 10 minutes because 
of that long line of people in the reception room and in the street who 
are waiting their turn to have only 1 or 2 minutes with me today.” 
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Based upon the facts made available to me, I found out that the effec. 
tiveness of the doctor in Britain has been weakened gravely—through 
no fault of his own. 

When the family doctor finds one of his patients who is really sick 
and needs to go to the hospital, he has to refer the patient to a special- 
ist—called a consultant, a consultant whom the family doctor cannot 
even help choose. 

The relationship between the family doctor and his patient ceases at 
that point. Why? Because the family doctor cannot treat his own 
patient in the hospital. 

A stranger takes over, a consultant whom the patient probably has 
never seen before; and the connection of the family doctor with the 
case ceases until the patient returns home. 

As hard as this is for me to believe, I am told that it may be weeks 
before the family doctor even receives a report on the patient’s con- 
dition. 

I was told of some instances in which the patients had died and 
been buried before the doctor even heard about it. 

One doctor told me of a case involving a patient sent by a family 
doctor into a hospital for a gallstone operation. Three weeks later, 
the doctor happened to encounter a member of the patient’s family. 
When the doctor inquired about the patient’s condition, he was told 
that the patient had died 2 days after the operation. 

Are these isolated cases? I can only tell you, gentlemen, that doc- 
tors of reputation and integrity told me of so many cases of this kind 
that I was astonished and to be honest, badly jolted. 

And what would happen if we tried a similar system in our own 
country ? 

I can answer honestly only by translating this into terms of my own 
experience as a family doctor in Camden, Ark. 

I can tell you that if I tried to go along with this in Camden, as 
doctors are forced to go along with it in Britain, the good people of 
my own town would tar and feather me and ride me out of town on 
a rail. 

Also, I can only tell you that, in my opinion, they would be justi- 
fied—and I would deserve it. 

If you will permit me a digression, you perhaps will remember the 
story told by the late Alben Barkley about the man back in Kentucky 
who was tarred, feathered, and ridden out of town on a rail. At the 
city’s outskirts, the man was released and asked whether he had any- 
thing to say. 

“Well,” the man said, “if it hadn’t been for the honor of the cere- 
mony, I would just as leave have walked.” 

I’m saying to you, gentlemen, if I may: please spare me the honor 
of the ceremony. 

In this connection, let me add my conviction that the ce meres 
between the doctor and patient in England clearly has deteriorated. 
A patient may come into the doctor’s surgery—where several doctors 
may be working—and say “Let me see Jones. If he isn’t here, I'll 
see Smith.” They seldom say Dr. Jones or Dr. Smith. 

Please don’t misunderstand: this is not a matter of titles or formal- 
ity. It seems to me to be an underlying, significant factor in the 
relationship between doctor and patient—more important to the pa- 
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tient than it is to the doctor because the patient’s confidence in a 
doctor can often be the difference between life and death. 

Mark me down as old-fashioned, if you will, but I happen to be- 
lieve—and believe strongly—that the practice of medicine cannot be 
impersonal and still be effective. I happen to believe that people are 
diferent, with different needs and different problems, requiring dif- 
ferent treatment. I happen to believe that doctor’s can’t function 
effectively while in a straitjacket. 

What do the doctors in Britain think about all this ? 

Well, I’m not a one-man polling service, because since 1948 I don’t 
believe in polls, but I can tell you that the overwhelming majority of 
these with whom I talked were gravely concerned over iat they 
considered declining standards of medical care in their country. 

I emphasize that these were private opinions, expressed privately. 

At the outset, in talking with doctors, I found some of them reluctant 
to express their basic convictions, When I assured them that I would 
not, under any circumstances, embarrass any individuals, they opened 
up and laid their beliefs on the line. 

They felt the system underneath the surface was moving from crisis 
to crisis; they felt that the system was demoralizing to both patients 
and doctors; they felt that any service which appears to be provided 
free inevitably will be undervalued and overused ; they felt that doctors 
had been placed at the mercy of forces which had little interest or 
sympathy for the personal and confidential relationship which hitherto 
had existed between the doctor and his patient. 

Most serious of all, they felt that the quality of health care under 
political domination had declined seriously. 

These were the sort of things I was told: 

“IT spend about a third of my time filling out forms and papers,” said a 
doctor practicing in one of London’s slum areas. 

“We can get our patients into hospitals for emergency treatment,” said a 
health official, “but on routine surgery, our patients may have to wait anywhere 
from 3 months to 3 years.” 

“This hospital,” a consultant told me, “had four lay administrative people 
when the Government took over in 1948. Almost overnight, that staff increased 
to 17 people.” 

“Far a many of our able physicians are moving to other countries, where 
they can practice medicine more effectively,’ a health official said. 

These remarks, gentlemen, were typical of the many I heard. 

And just a few words about cost. Before the National Health 
Service was introduced, the Government estimated the annual cost 
would be less than £150 million. 

This was, however, a grave miscalculation. The actual expenditure 
in the first complete financial year, 1949 to 1950, was £436 million. 

Further, the costs continue to soar, with the estimate for 1958 in 
the neighborhood of £750 million. This, you will note, is 
around five times the original prediction. 

Even so, general and mental hospital construction ceased with the 
initiation of the National Health Service. Up to this moment not 
one new hospital has been completed. Limited funds have been used 
for the renovation of existing structures, true enough. And some new 
hospital building is finally underway. But there is a waiting list for 
admissions to hospitals of perhaps half a million persons. 

_ And so they wait, by the hundreds of thousands, for a chance to get 
in a hospital. They may wait 2 years to have their tonsils removed, 
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2 or 3 years for a gall bladder, a gastrectomy, or other elective surgery, 
In closing, gentlemen, let me say one thing: y 

Although I am not an authority on the British health program, 
and don’t pose to be, it doesn’t take an authority to state that the people 
of the United States would not take kindly to that long queue leading 
to their doctor’s office; they wouldn’t take kindly to that 3-year wait 
for admission to hospitals; they wouldn’t take kindly to that assembly 
line approach to treatment; they wouldn’t take kindly to that stag. 
geringly expensive bureaucratic program which is tied up with 
redtape. 

I am not saying that H.R. 4700 is, or seeks to be, a “Made in U.S.A.” 
version of the British health plan. It isn’t. 

But H.R. 4700 is compulsory health insurance on a limited scale. 
And if it were made law, compulsory national health insurance—for 
that agi woman, and child in this country—could soon come down 
the pike. 

Should this happen—and I pray it doesn’t—the high standards of 
health care that Americans expect, want, and deserve, would begin 
to sag at the seams. 

I don’t think any Member of Congress wants that to happen. 
I think all of us want the best medical care for our people that 
skill, dedication, and hard work can give us. 

Hundreds of thousands of people—physicians, dentists, nurses, hos- 
pital personnel, clergymen, social workers, community leaders—are 
working to maintain this Nation’s proud claim to the best medical 
care of any country in the world. 

Gentlemen, let them alone. Leave them to their voluntary ap- 
proaches, and they will continue to do the job as they have always done 
it in the past. 

Thank you for permitting me to apepar. 

The Cuarrman. Dr. Robins, we appreciate your taking time to come 
to the committee and giving us the benefit of your observations based 
upon your recent trip to England. I did not refer to that in present- 
ing you to the committee. I was aware of the fact that you had 
just returned from England, however. 

Are there any questions ? 

Mr. Foranp. Mr. Chairman? 

The Cuarrman. Mr. Forand. 

Mr. Foranp. I do want to thank the doctor for giving us the report 
of his trip, particularly the details that he has gone into, but I get so 
much evidence to the contrary as to how the people of Britain feel 
about this system that I have just said to the chairman here I wish 
there was a special subcommittee of this committee which I would 
head that would be authorized to visit. and see at first hand not only 
the system as it works in England, but in the other countries of 
Europe. 

Doctor, have you read the story in Harper’s magazine of May 1959 
that was written by one Don Cook, a reporter who also was a patient 
and recites his experiences ? 

Dr. Roptns. Yes, sir. I have, Mr. Forand. I have read Mr. 
Cook’s article. 

Mr. Foranp. Do you agree or disagree with what he says, that the 
a1 is in England to stay and everybody likes it, perhaps except 
the doctors ? 
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Dr. Rosrns. I agree with him to that extent, because this program 
was established under a condition of austerity back there after the 
war and the people are apparently pleased with it because it is some- 
thing free and I didn’t find to much dissatisfaction on the part of the 
people because they are accustomed to the system. They don’t know 
ofany better system than what they have. 

Mr. Foranp. The truth of the matter is that we are getting argu- 
ments pro and con just like we are on my bill. Most of the physicians 
that have testified here have gone along practically the same line 
that you followed this morning, namely, that they are opposed to the 
Forand bill, but up until now nobody has offered an alternative that I 
think would work. It seems as though the idea is let things alone 
and they will work out. However, I have been disturbed for a great 
many years over this situation and I am very glad that this commit- 
tee finally has decided to hold hearings, because we have gotten a lot 
of good testimony during these hearings. I realize that these hear- 
ings are not conclusive to the point where the committee is going to 
meet in executive session and report out my bill. 

It never was my intention to see my bill reported word for word 
as it was written. It was introduced as a base from which to work, 
ind I have pleaded repeatedly for assistance from all persons inter- 
ested. I am sure that you, like everybody else that has appeared here 
before, admit that we have a problem, a problem of the health of the 
aged, and we are all trying to find a solution to that problem. I am 
hopeful that you will contribute your share to finding this solution 
rather than just say, “Well, we are opposed to H.R. 4700.” 

Dr. Rosrns. Yes, Mr. Forand, we certainly do want to help you. 
You spoke of an alternative. In my opinion the alternative is con- 
tinuing to make great effort in a voluntarly way like we are doing at 
the present time to solve the problem without the Government hav- 
ing to get into the matter. 

Incidenally you mentioned you would like to have a subcommittee 
go over there and look at that program. I would certainly hope that 
I would be invited to go along with you, because I would want to 
make sure that you saw what I did when I was over there. 

Mr. Foranp. I would be very happy to have you come along, be- 
cause IT am anxious to find the solution and I want that solution 
based on soundness. I don’t want to just take a shot in the air and 
take this as it is. It is for that reason that I have been working on 
this problem and that I have asked others to help me work on it. In 
the last 2 years, since I introduced the bill on this subject, I think 
we have stirred up considerable interest. The doctors have been 
helpful in trying to devise some means. The insurance companies 
have been working on it. I think we have made some progress in the 
last 2 years. 

Dr. Rostns. Mr. Forand, I certainly agree with you there, because 
I think you have contributed greatly by stimulating interest in this 

roblem and I congratulate you on that. The only difference is you 
lave your ideas about the solution of it and I have a different idea 
about the solution of it. Bless your heart, I admire you very much. 

Mr. Foranp. Don’t you think Doctor, if we did have a special 
subeommittee to handle this problem and we could have the proper 
type of a staff that would correlate all of this information and then 
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instead of having a lot of so-called executive sessions, we could hay 
panel discussions, bringing in the various groups, the medical grow 
the welfare group, the union groups, the chamber of commerce, ayj 
so forth, to sit around the table and talk these matters over, th 
we could arrive at a solution ? 

Dr. Rosrns. I think that would be splendid. I think it would bes 
very good idea. 

Mr. Foranp. I hope that this suggestion might be taken seriongj 
and that we can get somewhere. I could go to England by myself q 
my own. Anyone else could. However, that would not be official 
That is the reason why I would like to see a subcommittee that woul 
be a representative body of this Congress that would officially visi 
these countries and see what is going on and then file an official reporfi, 
on which we could base our final decision. 

Dr. Roprns. Yes, sir. The only thing was or I read about in M 
Cook’s article is I am afraid Mr. Cook, being a layman, did not har 
the opportunity to really see people that could speak authoritatively 
from the medical side of this. He talked as a layman mostly. 

‘ Mr. Foranp. That is absolutely true. You speak as a doctor. Heli 
speaks as a layman. 

Dr. Rosins. That is right. 

Mr. Foranp. We ought to be arbiters and once we get these group: 
together it may not be that any individual would have the solution, but 
as a result of these discussions the good points that one would sugges 
and as the good points that another would suggest would all be put 
together and perhaps we would come up with that solution. 

Dr. Rosrns. Certainly. 

Mr. Foranp. Thank you very much. 

The CuarrMan. Any further questions? Mr. Mason? 

Mr. Mason. Dr. Robins, you have given us a picture of conditions 
in England from firsthand observations and experience. I am awfully 
glad to get that firsthand picture because it is much more convincing 
to me than just theoretical discussion. Doctor, I have just on ques 
tion. This problem of taking care of the aged is quite a problem. It 
has been a problem that has been with us along time. How would you 
express the progress that has already been made in the solution of that 

roblem in the last 3 or 4 years compared to the 20 or 30 or 40 years 

hind that time? Have we not done tremendously to solve this prob- 
lem during the last 3 or 4 years such as we never imagined 30 or 4) 
years ago? 

Dr. Rosrns. You are eminently correct, Mr. Mason. We have had 
tremendous progress. As you know, it takes time to work these prob- 
lems out. You can’t do it overnight suddenly by a piece of legislation. 
You certainly can’t do that. I think if the American people are left 
alone in their voluntary way that they will ultimately come up with 
very satisfactory solution to this problem, but it takes time. 

Mr. Mason. Jud ing from the progress that we have made in the last 
3 or 4 years, I would say from where I sit that we will have the solt- 
tion within a few years, much better than any solution that could come 
from Government supervision and Government interference. That's 
my opinion. 

Dr. Rostns. I think you are correct. Certainly I do; yes, sir. 

Mr. Mason. That is all, Mr. Chairman. 


Th 
M 


ppt 


en 


0 
ir 
vt 
OT 
= 
0 
a 
0 
“ la 
a 0 
ali 
} 
n 
01 
1a 
al 
J 
4 
of 


BENEFITS FOR OASI BENEFICIARIES 547 


hay 


] STOup, 
and 


er, that 


The CHAIRMAN. Any further questions of Dr. Robins? Mr, Alger? 
Mr. Avcer. Dr. Robins, I think this is very interesting and I 
ppreciate the fact that you changed your mind from whatever you 
ntended to say before, in view of the fact that I am among those 
ho are interested in the British experiment. The first day of the 
hearings Dr. Flemming of the Health, Education, and Welfare De- 
partment was here, and he was opposing the bill for various reasons 
nd IJ asked him a number of questions for the record that we didn’t 
ave time to develop then. 

One of those questions was if he has made studies and if he would 
rovide for the record for our information whatever can be learned 
from the British experience, and he said that they do know something 
bout it and would provide that information. I have no way of know- 
ng what that information might be, but I wanted you to know that 
he inquiry was made. I would appreciate it myself if you would look 
hat over carefully when it is put in the record so that we can benefit 
from your further observations. In fact, Mr. Chairman, if it is not 
inappropriate, and I am asking for your information or your sugges- 
ion on this, if when Mr. Flemming submits that for the record would 
it be appropriate to give it to Dr. Robins for comment and leave the 
record open for his comments. 

Ihave no idea what Mr. Flemming will say. 

The CuarrMaNn. It usually isn’t done. 

Mr. Mason. I would join in that, Mr. Chairman. 

The Cuarrman. If the gentleman from Texas would like to have 
comments from Dr. Robins on that material it probably can be made 
available to him before the record closes, and we would appreciate 
having Dr. Robins comment on it if you desire him to do so. 

iy Mr. Arcger. Mr. Chairman, I am only interested in information. 
ditions BI have no idea of Mr. Flemmings’ comments. 

wfully§ The Cuarrman. We will try to do that. 

incing® Mr. Arcer. One or two other things. You pointed out the doctors 

n ques Baremoving away from Britain. Is that because of the present British 

m. It®experiment or use of socialized medicine ? 

ld you r. Roprns. That is how I sensed it, Mr. Alger; yes, sir. I further 

of that B found that medical students coming out of school were wanting to 

) years emigrate. 

sprob Mr. Arcer. At the top of page 8, you make this statement. You 

) or 4) § mentioned the system was felt to be demoralizing to both patients and 
doctors. Just what do you mean by “demoralizing”? 

vehad® Dr. Rosrns. I could talk for quite a little bit on that. I would like 

 prob- F to bring up a personal example. On Sunday night, before I left for 

lation. § London on Monday, about dinner time in the evening I was called by 
re left fa mother, and I could hear some commotion in the background. She 
with a § asked me to come over to her home right away. 

I went over and saw that the problem was with a young daughter, 

he last #16 or 17 years old, who had-come home intoxicated. There was a 

» solu- f family disruption between the father and the mother and the daughter. 

| come f I gave this young lady a shot of sparine. Of course she became slee 

hat 8 J very soon and went to bed. The father and mother asked me if, i 

would linger a little while in their living room and talk to them of 

their problem with their daughter, so I did. 
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I must have stayed there an hour and a half or two hours, lettiy 
this father and mother pour their hearts out to me about their probley 


with the daughter. They about a psychiatrist. Finally, I 
them what church they belonged to and they told me Presbyteriy, M 
I said, “I believe you should take this problem first to your ministy | F 


and discuss it with him and see if he can’t be helpful.” 

The doctor that I was telling that to in Great Britain smiled anj 
he said, “Mercy, Doctor, we couldn’t think about spending that mud 
time with one of our patients.” 

Mr. Avcer. That certainly is interesting, Dr. Robins. In fact you 
whole reaction in talking to those people is informative and it js 
something we cannot properly discuss here. Your statement is, 
rather curious and interesting commentary on both the inception 
of our Constitution and our way of life, that regardless of differences 
of viewpoint it is based on a ws Se belief, a moral code of conduct. 
Unfortunately, if ever we dare mention it we can be accused of playing 
politics with religion, and yet I know that many colleagues on both 
sides of the aisle here in Washington feel that a lot of these answer 
spring from moral responsibility based on a religious belief ani 
yet are afraid to mention it because that would be construed as, 3s 
I say, having the Bible on their side politically. 

I think we go to the other extreme. To my knowledge this is the 
second time that this has been mentioned. The word “religion” has 
been mentioned one other time to my knowledge in these hearings 
Anyway, the advice you gave that family and your own reaction | 
applaud. I certainly appreciate what you have said. It is easy to 
become discouraged here when you are on the losing end of a fev 
things and yet you think the facts prove your whole point of view. 

I have a feeling that lots of folks on these issues on both sides 
feel that their facts are not being properly weighed. I sit here ap- 
palled at what you have just aa about Britain. You said twice 
in your statement you are no authority and you can’t report as 
an expert on the British system, but you brought up some informa- 
tion which is either to be thrown eut the window or agreed to as 
far as I am concerned, else the facts will not stand that have been 
presented by the proponents of this bill, no matter how high their 
motivation. 

I want to close with this statement to you. I will feel much better 
if I can say it. Politicians up here many times think, unfortunately, 
being against some Federal program perhaps will be confused m 
the voters’ minds with our being against that need. } 

In other words, some men here in Washington would be afraid 
to oppose the Forand bill because politically they fear that the voters 
mA confuse this opposition with that Congressmen being opposed 
to medical care for the sick. Do you follow my statement?! 

Dr. Rosrns. Oh, yes. 

Mr. Aucer. When Mr. Reuther was here yesterday, with the adroit 
language and manners that he displayed in presenting his viewpoimts, 
I recognize that somebody like myself could be placed in a very wl: 
comfortable position, as when I oppose something. In this case ! 
am not against helping the aged or the sick with medical care, but 
I think there are other ways to do it than with immediately presup- 
posing a Federal solution. 
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[ appreciate your letting me make this speech, Mr. Chairman. 
hank you, Dr. Robins, for your testimony. 

The CHarRMAN. Mr. Machrowicz ? 

Mr. Macurowicz. Doctor, I wasn’t going to ask you a question, 
Wit this last discussion got me to thinking. I know that you are 
ota young man and I am not either. I am sure you remember the 
hirties very well, and I remember very well what the doctors were 
elling us in the thirties as to what would happen if we got a social 
ecurity system in this country, what dire things would happen. 

Do you think those dire things did happen to us? I hear this argu- 
rent about what would happen if we get this socialized medicine, as 
hey call this, that this would be a terrible tragedy to the country. 
Ve were told that in the thirties when the social security system was 
dopted originally, weren’t we ? 
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Dr. Rosrns. Yes, sir. 
a Mr. Macnrowicz. And no terrible tragedy occurred to this coun- 
th 9 
ry! 
nswer 


Dr. Ronrns. Mr. Congressman, but you notice the tendency at every 
ession of Congress is to expand, expand, expand social security into 
other areas until finally it looks to me as though individual responsi- 
bility is going to be taken away from the individual in this country 
and he will be finally dependent upon his great Central Government 
totake care of him. 
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Mr. Macurowicz. That is all. 
I think that is bad philosophy. 
The Cuarrman. Mr. King. 


Mr. Kine. Dr. Robins, I am not going to ask a question because it 
is getting to be the habit around here to sermonize a little bit so 
I will succumb to that desire. Mr. Machrowicz sort of alerted me 
concerning this fear or apprehension that certain groups in our coun- 
try throughout the last 25 years have expressed when certain legis- 
lative proposals are introduced. I think a great number of enact- 
ments took place during the thirties that the record will show very 
> hae competent men declared flatly would ruin their business, if not the 
"their country, if they were enacted. I am thinking of something that had 

todo with the financial structure of the country, but another one 
better strikes me very interestingly and it is more appropriate to this dis- 
‘ately, WCU completely aside from the merits of Mr. Forand’s bill. 
ee Several years ago a spokesman for the insurance industry was be- 
' fore the committee and he was an unusual witness for this reason. 
fraid This was when there was reason to believe that the wage level would 
be increased for OASI purposes. He said: 


posed lam a little embarrassed today, gentlemen— 
or words to that effect. 


, During President Wilson’s administration at the time it was proposed that 
adroit § our servicemen be insured we appeared and I will frankly admit we drew a 
ints, § Ye'y dreary picture in our testimony of what was going to happen to the great 
y Un- insurance industry of this country if the President would permit the insurance 
fe of our servicemen to be handled by the Government. 


a, but He said: 


‘esup- I am sorry to say that what we predicted didn’t happen. Just the opposite 
happened. It stimulated people who not only had some faith in insurance, but 
it got to people that hardly knew what insurance was. We enjoyed, great, 
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great expansions in our business following World War I. When the Soiy 
Security Act was proposed we again vigorously opposed the act and speliq 
out again the adverse, if not devastating, effect social security was going 
have upon the insurance business. 


He said: 


It didn’t happen. We have enjoyed greater expansion than we even drean 
would take place since. 

And he admitted that each time improvements in the act wer 
made or the wage level was increased they again appeared and warned 
the committee that great injury was going to be suffered by the insu. 
ance industry. Hesaid: 

In each case it has not happened. The opposite has happened, so you cap 
understand that I feel awkward today telling you again that if you enact this 
amendment we are going to be suffering. 

I don’t know whether that knowledge could fit well into the history 
of the medical profession opposing many of these things, as Me 
Machrowicz said. I don’t think that we are correct in stating their 
apprehension with respect to many amendments that have been enacted 
in the past. However, that has nothing to do with this. The proposil 
of Mr. Forand’s amendment is a little different, but are you willing 
to admit that you could be wrong? 

Dr. Rosrns. Oh, certainly ; I can be wrong, surely. 

Congressman King, social security is a rather young program in ow 
country—some 20-odd years old now. At each session of Congres 
there are amendments and attempted expansion of the social security 
program. How do you and I know that this will not continue to bk 
done to such an extent that the social security program may meet its 
downfall in the next few years ? 

Mr. Kine. That is all. 

Mr. Berrs. Mr. Chairman. 

The Cuarrman. Mr. Betts. 

Mr. Berrs. Doctor, from your observations of the English system 
were you able to determine what the solution is with respect to in 
centive for young men to follow the medical profession, say, son fol- 
lowing father, and become doctors ? 

Dr. Roprns. Very definitely, I found out and they have physicians 
to substantiate this. Doctor Grant over in Glasgow told me this. 

Mr. Berrs. Who told you? 

Dr. Rosrns. Dr. I. D. Grant, of Glasgow, who is president of the 
College of Family Doctors over there—College of General Practition- 
ers. I had a visit with him the other day in London. He told me, 
and this is documented, that 10 years ago 40 percent of the medical 
students came from medical families and that today, 10 years later, 
only 10 percent—which, of course, indicates to me that the son of 4 
doctor apparently does not desire to follow in his father’s footsteps 

He sees what the father is going through and he has no ambition 
to study medicine and follow his father. 

Mr. Berrs. That answers my question, Mr. Chairman. 

The Cuarrman. Are there any further questions? ; 

Dr. Robins, again we thank you, sir, for coming to the committee 
We appreciate the opportunity of having you here. 

Dr. Rostns. Thank you, sir. 

Mr. Berrs. Mr. Chairman. 
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he Soci The CHAIRMAN. Mr. Betts. 

id spell Mr, Berrs. I have a telegram from the Academy of Medicine of the 

-Solng wi ty of Fostoria, Ohio, stating their position on the Forand bill, 
nd 1 am going to ask unanimous consent to submit it for the record. 

The CuaiRMAN. Without objection, it will be included in the record. 
dreant® (The telegram referred to fsllows :) 

Fostoria, OHIO. 
Representative JACKSON C. 
Tashington, D.C.: 
: Because we believe it will not be to the best interest of the elderly people, 
1€ insur. we respectfully request you to register our objection to the Forand bill. 
Fostor1a ACADEMY OF MEDICINE. 
ti Lhe Cuamman. Is our colleague, Mr. Dingell, here? 
Mr. Yes, sir; Mr. Chairman. 
high The CuarrMan. We are glad to have you with us this morning, 
| of 4 Mr. Dingell, and you are recognized, sir. 
pal ee STATEMENT OF HON. JOHN D. DINGELL, A MEMBER OF CONGRESS, 
ropa FROM THE STATE OF MICHIGAN 
Mr. Dincett. Thank you, Mr. Chairman. 

Mr. Chairman and members of the committee, for the record my 
rin ourgame is John D. Dingell. 1am a Member of Congress from the 15th 
ongres District of Michigan. 
security, | Would like to thank the Chair and my colleagues on the committee 
1e to beg or this opportunity to be here. I would also like to apologize for 
neet its 2Ving been just a few minutes late this morning in appearing before 

the committee. Mr. Chairman, with permission of the Chair and 
the members of the committee, since I have already submitted my pre- 
pared statement to the committee, and in view of the time factor, I 
would like to just make a few brief comments and then I will be 
system ared to answer any questions. 
to in @ CHAIRMAN. You want your entire statement included in the 
on fol- 


Mr. Dineeti. Yes, Mr. Chairman; thank you very much. 

The Cuarrman. Without objection, your entire statement will be 
included in the record. 

(The statement referred to follows :) 


Mr. Chairman and members of the committee, for the record my name is 
D. Dingell. I am a Member of Congress from the 15th District of 

ichigan. 

I would like to express by sincere thanks for an opportunity to discuss the 
legislation now pending—H.R. 4700 by our colleague, Mr. Forand, and identical 
legislation sponsored by me, H.R. 5923. I have also introduced in this Congress 
H.R. 3897, a similar bill, to provide 60 days free hospitalization each year to 
any recipient of social security benefits. 

I have been interested in the insurmountable problems faced by most of our 
aged in securing even minimal health care under today’s system of prepaid 
medical insurance and private medical care. I have sponsored legislation in 
each Congress since the 84th to have hospitalization furnished as a part of the 
social security program to recipients of benefits thereunder. The need for such 
an extension of the social security system is both obvious and compelling. 
_Under the legislation before the committee, the Social Security Administra- 
tion would pay from the OASDI fund for services received from a qualified 
hospital for a period of up to 60 days a year for anyone eligible for retirement, 
survivor, or dependent benefits under the Social Security Act. If the patient 
80es directly or is transferred to a nursing home, benefits are received for an- 
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other 60 days annually. Nursing homes qualified to receive payments Under 
the program must provide skilled nursing services and be operated in conjure. 
tion with a hospital or under direction of doctors of medicine. A qualified phy. 
sician must certify the need for hospital or nursing home services. ' 

Payments in the bill follow the pattern developed by existing payment play 
under the Social Security Act. The cost of the program would be met through 
an increase in contribution rates of one-fourth of 1 percent for employers anj 
employees, and an increase of three-eighths of 1 percent for self-employed, 

I wish to briefly direct myself to the reasons for this legislation and for jts 
speedy enactment. Today citizens over 65 number 15.8 million and increase 9 
the rate of 1 million every 3 years. Only about 40 percent of them have health 
insurance. We must assume that if they could afford it, this group would be 
covered almost 100 percent, since worry about sickness is a constant pressing 
preoccupation to our senior citizens. The study on hospitalization insurance for 
OASDI beneficiaries anticipates that expansion of coverage for persons not now 
covered in the 65-plus age group will be extremely difficult under private pro. 
grams because of cost, health, and income limitations. Indeed, that study indi- 
cates it will be virtually impossible to cover, under existing programs, substantial 
numbers in long-stay institutions, particularly those with very low income, and 
a large number of others unable to pay even the lowest premium. 

Despite pious protestations to the contrary, private programs have never met 
the needs of this group and it is most unlikely that they ever will. The coverage 
is often canceled when the insured reaches the age where it is most needed, If 
eoverage is not canceled then, chances are it could be when the insured has his 
first major illness after reaching his sixties. Coverage of persons is usually lin- 
ited to less than their real need, especially those of advanced age, as with chronic 
illness, both as to dollar amount and as to the quantity and quality of services 
included. 

We have heard how the so-called 65-plus policy is a panacea for the medical 
problems of the oldsters. That program falls flat on its face when exposed to the 
tremendous needs of our aged. To understand that program, let’s look at its 
provisions. 

It provides for a $6.50 monthly premium by the insured to cover up to $10 
a day for hospital room and board for a maximum of 31 days per confinement. 
I defy anyone to find a $10 a day hospital room anywhere. The Secretary of 
Health, Education, and Welfare says the national average for a room is in excess 
of $24 per day. Only $100 is allowed for miscellaneous hospital expenses. Pay- 
ment for surgery is limited to not over $200. Neither figure comes close to meet- 
ing the cost of even a short hospital stay for the most unimportant illness. The 
company also reserves the right to increase rates or cancel on a statewide basis. 

The legislation before the committee is not “socialized medicine” as the spokes- 
men for reaction and do-nothingism would -hhave us believe. Complete freedom of 
choice of physician is expressly preserved. Moreover, the bill provides for pay- 
ment of only such surgical and medical services as are “customarily furnished by 
such hospital to its bed patients.”” What the AMA opposes as “socialized medi- 
cine” is the only program which will come close to solving the hospitalization 
problems of our aged. 

Medical care is expensive; it has risen in cost faster than the other items on 
the consumer index by some 23 percentage points since 1947-49. Medical eare 
has risen 44 percent since 1949 and hospital room rates have doubled. Surgeons’ 
fees are up 26 percent and general practitioners’ fees are up 39 percent. 

I want the record to show some other grim statistics. Of all persons 65 and 
older more than one-third have passed 75, one in seven is an octogenarian. Only 
one in five has a job. About 2.5 million or 16 percent of the aged receive old age 
assistance. 

Outside income from savings, jobs, etc., bring in little money. Three-fifths of 
these people had incomes of less than $1,000 per year, one-fifth had incomes of 
from $1,000 to $2,000 per year, and only one-fifth had incomes of over $2,000 per 
annum including social security benefits. . 

Forty-five percent of the spending units headed by a person of 65 or older 
had financial assets of less than $500. Median net worth for retirees was 
$9,620, mostly represented by equity in a modest home. Liquid assets accounted 
for only a small part of net worth, and only half had as much as $1,580 in liquid 
assets. 

The cost of such a program, in terms of payroll as figured by HEW would be 
0.428 percent of taxable payroll, about the same as provided for in the 05 
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percent taxing provision in the legislation before the committee. This cost 
is very moderate in view of the tremendous need of our aged who have the 
highest incidence of all medical care (except dental since they have usually 
long since lost their teeth) and only the slenderest means to meet it. 

The study on hospitalization insurance for OASDI beneficiaries raised one 
yery difficult question, which it cited as one of the principal problems for the 
aged, “How can higher than average medical needs be financed out of lower than 
average financial resources?” 

The conclusion is inescapable. Only through early enactment of the legisla- 


tion before the committee. 

Mr. Dincetu. I think as one who has sponsored for a number of 
years a program of national health insurance I am entitled to say that 
this is not a program of national contributory health insurance, which 
the AMA happens to call, erroneously, by the misnomer of “socialized 
medicine.” This is entirely apart and different and distinct from 
that program. All of the vices which the AMA incorrectly and im- 
properly attributes to national health insurance, and I want to stress 
that, improperly and incorrectly attributes, to a program of national 
health insurance would not be inherent in this system any more than 
they are inherent in the other system of hospital care. This is not a 
program of national contributory health insurance at all. This is 
merely a proposal to cover the old folks of this country with the first 
real opportunity which they have ever been offered for adequate 
health care. 

I think the language of the bill is very plain on one page where it 
states that the only medical care which shall be available is such 
medical and surgical care as is ordinarily available to bed patients in 
the hospital. In other words, we are not opening this broadcast 
to medical care. We are just including this for such surgical and 
medical care as is ordinarily offered to bed patients in the hospital. 

Mr. Chairman, I attend many old folks meetings at home. While I 
think the statistical evidence which has been placed before this com- 
mittee is overwhelming, but I would like to give very briefly some of 
the things that I have observed in my association with old folks. I 
think that I am as capable to testify on this particular aspect and on 
most other aspects of this as the doctors are. They may have some 
personel knowledge of care of the sick, but sg to have 
mowledge of the immediate problems that these old folks face from 
long association with them and their organizations. 

The biggest fear that the old folks in this country face today is not 
death; it is just illness. They know that on the income which they 
have they are incapable of meeting the needs of providing adequate 
health care for themselves. They are usually capable of providing 
only the barest necessities of life on their meager income. They know 
that hospitalization and doctor bills are above and beyond anythin 
that they have the ability to meet through their own resources an 
through the private plans presently available to them, such as Blue 
Cross or any of the private insurance company plans. 

They are well aware of the fact that if serious illness comes along 


it will most probably wipe out whatever small savings they have. 

hey are equally well aware, Mr. Chairman, that it will probably 
eliminate the small equity which they may have in their home or 
Place them at the mercy of private or public charity or, worse, to 
compel them to solicit the aid and help of relatives. 
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I don’t think this is a good situation. I think that these old folks 
are well aware of the need for legislation like the Forand bill, | 
think if you were to ask the old people of this country, Mr. Chairman, 
I don’t think you would find a single one opposed to the bill befor 
the committee. I would like to point out that the private prograns 
are too costly for our old folks. They require a prorating of cost 
across the community if they are going to even come within reach of 
the need of the old folks, and that of course causes the unfairnes 
that opponents to the Forand bill find in prorating through the Socia] 
Security System. 

I would like to comment briefly on this 65-plus proposal which we 
have heard so much about. That is a practically worthless program, 
Mr. Chairman. It provides for 31 days of illness at $10 a day ing 
hospital, $100 miscellaneous hospital expenses, and $200 for the 
surgery. I defy any witness before this committee from the AMA or 
anywhere else to say that this is an adequate program to meet the 
needs of a person who is chronically ill or who suffers a severe ill- 
ness after he reaches 60 or 65. In fact, it is inadequate for persons 
of any age, but especially so for persons over 65. 

Some of the comments I heard the previous witness, Dr. Robins, 
make I would like to comment on briefly. He admitted that he was 
not an expert on British health service. He went further to state 
that the proposal, H.R. 4700, is not necessarily a repetition of the 
British system. I think those two statements alone would tend to 
discredit or to throw out many of the scare stories and many of the 
so-called frightening incidents of public or national health systems 
in other countries that were made by the previous witness. I think 
we have to understand certain other things about this. If this pro- 
gram, as the opponents say, will overload our hospitals and overload 
our doctors, it merely proves something that I have been saying all 
along, that the present system of hospitals and medical care as well 
as the number of doctors in this country are grossly inadequate to 
provide proper health needs for our people. I think that we will more 
and more realize these facts as time goes on. 

Mr. Chairman, this committee in its wisdom, and I say in its wis- 
dom because it was a very wise act, had the Department of Health, 
Education, and Welfare and staff of the committee perform a very 
valuable study on the problem of providing for proper health care for 
our aged. Mr. Chairman, that should be required reading not only 
for Members of the Congress in general, but especially for members 
of this committee. 

Iam sure most of the members of the committee will read that study. 
I am sure that anyone who reads it will come to the conclusion, as! 
did and, I am sure, as many others have, that there is only one way 
that we can provide adequate care for the older citizens of this country 
and that is by having a proposal of the type that we have here spon- 
sored by my distinguished friend, the gentleman from Rhode Islan¢, 
and by myself, and by several other Members of this Congress. 

One thing I read in that study is: 

“How can higher than average medical needs be financed out of 
lower than average financial resources ?” ; 

That question was asked. Mr. Chairman, I am sure that the chatr- 
man and the members of this committee are well aware of the fact that 
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the old folks of this country have the lowest financial means of any 
soup in the country. They have the highest needs of medical care 
of any group in all things except dentistry and I think for the very 
wood reason that very few of our old citizens have their own original 
eth. ‘Chey are mostly relying on dentures having long since lost 
their own teeth. 

Mr. Chairman, I urge with every means at my ability and command 
that this committee report the Forand bill out at the earliest possible 
moment. When that bill becomes law we will have finally done some- 
thing to enable our old folks to meet the most pressing need which 
they face, providing adequate health care for themselves. 

Thank you, Mr. Chairman. 

The CHamman. Mr. Dingell, we thank you for bringing to us this 
discussion of your views on H.R. 4700. 

Are there any questions of Mr. Dingell ? 

Mr. Mason. Mr. Chairman. 

The Cuarrman. Mr. Mason. 

Mr. Mason. Mr. Dingell, the doctor was modest to state that he was 
not an authority on the English system, although he did have some 
firsthand knowledge of it. Because he was that modest, do you think 
that that declaration of his disqualifies him as a witness to express 
what he actually observed ¢ 

Mr. Divert. I wouldn’t say it disqualified him. I just say that it 
characterized his testimony and I would say that in evaluating his 
testimony, as in evaluating the testimony of any other witness, the 
committee ought to take that particular statement well into account. 

Mr. Mason. Then, conversely, your knowledge of the subject places 
you in the position that your testimony should be valued at your 
statement, or at ours. 

Mr. Dinertx. I would say the gentleman is intelligent enough to 
evaluate the testimony of witnesses without any help from me. 

Iam not inferring that the medical profession is engaged in chicken 
thievery, but I would say you don’t have to be a chicken thief to know 
how to get a hen off the nest. 

Mr. Mason. That is all, Mr. Chairman. 

The Cuarrman. Any further questions? 

If not, we thank you, Mr. Dingell. 

Mr. Dineetn. Thank you, Mr. Chairman. 

_ The Cuarrman. Is our colleague from New York, Mr. Halpern, 
inthe room ? 

Mr. Halpern, what district in New York do you represent ? 


STATEMENT OF HON. SEYMOUR HALPERN, A MEMBER OF CONGRESS 
FROM THE STATE OF NEW YORK 


Mr. Hatrern. The Fourth District of New York. 

The Cuamman. You are recognized, sir. How long will it take 
you to complete your statement ? 

Mr. Havrern. I will try to keep it within 10 minutes. 

The Cuamman. All right, you are recognized. 

Before you start, Mr. Halpern, if you do omit any parts of your 
statement your entire statement will appear in the record. 

Mr. Hatpern. Thank you, sir. 


at 


556 BENEFITS FOR OASI BENEFICIARIES 

Mr. Chairman, and distinguished members of the committee, I wan 
to thank you for this opportunity to appear today on behalf of HR 
4700, the bill introduced by Congressman Forand to provide insw. 
ance against the costs of hospitalization, nursing home care, and surgi. 
cal services for those eligible for old-age and survivors benefits or whe 
would be eligible if they applied. I have introduced a similar bill, 
H.R. 5000. 

The committee, I am sure, is fully cognizant of the provisions of 
the bill, and I do not feel that any further detailed explanation js 
necessary at this time. Its purpose is to provide a sensible insurance 
program against certain specified expenses resulting from the ill 
health of those eligible for old-age and survivors insurance benefits, 

It offers a feasible method for coming to grips with a clearly 
demonstrable need, the difficulties encountered by a great portion of 
our senior citizens to finance certain heavy mailed endl I fully 
realize that the provisions of the bill may not be the final answer, but 
I respectfully urge that the committee undertake a full review of 
the problem with the objective of developing a reasonable solution 
which will not impose exorbitant costs on our aged. 

I would like to discuss briefly, what I believe are several pertinent 
questions in regard to this proposed legislation. Is it needed? Isit 
desired? Is it preferable to suggested alternatives? And, what is 
its projected cost ? 

_ The report by the Department of Health, Education, and Welfare 
In response to the committee’s request is sprinkled with references 
to the lower incomes and more costly medical expenses of the aged. 

The third paragraph of the report declares: 

There is general agreement that a problem does exist. The rising cost of 
medical care, and particularly of hospital care, over the past decade has been felt 
by persons of all ages. Older persons have larger than average medical needs. 
As a group they use about 24% times as much general hospital care as the average 
for persons under age 65, and they have special need for long-term institutional 
eare. Their incomes are generally considerably lower than those of the rest of 


the population, and in many cases are either fixed or declining in amount. They 


have less opportunity than employed persons to spread the cost burden through 
health insurance. 


A larger proportion of the aged than of other persons must turn to public 
assistance for payment of their medical bills or rely on “free” care from hospitals 
and physicians. Because both the number and proportion of older persons in 
the population are increasing, a satisfactory solution to the problem of paying 
for adequate medical care for the aged will become more, rather than less, 
important. 

Incomewise, the aged are not in a strong position. Of the 9.3 mil- 
lion on old-age, survivors, and disability insurance, about one-fifth 
have no other income than the monthly benefits they receive. Of the 
couples, with the husband aged 65, or over, who have their own house- 
holds, almost half had cash incomes of less than $2,000 in 1956 and only 
15 percent reported incomes of $5,000 or more. Half of the aged 
persons living alone or with nonrelatives—not in institutions—had 
incomes of $900 or less in the same year. Nonmarried aged persons 
living with relatives had, on the average, even less than this figure, 
the HEW report indicates. 

The report specifies that the median total income of retired couples 
ee benefits under the OASDI, in 1957, was $2,190 or $183 4 
mont. 
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What do these figures mean in respect to the need for expanding the 
social security program to provide insurance against the costs of cer- 
tain medical expenses for the aged ? 

Let me refer to volume III of “Studies of the Aged and Aging, 

repared by the staff of the Senate Committee on Labor and Public 
We fare, in November 1956. The report is entitled “Income and In- 
come Maintenance.” 

The report points out that the Welfare and Health Council of New 
York City, in 1955, prepared a family budget standard for the city 
that corresponded to the level of the city worker’s family budget. 
The total cost of goods and services for an elderly couple living alone 
in New York City, as of October 1954, was estimated at $2,317 if the 
head and his wife were both retired. 

This figure was reduced to about $1,900 if the family included an- 
other member living with them. 

Such costs might not be similar in all other areas of the United 
States, but, the report points out, they may not be greatly in excess 
of the average for the large cities, particularly when it is realized 
that almost two-thirds of the aged population live in urban com- 
munities. 

These budget estimates were made in 1954 and, as we all know have 
increased considerably since then. If almost half of the retired 
couples owning their own homes in 1956 had cash incomes of less than 
$2,000 as I previously mentioned, it is clear that many aged couples 
in cities cannot maintain a level of living equivalent to that repre- 
sented by the New York City budget standard. 

The same conclusion applies to nonmarried aged persons living 
alone. The 1954 budget estimate for these citizens was about $1,600 
and $1,500 for retired men and women, respectively. These figures are 
to be compared with the Health, Education, and Welfare report that 
half the aged persons living alone or with nonrelatives—not in in- 
stitutions—in 1957 had incomes of $900 or less. 

How can the aged be expected to provide adequately for their 
medical expenses under such conditions? 

The Health, Education, and Welfare report points out that— 
the aged spend at least twice as many days per capita in general hospitals 


as the population as a whole, that acute conditions occur less frequently among 
the aged and chronic conditions more frequently than among younger persons. 


Itestimates that a rough measurement of the equivalent current annual 
cost of medical care per person in the noninstitutional population 
would be $81, but for those aged 65 or over it would be $125. 

However, hospital bills, drugs, and medicines make up considerably 
larger proportions of the medical care for the aged than for the popu- 
lation as a whole. 

As far as costs are concerned, the Health, Education, and Welfare 
Department reports that some 30 percent of those drawing OASDI 
benefits in 1957 had medical costs of $300 or more. Of those who were 
hospitalized in general hospitals, only 10 percent had costs below $300. 
For the average couple with one or more members hospitalized, the 
median cost was about $700. Only about 14 percent of the couples 
7s had any of their expenses covered by insurance. 

ith median medical expenses for married couples receiving 
OASDI benefits running to a little less than $200 annually, and median 
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income of such couples slightly under $2,200, medical expenses ¢ 
the average for these aged people amounted to almost 10 percent gf 
annual income. When we consider that the Health, Education, aR 
Welfare Department reports that more than four-fifths of the age 
incurring medical costs assumed responsibility themselves for all their 
medical costs incurred during the year, the drain on the assets of 
the aged is readily apparent. 

This, Mr. Chairman, is why I believe that enactment of H.R. 470i 
is necessary. Whereas some 40 percent of the aged are reported to 
have some form of health insurance of varying benefits, the adoption 
of H.R. 4700 would enable some 70 percent of our aged population to 
receive specified protection against the heaviest of medical expenses: 
that is, hospitalization and nursing home care. 

Is such a bill desired by the public, Mr. Chairman ? 

Several weeks ago I sent out to the voters in my district a ques 
tionnaire. Among the questions was one asking each voter if he or 
she favored amending the Social Security Act to provide hospital, 
nursing home, and surgical services to our senior citizens. The r- 
sults of the poll are not fully tabulated yet, but thus far they indicate 
that 66 percent are in favor of amending the act in this fashion. 

This is a resounding percentage. I am sure that favorable per. 
centages have been returned to similar questionnaires sent out by other 
Members. 

I have also received numerous letters urging adoption of the bill. 
It is a subject that in various forms has been before Congress for more 
than 10 years, and sponsors of proposals in the field, as we know, have 
included among others such eminent Members of Congress as the late 
Senator Taft and the chairman of the Senate Labor and Public Wel- 
fare Committee, Senator Hill. 

Is this bill preferable to suggested alternatives? Chapter VI of 
the report by the Health, Education, and Welfare Department offers 
highly interesting reading on alternative proposals. I will not take 
the time of the committee to describe them in detail, but they include 
stimulation of voluntary insurance, subsidies to private insurance 
carriers, and Federal grant-in-aid programs. 

It is enlightening to read some of the comments in the chapter as 
to these proposals. For instance, on permitting private carriers to 
pool experience, such a program would not— 


meet the problem of the financial barriers to purchase of insurance by the aged. 


On a Federal program to reinsure carriers against abnormal losses 
1t— 
would not improve the ability of low income persons to purchase health insur- 
ance. 
On a plan for the Government to operate a checkoff system similar 


to a payroll deduction on a voluntary basis for persons receiving 
OASDI benefits— 


since participation would be voluntary and the entire cost would be borne by 
the beneficiary group, there is no reason for thinking that the premiums could 
be much lower than those now charged by group plans covering the aged. 


On having the Government subsidize the cost of health insurance 


bought by OASDIT beneficiaries through a matching payment for 
amounts deducted from the monthly benefit : 
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Unless the subsidy represented a substantial portion of the premium it is proba- 
ple that not many more beneficiaries would participate in the plan than in a 
voluntary checkoff without subsidy. 


On subsidies to private insurance carriers : 


The difficulties of providing hospitalization and health insurance coverage 
for the aged stem primarily from the fact that they require above-average 
amounts of care and in general have below-average incomes. Any large ex- 
pansion of protection for the aged thus seems unlikely without some way of 
covering the costs by spreading them over other segments of the population 
and throughout the lifetime of the individual. Voluntary insurance has suc- 
ceeded in doing this to a limited extent through community-rated premiums 
and inclusion of the retired aged in employment groups. 

There is a question, however, of how far voluntary effort and private industry 
can go to assure adequate protection to all or the great majority of the aged. 
And again, in respect to cost and premium norms of subsidized 
private insurance : 

When such requirements are recognized and spelled out in detail it becomes 
apparent that the degree of regulation of voluntary health insurance that would 
be involved would probably be unacceptable and that such a program would be 
complicated and costly to administer. 

On a program of Federal grants to States for medical care for the 
indigent— 
thus, expenditures for hospital care for the aged under a program of medical 
assistance assuring uniform nationwide protection might be of the order of 
magnitude as the costs of providing hospital insurance for aged OASDI bene- 
ficiaries—roughly $750 million in 1960 for persons aged 65 and over. 

And, I need not remind the committee that this money, of course, 
would be paid from the Federal Treasury out of appropriations rather 
than being raised through nationwide taxation on employers and em- 
ployees in an insurance program divorced from budgetary consid- 
erations. 

What would be the cost of the program? According to the Health, 
Education, and Welfare Department report, if the program were re- 
stricted to eligible aged persons, hospital service benefits would cost 
$826.3 million in 1960. To this would be added $14 million for lim- 
ited skilled nursing home benefits for the aged and disabled. Surgical 
benefits were not estimated by the Health, Education, and Welfare 
report, but the Health Insurance Association of America has given 
the figure of $197 million. 

Totaled together, these sums amount to $1.0373 billion. 

—Tfall OA SDI beneficiary groups were included in the hospital serv- 
ice benefits, an additional $69.1 million would result for a total of 
$1.1054 billion. 

These are the estimates of experts. Others have ranged as high 
as $1.370 billion. In general, I believe that it would be safe to say 
that the total cost would run in the neighborhood of slightly over 
$1 billion in 1960. It may be trite to refer to such oft-quoted figures 
as national spending of $6,074 million in 1957 for cigarettes or $9,140 
million for liquor, but few people could reasonably argue that $1 bil- 
lion for the heath of our senior citizens would not be a far more salu- 
tary expenditure. 

Mr. Chairman, I believe that the bill should be carefully considered 
by the committee. I believe that it proposes a reasonable method for 
meeting an obvious need in this country; that it is supported by a 
great many Americans; that it offers a proposal superior to suggested 
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alternatives; and that its cost, spread over an insurance program, can 
be satisfactorily absorbed by the American economy. 

It certainly is not socialized medicine. The Health, Education, and 
Welfare report, to my knowledge, never resorts to such terminology, 
Like the pe great. welfare programs which our Nation has under. 
taken, such as national distribution of Salk polio vaccine, it offers q 
pragmatic solution to an existing problem. 

I thank the committee for its courtesy and I respectfully urge that 
it recommend legislation in this vital area. 

Thank you, sir. 

The Cuarrman. Mr. Halpern, we appreciate your bringing your 
discussion of this matter to the attention of the committee this morn- 
ing. Are there any questions of Mr. Halpern? 

Mr. Foranp. Mr. Chairman, I don’t have a question, but I do want 
to commend Mr. Halpern for his presentation. I know of his sin- 
cerity in this program and the hard work he has been putting into it, 
and for that I say thank you. 

Mr. Havrern. Thank you very much. 

The Cuatrrman. Mr. Byrnes. 

Mr. Byrnes. You said that Senator Taft supported this proposi- 
tion. I would say that I have a great admiration for the Senator 
and I wonder if the gentleman can tell me where or when the Senator 
supported a proposition such as this? 

Mr. Haupern. Yes. It is my belief that from 1946 to 1949 Senator 
Taft was a sponsor of legislation in the field of medical assistance. 
It may not have been this bill. I didn’t say it was specifically this 
bill. 

Mr. Byrnes. No. 

Mr. Havpern. Or even the exact objectives of this bill, but he did 
sponsor a grant program to States for assistance for those unable 
to meet medical or dental care. 

Mr. Byrnes. Under the old-age assistance program ? 

Mr. Hawrern. Yes. 

Mr. Byrnes. Not the old-age and survivors insurance system? 

Mr. Harrern. No. 

Mr. Byrnes. What we are talking about here is the old-age and 
survivors insurance system. 

Mr. Hatrern. I think there is a kindred relationship as to the 
philosophy behind it. 

Mr. Byrnes. I would differ with the gentleman, and I think most 
members of the committee would, as to the objectives. One is based 
on need, the insurance system is not based on need. 

That is all, Mr. Chairman. 

Mr. Foranp. Mr. Chairman, I think we ought to make it clear that 
the assistance program is part of the social security system. 

Mr. Byrnes. Is it not part of the old-age and survivors insurance 
system ? 

Mr. Foranpv. You are breaking it down into chapters. 

Mr. Byrnes. That is right. 

The Crarrman. Mr. Halpern, I was somewhat myself interested 
in your observation of Senator Taft’s support during his lifetime 
of anything such as this connected with OASDIT because it has been 
my thought that he had not supported further expansion of OASDI 
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in the field of paying for medical services, but, as Mr. Byrnes points 
out, that is not material to the discussion of the committee at the 
moment. 

Thank you, sir, very much. 

Mr. Haurern. Thank you, sir. 

The CHAIRMAN. Our next witness is our colleague from New York, 
the Honorable Thaddeus J. Dulski. 

We are pleased to have you before the committee this morning 
and you are recognized, sir. 


STATEMENT OF HON. THADDEUS J. DULSKI, A REPRESENTATIVE 
IN CONGRESS FROM THE STATE OF NEW YORK 


Mr. Duusxt. Mr. Chairman, I appreciate this opportunity to ap- 
pear here before this distinguished committee. 

I noted some of the things that Mr. Halpern brought out and my 
statement would only be repetitious. 

So, with your permission, may I have my statement included in 
the record at this point. 

The CuamrMAN. Without objection, your entire statement will be 
included. 

Mr. Dutsxt. Thank you. 

The CuarrMAN. We thank you, sir, for coming to the committee. 

(The statement referred to follows :) 

Mr. Chairman, and distinguished members of this committee, I appreciate this 
opportunity to appear here today in support of the Forand bill, H.R. 4700. 

I have received a great many letters from my elderly constituents telling me 
of their sad plight caused by the heavy costs of doctor bills and hospitalization. 
Also, a number of organizations, such as the American Nurses’ Association, the 
AFL-CIO, the National Association of Social Workers, and others, have con- 
tacted me endorsing such a health provision in our social security program. 

The cruelest costs in old age are medical costs. Illness, often prolonged, means 
heavy doctor bills and hospital bills. Our social security system could be greatly 
improved if the biggest share of these costs could be met through a health insur- 


| ance provision. The gain in alleviating human misery would be enormous. 


America has many splendid voluntary health-insurance programs. But, for most 
of our elderly people, these programs are impossible not only because the pre- 
miums are higher as age increases, but also because many of these older people 
are prohibited from joining the plan. 

Today we find many industries and business firms providing health insurance 
programs for their employees. Right now we, in the Congress, are considering 
health insurance legislation for our Federal employes. But, when he reaches 
the age he needs it most, there is no health insurance protection available for 
Mr. Senior Citizen unless he can afford to pay the high premium costs. 

A study made 2 years ago revealed that only 40 percent of old-age beneficiaries 
have some form of health insurance. Even this is often inadequate and it is 
expensive—in view of the limited resources of the greater majority of our senior 
citizens. In the meantime, hospital and doctor costs continue to rise. 

Improvement in our social security law to provide hospitalization benefits, 
say for 60 days a year to old people, would in no real sense compete with our 
free voluntary health insurance system, but would be an excellent supplement 
‘o the voluntary health insurance which has been so successful in our country. 

Our Government has been concerned about the health of our Nation for many, 
many years, and today furnishes billions of dollars for medical care for the 
heedy through public welfare programs, for research programs, for our Armed 
Forces, ete. We must not overlook those who have contributed so much toward 
the progress of America, and who have played a substantial part in bringing 
all these programs into fruition. I strongly urge favorable consideration of this 
legislation which is long overdue. 
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One will never know the true meaning of social security until he reaches the 
age to which it applies and he has perhaps no other income on which to depend, 
Then he will understand why the principle of social security is so sound. 

The Cuamman. Our next witness is Dr. Esselstyn. 

Will you identify yourself by giving us your full name and address 
and the capacity in which you appear. 


STATEMENT OF DR. C. B. ESSELSTYN, SECOND VICE PRESIDENT, 
GROUP HEALTH ASSOCIATION OF AMERICA 


Dr, Essetstyn. My name is Dr. Caldwell B. Esselstyn. I am here 
to represent the Group Health Association of America. 

The Cuatrman. Doctor, we have allotted to you 20 minutes. Can 
you conclude your statement in that time? 

Dr. Esseustyn. Yes, I can. 

The CHarrman. Fine. You are recognized, sir. If you omit any 
part of your statement, you may do so with the understanding that 
your entire statement will appear in the record. 

Dr. Essetstyn. Thank you, Mr. Chairman. 

Mr. Chairman, on behalf of the Group Health Association of 
America, [ want to thank you for this privilege of appearing before 
the Ways and Means Committee to testify concerning H.R. 4700. 

The Group Health Association of America is an organization com- 
posed of ogee cham health plans and individual members. 

The health plans include indemnity insurance plans, as well as direct 
service plans, providing comprehensive care through group practice. 

The individual membership is made up of administrators of labor 
health plans, as well as professional and lay persons who are primarily 
interested in the evaluation of our present methods of providing health 
services, and of ways and means of making available better medical 
care for the American people, particularly through consumer spon- 
sored prepaid comprehensive direct service plans. 

Today, Group Health Association of America is representing the 
health interests of between 414 to 5 million individuals throughout 
the United States. 

It is an organization which is primarily concerned with the problems 
of the consumer of medical care, and represents a unique forum where 
free and open discussions between producers and consumers have 
resulted in many constructive plans and united front in regard to our 
concern over the dilemma of providing health care for our senior 
citizens. 

Throughout the week you have heard from experts dealing with 
many of the facets of H.R. 4700, and although at this late date some 
of the things which I am going to mention may be repetitious, I believe 
it is justifiable for the sake of emphasis. 

The Group Health Association of America believes that the legisla- 
tion under consideration by your committee at this time is of tremen- 
dous significance, and is bound to have a profound effect on the shape 
of things to come. The necessity for action at this time is the result 
of a number of important developments: 

1. The fact that during the past 10 years, the price of medical items 
in the Consumer’s Price Index, such as professional fees, hospital 
charges, drugs, and medical supplies, have increased more than 4 
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percent, and that during this same period hospital costs, alone, have 
nearly tripled ; yet, the end is not in sight. 

9 The fact that at our present economic level we are told that of 
the more than 16 million people over 65, 3 out of every 5 have gross 
incomes of less than $1,000. 

3. The fact that of those over 65 only two out of every five have any 
health insurance programs at the present time. 

4, The fact that throughout the country it is recognized that the 
No. 1 cause of dependency is sickness and disability. 

5. The well-known fact that the aged require about 214 times as 
much general hospital care as younger persons. 

6. The fact that married couples on social security who have had 
to use their voluntary insurance found that it met only two-thirds 
of the hospital cost, and one-fifth of the doctor bills. 

7. The fact that last year, for the first time, the percentage of the 
population covered by health insurance did not grow, but remained at 
i0 percent—strongly suggesting the possibility that voluntary insur- 
ance has reached the saturation point. 

8, And, finally, the very important observation of the ineffective- 
ness of the voluntary and commercial insurance plans which have 
recently been developed. 

The initial legislation which was proposed by Representative Aime 
Forand in 1957, at the 85th Congress, under H.R. 9467, has acted 
as an effective burr under the saddle of voluntary and commercial 
plans, to produce in some way some kind of insurance to adequately 
meet the peculiar needs of the group over 65 years of age. 

Every credit should be given to these people who have worked so 
long and earnestly and hard to try and produce a substitute for a tax- 
supported plan. But, as you can readily appreciate from a review 
of the foregoing facts and figures, no voluntary insurance plan of 
any sort can create the necessary resources to provide adequate cover- 
age for this older age group. 

It is just a question of trying to get blood out of a stone. 

Recently, before I came down here, I had an experience with a 
patient who left the hospital. He was insured under the Continental 
Casualty program of over 65. His hospital stay over and above what 
he was allowed through his insurance cost him $538. 

I think this is a very representative case of the kind of things 
that happen with the best there is in the over 65 policies that are being 
made available today. 

Several features of H.R. 4700 incorporate principles which the 
Group Health Association of America has endorsed since the very 
founding of the original organization in 1946, which was known then 
as the Cooperative Health Federation of America. 

Foremost among these is the principle of prepayment which our 
association has always endorsed. 

There is the principle of service, rather than indemnity benefits 
which have been written into this bill. 

There is the provision for making full use of the present nonprofit 

health plans which may be in existence. 
_ It has long been our contention that although the profit motive 
is an honorable one, the care of the sick should not be entrusted to a 
commercial organization whose driving force, of necessity, is to make 
money. 


a 
ress 
q 
ENT, 
here 
Can 
any 
that 
j 
4 
‘ith 
yme 
sla- 
en- 
ype 
ms 
tal 
45 


BENEFITS FOR OASI BENEFICIARIES 


It is also gratifying to see the Federal social security system used 
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One will never know the true meaning of social security until he reaches the 
age to which it applies and he has perhaps no other income on which to depend. 
Then he will understand why the principle of social security is so sound. 

The Cuarman. Our next witness is Dr. Esselstyn. 

Will you identify yourself by giving us your full name and address 
and the capacity in which you appear. 


STATEMENT OF DR. C. B. ESSELSTYN, SECOND VICE PRESIDENT, 
GROUP HEALTH ASSOCIATION OF AMERICA 


Dr. Essetstyn. My name is Dr. Caldwell B. Esselstyn. I am here 
to represent the Group Health Association of America. 

The Cuatrman. Doctor, we have allotted to you 20 minutes. Can 
you conclude your statement in that time? 

Dr. Essrusryn. Yes, I can, 

The Cuarrman. Fine. You are recognized, sir. If you gmit any 
part of your statement, you may do so with the understanding that 
your entire statement will appear in the record. 

Dr. Esseisryn.. Thank you, Mr. Chairman. 

Mr. Chairman, on behalf of the Group Health Association of 
America, I want to thank you for this privilege of appearing before 
the Ways and Means Committee to testify concerning H.R. 4700. 

The eotin Health Association of America is an organization com- 
posed of prepayment health plans and individual members. 

The health plans include indemnity insurance plans, as well as direct 
service plans, providing comprehensive care through group practice. 

The individual membership is made up of administrators of labor 
health plans, as well as professional and lay persons who are primarily 
interested in the evaluation of our present methods of providing health 
services, and of ways and means of making available better medical 
sare for the American people, particularly through consumer spon- 
sored prepaid comprehensive direct service plans. 

Today, Group Health Association of America is representing the 
health interests of between 414 to 5 million individuals throughout 
the United States. 

It is an organization which is primarily concerned with the problems 
of the consumer of medical care, and represents a unique forum where 
free and open discussions between producers and consumers have 
resulted in many constructive plans and united front in regard to our 
concern over the dilemma of providing health care for our senior 
citizens. 

Throughout the week you have heard from experts dealing with 
many of the facets of H.R. 4700, and although at this late date some 
of the things which I am going to mention may be repetitious, I believe 
it is justifiable for the sake of emphasis. 

The Group Health Association of America believes that the legisla- 
tion under consideration by your committee at this time is of tremen- 
dous significance, and is bound to have a profound effect on the shape 
of things to come. The necessity for action at this time is the result 
of a number of important developments: 

1. The fact that during the past 10 years, the price of medical items 
-in the Consumer’s Price Index, such as professional fees, hospital 
charges, drugs, and medical supplies, have increased more than 45 
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percent, and that during this same period hospital costs, alone, have 
nearly tripled; yet, the end is not in sight. : 

2. The fact that at our present economic level we are told that of 
the more than 16 million people over 65, 3 out of every 5 have gross 
incomes of less than $1,000. 

3. The fact that of those over 65 only two out of every five have any 
health insurance programs at the present time. 

4. The fact that throughout the country it is recognized that the 
No. 1 cause of dependency is sickness and disability. 

5. The well-known fact that the aged require about 214 times as 
much general hospital care as younger persons. 

6. The fact that married couples on social security who have had 
to use their voluntary insurance found that it met only two-thirds 
of the hospital cost, and one-fifth of the doctor bills. 

7. The fact that last year, for the first time, the percentage of the 

opulation covered by health insurance did not grow, but remained at 
(0 percent—strongly suggesting the possibility that voluntary insur- 
ance has reached the saturation point. 

8. And, finally, the very important observation of the ineffective- 
ness of the voluntary and commercial insurance plans which have 
recently been developed. 

The initial legislation which was proposed by Representative Aime 
Forand in 1957, at the 85th Congress, under H.R. 9467, has acted 
as an effective burr under the saddle of voluntary and commercial 
plans, to produce in some way some kind of insurance to adequately 
meet the peculiar needs of the group over 65 years of age. 

Every credit should be given to these people who have worked so 
long and earnestly and hard to try and produce a substitute for a tax- 
supported plan. But, as you can readily appreciate from a review 
of the foregoing facts and figures, no voluntary insurance plan of 
any sort can create the necessary resources to provide adequate cover- 
age for this older age group. 

It is just a question of trying to get blood out of a stone. 

Recently, before I came down here, I had an experience with a 
patient who left the hospital. He was insured under the Continental 
Casualty program of over 65. His hospital stay over and above what 
he was allowed through his insurance cost him $538. 

I think this is a very representative case of the kind of things 
that happen with the best there is in the over 65 policies that are being 
made available today. 

Several features of H.R. 4700 incorporate principles which the 
Group Health Association of America has endorsed since the very 
founding of the original organization in 1946, which was known then 
as the Cooperative Health Federation of America. 

Foremost among these is the principle of prepayment which our 
association has always endorsed. 

There is the principle of service, rather than indemnity benefits 
which have been written into this bill. 

There is the provision for making full use of the present nonprofit 
health plans which may be in existence. 

It has long been our contention that although the profit motive 
is an honorable one, the care of the sick should not be entrusted to a 
commercial organization whose driving force, of necessity, is to make 
money. 
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It is also gratifying to see the Federal social security system used 
as a solution to the problem of more adequate health care for the aged, 
as proposed in H.R. 4700. Such a solution was one of the unanimous 
recommendations of the last Presidential Commission on the Health 
Needs of the Nation, and was recognized as desirable in 1952 in the 
report of the Commission on Financing of Hospital Care. 

inally, we are delighted to see that provisions in the bill would 
allow for the professional services to be provided through established 
group practice direct service plans. 

The enactment of H.R. 4700 will also have beneficial effects in 
several areas besides the health of the social security beneficiaries. 

For the last several years the nonprofit plans with rates based on 
community rating, have been working at a great disadvantage in com- 
petition with the commercial insurance companies who have been 
writing sickness insurance based on individual rating, which so fre- 
quently is cancelable when needs are greatest. af 

Through the support of the nonprofit plans under H.R. 4700, a great 
stimulus will be given to these existing important, but financially in- 
secure nonprofit plans. 

Hospitals will be helped immeasurably by putting this group of 
patients on a pay-as-you-go basis, rather than having to accept welfare 
rates, or provide charity care as it is necessary to do so often at the 
present time. 

To the extent that sickness is the No. 1 cause of dependency, the 
existing public assistance programs will be benefited. 

Because, then, of the overwhelming evidence which supports the 
need for this kind of legislation, because of the fact that there are so 
many inherent qualities in H.R. 4700 which are based on principles for 
which we have long stood, and because there are also important fringe 
benefits inherent in H.R. 4700 which will provide a measure of relief 
to many worthwhile existing health agencies, the board of directors 
of the Group Health Association of America voted unanimously to 
give their most ardent support to the principle of adding to social 
security benefits now available to persons eligible for retirement and 
survivors’ benefits under the Federal social security system, certain 
medical care benefits. 

Within the organization of the Group Health Association of Amer- 
ica there is a professional service committee, which is made up of doc- 
= primarily concerned with the professional aspects of medical care 
plans. 

From this point on, I would like to speak as a member of this com- 
mittee. 

Representative Forand has very kindly invited criticism of his bill, 
and within the spirit of this invitation, I would like to offer the follow- 
ing suggestions: 

How comprehensive should the provided coverage be ? 

In any consideration of this problem, one must certainly be guided 
by the difference between the ideal, which would be total comprehen- 
sive medical care, and the degree that is practical. 

I would like to suggest that in the final drafting of H.R. 4700 this 
committee give careful consideration to the following changes: 

‘ can see little justification for the inclusion of acute surgical benefits 
alone. 
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In fact, it any physician’s services were to be included, it would seem 
more aittaaied to include medical care, which is more often needed 
than surgical care which, although many times of major severity in 
this age group, occurs less frequently. 

The omission of surgical benefits would simplify the implementation 
of the program, as well as save an estimated B80 million, as estimated 
in 1958 for 1959. 

I think that the final draft of this bill must provide for ambulatory 
diagnostic care in nonprofit institutions. 

You are all well aware of the fact that it is not so much the use, but 
the abuse, of Blue Cross which is one of the major influences forcing 
Blue Cross plans to price themselves out of the market today. The 
needless hospitalization of patients for diagnostic services, which can 
be provided just as well on an ambulatory basis, will cause a significant 
unnecessary financial load to this 

I believe the addition of ambulatory diagnostic services in the end 
will effect an overall reduction of cost, as well as prevent an unneces- 
sary added burden to the existing, already crowded bed capacity of 
our hospitals in certain areas. 

I am fully aware of the fact that in certain areas of the country, 
facilities for ambulatory diagnostic services are practically nonexist- 
ent, but I believe in these instances exceptions could be readily pro- 
vided. 

Another benefit which I believe would pay its own way is that of 
rehabilitation. As a result of a recent survey of 1,480 patients in 
nursing homes and county infirmaries, made by a group of psychi- 
atrists in New York State for the Bureau of Chronic Diseases, it was 
found that 15 percent have a high enough degree of rehabilitation 
potential so that they could either be taken care of in a self-help 
unit, or returned to their own homes, and 33 percent more had a slight 
degree of rehabilitation potential, at least enough to bring them 
into a category where their care would entail considerably Pe ex- 
pense. 

Although there are those who feel that insistence upon high stand- 
ards and quality controls might jeopardize passage of this bill, none 
of us who has been circulated at National, State, and county levels 
in the last 3 weeks by the AMA can in any way feel that the opposition 
of this organization would be changed to support, if provision were 
made in this bill, to allow any doctor to provide any service to any 
patient. 

Relatively recently the executive director of the American Medical 
Association, Dr. F. J. L. Blesingame, made the pronouncement at the 
San Francisco meeting of the American Association of Medical Clinics, 
that the most important function of the American Medical Associa- 
tion today is to stop any further Government intrusion in the field of 
medicine, no matter how worthy the cause. 

I am sure your committee would much prefer to see this bill passed 
over the opposition of this kind of fanatic: \thinking. 


However, it should be passed complete with built-in standards and 
quality controls, which nobody can ever criticize and which will never 
have to be improved, rather than attempt appeasement by lowering 
dards and quality. 
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And I believe that you, as a committee, would not want to be re- 
sponsible for a bill which will excel in pioneering in so many areas, 
but which might fall short in supplying the very essence of the suc- 
cess or failure of this whole program. 

High standards must be included from the start relating to hos- 

itals and, especially, nursing homes. If professional services are to 
* rovided, I would strongly suggest that very rigid criteria of 
qualifications be established. 

As we have learned from the painful experience of the Veterans’ 
Administration, standards can be raised only with herculean efforts. 

The decision of designating the agency to be responsible for the ad- 
ministration of this program might well be delegated to the Gov- 
ernors of the various States, because the strength of State depart- 
ments differ. 

However, if this program is to be thought of as one of pabjic as- 
sistance programs—which would be lamentable—it shouldbe ad- 
ministered by the public welfare department, but if it is to be a plan 
which has to do with the health of individuals, then I feel most cer- 
tainly the administration of this program should be the responsibility 
of the department of health, a department primarily concerned with 
dealing with doctors, and experienced in carrying on medical care 
programs. 

The last suggestion I have to make is that certain sums of money 
be set aside to support and document the experience of programs 
demonstrating various methods of providing comprehensive care for 
older people. Valuable experience is already being accumulated along 
these lines by many of our member associations, in urban areas, that 
is, the Group Health Federation of Washington, D.C.; the Health In- 
surance Plan of Greater New York; the Group Health Cooperative 
of Puget Sound, and in rural areas by the cooperative in Elk City, 
Okla.; Two Harbors, Mich., and the Rip Van Winkle Clinic in up- 
state New York. 

A study of the high quality of services, and the amazing economies 
being provided in these medical plans may hasten the day when H.R. 
4700 can afford the ideal in health benefits, that is, truly comprehensive 
medical care. 

In conclusion, I would again like to thank you on behalf of the 
Group Health Assoociation of America for this opportunity of ap- 
pearing before your committee, and to say that because of the obvious 
need for legislation such as H.R. 4700, and because it embodies so 
many of the principles for which our association stands, we sincerely 
hope that this committee will find it possible to effect passage of this 
bill without further delay. 

The CHamman. Doctor, we appreciate your bringing to us today 
the views of the Group Health Association of America. 

Are there any questions of Dr. Esselstyn? | 

Mr. Foranp. Mr. Chairman, Doctor, first of all, let me compliment 
you on your paper and thank you for bringing in some suggestions, 
something I have asked for, but received very little of. 

Now, I would like to have your comment on the great concern 
that seenis to have been expressed during these hearings on the physi- 
cian-patient relationship. 

Would you care to comment on that ? 
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Dr. Essetstyn. I think a great deal has been said about the effect 
of this program on the physician-patient relationship. A great deal 
has been said about the effect of group practice on the physician- 
patient relationship. , 

I think the method of remuneration of doctors, the way they are 
organized, has very little to do with the doctor-patient relationship. 

If the driving force of a doctor is in interest of people, it is not going 
to be affected by the method of payment of the organization under 
which the care is provided. 

Mr. Foranp. Do you agree with me that in this great opposition 
that has been voiced by the members of the medical profession repre- 
sented by the American Medical Association, for instance, is because 
they fail to see the point, they fail to see the difference between a pro- 
posal to finance a program and the control of medicine as they seem 
to interpret my bill to be ? 

Dr. Esserstyn. I feel very strongly that this bill would not control 
medical practice. It would make medical practice as the doctor wants 
to practice it more available. 

Mr. Foranp. Thank you very much. 

The Cuarrman. Are there any further questions ? 

Mr. King. 

Mr. Kine. Doctor, it has been suggested that if older people are 
entitled to hospital benefits through the social security system there 
would be a great deal of abuse of such benefits and unnecessary 
utilization of hospitals. 

Will you comment on that, on the basis of your experience? 

Dr. Essritstyn. I think the catch in that question is the word 
“unnecessary.” 

It seems to me that there are a great many unmet needs right now 
in this age group. I am sure that if a program like this were to be 
implemented there would be a backlog of unmet needs which would 
make at the start a certain amount of hospitalization necessary, which 
would represent not the current, but the backlog of needs. 

I think after this was taken care of there would be no further great 
surge in this direction, especially if diagnostic services were made 
available outside of the hospital. 

Mr. Kine. You do not believe that the average patient will acknowl- 
edge that there are persons who will seek attention for frivolous 
reasons 

Dr. Esseisryn. I think there is a great deal of evidence to show 
that this will not happen. The group health insurance plan of New 
York has some statistics. Among hss is the fact that with the 
unlimited use of medical care the average use is only 5.2 physician 
services per year. 

So that when there are ways and means developed so that medical 
care which is unlimited is available it is interesting to see that this 
is not abused, that this is something which strikes an average and which 
can be foretold on an actuarial basis. 

Mr. Kine. You feel, then, that the type of patient which would 
insist upon going to a hospital, even over his or her own doctor’s advice, 
would be at a minimum ? 

Dr. Esseisryn. Very definitely. I think it would be an insignifi- 
cant minimum. 
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Mr. Kine. As I understand from the discussions yesterday, one does 
not enter a hospital until a doctor approves. 

Dr. Essetstyn. That is right. 

Mr. Kine. That is all, Doctor, thank you. 

The Cuatrman. Mr. Alger will inquire. 

Mr. Auger. Doctor, I have two questions : 

On page 3 at the top of the page you mention the profit motive as 
being an honorable one. You recognize also that treatment of the 
sick should not be measured in dollars. 

I think I get your viewpoint thoroughly. It makes me uneas 
and I am expressing a feeling, hoping that you will ease my mind. 

Sometimes we pass legislation here that in some ways tries to 
change human nature. The doctor is only a human being. The profit 
motive in our country is an incentive feature. When we take awa 
from them incentive, no matter how great the humanitarian in oak 
of us, when we take away any of the incentive, the incentive ef profit, 
ultimately human beings will not do as much as they can do. 

Now, I did not ‘write these rules. I just observe them in human 
beings, including myself. ‘This makes me uneasy. 

Do you not feel profit motive as an incentive has a place in the scheme 
of medicine? 

Dr. Essetstyn. No; I don’t, very definitely. I feel that the present 
method of remuneration of doctors is very unfortunate and is very 
rapidly being changed as you, I am sure, realize, because today over 
35 percent of the doctors in the country receive at least part or all of 
their remuneration on some method other than a fee for service or 
piecework kind of basis. 

I feel that the person who is in medicine today is in there because 
he is a dedicated person just as the professor in college teaches, not 
on an incentive basis, but on the fact that this is the way he wants to 
spend his life. 

I feel it is the way the doctors should practice and will practice 
and are getting to practice more and more every day. 

I think the incentive motive is a very small one and should be 
removed. 

Mr. Atcrr. I certainly appreciate your viewpoint and bringing the 
subject up. 

I have one other question. 

On page 5 you quoted Dr. Blasingame. I am not acquainted with 
the statement he made, and I hardly know Dr. Blasingame, but I lis- 
tened very carefully so far as I could, I reread most of the testimony. 
So I feel I am fairly close to what some of the doctors are trying to 
say and some of the proponents. ; ; 

You quote here, quoting Dr, Blasingame: “* * * is to stop any 
further Government intrusion in the field of medicine, no matter how 
the cause * * *,.” 

If 1 may paraphrase what I fee) to be the American Medical 
Association’s feeling as they have expressed it here, it is that through 
Government legislation and compulsion the medical service will 
poorer, the quality of medical service will actually be less, and when 
they say, “no matter how worthy the cause,” I think the point there 
is, 1f I get the point, that here again we are confusing a need in our 
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minds with the fact that immediately, since there is a need to improve 
medical care, whatever the need, there must be a Federal solution. 

I believe that the doctors have made it plain to us here that what- 
ever solutions there may be and working with’Mr. Forand and under 
his stimulation to find the answer, it is not necessarily in the realm of 
Federal compulsion or Federal legislation. 

Does that seem a fair interpretation of what Dr. Blasingame might 
have meant ? 

Dr. Essetstyn. No. Actually, the context in which he put what it 
was was a discussion of Federal aid to education and research. 

I think, however, you have to realize that the American Medical 
Association today is not a united organization. There is a very 
strong and growing minority who have very definite feelings, 

The American Medical Association today is changing very rapidly. 

I think the action of the association in Atlantic City, and I am 
sure you are familiar with this, in which they endorsed group prac- 
tice and closed panel plans, is just an evidence of the great social 
conscience which is beginning to come in this organization under 
such enlightened leadership as Dr. Leonard Larson, who appeared 
here before this committee. 

I think we have great faith in the future of the American Medical 
Association. You give them 5 minutes more and they will be on the 
positive side of this program. 

Mr. Acer. Maybe the appeal then for time which has been asked 
here several times before is well grounded. I guess all of us agree 
that if the doctors themselves did not disagree, they would not be 
human because I do not know of any groups in this world who do not 
argue among themselves, including families. 

That is all, thank you. 

The CuarrmMan. Are there any further questions of Dr. Esselstyn ? 

Doctor, we thank you again for your appearance and bringing your 
views to the committee. 

Dr. Esserstyn. Thank you, sir. 

The Cuatrman. Our next witness is Mr. John G. Galloway. 

Our colleague from the State of Alabama, Mr. Huddleston, will 
introduce Mr. Galloway. 


STATEMENT OF REPRESENTATIVE GEORGE HUDDLESTON, JR., OF 
ALABAMA 


Mr. Huppieston. For the record, I am George Huddleston, Jr., 
the Congressman from the Ninth Alabama District. 

It is a privilege to present the next witness to this great committee, 
Mr. John G. Galloway, who is appearing here to represent the Inter- 
national Association of Accident and Health Underwriters. 

He is an outstanding member of my constituency. He comes from 
Birmingham, Ala., and has long been active in the civic affairs of that 
community. 

As one of the founders and presently a member of the board of 
directors of the Birmingham Better Business Bureau, he has ren- 


dered yeoman service in the cause of civic improvement. 


As past exalted ruler of the Ejks of Birmingham, and a Mason, 
a Shriner and teacher in the adult Sunday Schoo) class of a Methodist 
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Church in Birmingham, he has made substantial contribution to the 
life of our community. it 

Mr. Galloway has been in the accident and health underwriting 
profession for better than 20 years. Practically all of his adult life 
he has spent in this particular occupation. 

He is a past president and member of the board of directors of the 
International Association of Health and Accident Underwriters, 
When he speaks on the subject under study by the committee today, 
I am sure he speaks from a vast store of experience and personal 
knowledge, 

Mr. Galloway has with him here today the present president of 
the International Association of Accident and Health Underwriters, 
Mr. Oakley Baskin from Buffalo, N.Y. Mr. Baskin, 1 understand, 
will not testify, but will asist Mr, Galloway in his presentation, 

T thank you, Mr. Chairman. é 

The Cuairman. Thank you, Mr. Huddleston, for your introduction 
atMr. Galloway. . 

Mr. Galloway, you are recognized, sir, for 15 minutes, 


STATEMENT OF JOHN G. GALLOWAY, ON BEHALF OF INTERNA: 


TIONAL ASSOCIATION OF ACCIDENT AND HEALTH UNDER- 
WRITERS 


Mr. Gattoway. Chairman Mills, and members of the committee, I 
want to thank Hon. George Huddleston for his gracious presentation 
of me to this committee. I assure you that it is indeed a pleasure and 
a privilege for me to have this most unusual and outstanding opportu- 
nity as a layman and a small business man from Alabama. 

During the past 20 years, as he says, I have faithfully served the 
people of Alabama as an independent insurance agent. 

As is true of most insurance men, I have tried to be active in civic 
and community work and hope I have contributed something in my 
small way to the service and betterment of my country and my profes- 
s10n. 

My name is John G. Galloway, from Birmingham, Ala. I am an 
independent small businessman and have been engaged in the insurance 
business during the past 20 years as an agent and general agent repre- 
senting a number of different insurance companies on a straight com- 
mission basis. 

I am here today representing the International Association of 
Accident and Health Underwriters, composed of 90 local and State 
affiliated chapters, organizations comprised of persons active in the 
merchandising, distribution, and servicing of health insurance. 

_ Tam sure I also voice the sentiment and feeling of many thousand 
insurance agents throughout the country. 


We are the people at the grassroots level who sell health insurance 
to the public. 

I agree in full with certain previous witnesses, such as Mr. E. J. 
Faulkner and wholeheartedly endorse all that he has said. 

Weare opposed to H.R. 4700. 

We recognize the work, thought and humanitarian goals that Rep- 
resentative Forand had in mind in drafting this bill, and the leader- 
ship he has exhibited in trying to do something for the aged. We are 
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here to discuss ways and means of arriving at the same end—that of 
more security for our senior citizens. a 

I ask your indulgence in considering me as a small businessman 
with a wife and kids to feed, clothe, and educate from the fruits of 
self-employment. Iam proud to be engaged in the distribution of the 
world’s most valuable protection and service, health imsurance on a 
voluntary basis. 

We insurance agents are also proud of the service we render in lead- 
ing and advising our American public in providing financial security 
for themselves and their families. 

The record speaks for itself that insurance agents are most sensi- 


tive to the wants and needs of the public and have advised, counseled, 


and pleaded with people in all walks of life to improve their financia 
security and provide for the old age and sunset years of life. 

I have talked to thousands of people about their most intimate 
problems. J have written and delivered many, many claim checks 
to policyowners and received their praise for helping them he)p them- 
selyes with health insurance protection, 

After 20 years of experience, I have no small insight into what 
makes people tick; what breeds self-respect, and contributes to inde- 
pendence and pride. ; 

I don’t pretend to be an expert on the statistical-actuarial side of 
this picture, as is Mr. FE. J. Faulkner, but I agree with his conclusions. 

However, one facet of this question deserves great stress: the human 
part of it. Older folks I know are happy and proud to take care of 
themselves, They want to be self-reliant and do not want to be a 
burden to their children or their Government. They grew up during 
a period when people were more self-reliant and of necessity had to 
look out for themselves and their future. 

Many of them continue to enjoy an income after 65 and over 40 
percent have health insurance protection now, and the percentage of 
those insuring and finding it necessary to insure because of rising 
medical costs is increasing much more rapidly than their number. 

Over 1,200 companies, and thousands of agents, are now writing 
and continuing to develop more comprehensive policies and to apply 
liberal underwriting principles unheard of and unthinkable even a 
few years ago. 

Just as progress has been made in the automobile industry and 
science and all other facets of our economy, improvement of an extent 
has been made in insurance. 

In my office, as do many thousands of others, we write individual 
hoapitel, surgical, medical policies with no age limit, and they may 
continue for life, regardless of age. 

We write individual policies for people under age 65 that are guar- 
anteed renewable for life regardless of deteriorating health or physical 
condition. 

We write such policies that are fully paid up at age 65 and are 
never subject to cancellation, and that provide as many as 365 days 
hospital care of any one illness or injury. 

One of my companies, and there are a number of others, write 
what is known as the 65-plus plan. This is a unique program initiated 
In 1957 on a trial basis. They accept every application on persons 
over 65 regardless of age or physical condition. 
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They now have 63 people insured who are 100 years old, or older, 
and 2,152 between 90 and 100 years of age. 

Another company in my State has just completed the enrollment 
period under a similar plan and has initially insured over 5,000 of 
our senior citizens. 

To give you an idea how the public reacts to and receives our volun- 
tary security is a letter from Mrs. Annie Young, of Wilmette, Ill. 
In lie letter to the company she says, in part, and I quote: 

I want to congratulate you on your wonderful old-age hospital insurance 
plan, which you folks call 65-plus. How you are able to do so much for such a 
small amount is a mystery to me, but I am sure you know your business. I 
hope I never have to use your policy, but if I do it is nice to know that I have 
such fine protection. 

She is 89 years old. 

Another lady 71 years of age writes: 

My desire at this time is to convey my most sincere appreciation to thé officials 
of your good company for making such coverage available in an area where it is so 
desperately needed. I have never before endorsed, or thanked the responsible per- 
sons for any product or service. However, I can never express quite adequately 
the warmth and gratitude I have for furnishing the protection as was provided 
by this plan. 

I should like to cite one of the many claims we have paid. A 73-year- 
old man was insured on March 4, 1957. On May 26, 1959, he incurred 
hospital expenses of $473, resulting from pernicious anemia and heart 
block, and the company paid him $415.50 of the cost. His policy is 
still in force. 

Why oppose the bill? We think the older age health care problem 
is overemphasized and magnified beyond proportion in relation to 
the problem of other citizens as a whole. 

Our senior citizens are already favored in many ways, reduction in 
income tax, present social security benefits, much larger availability 
of pensions and retirement plans and new liberal insurance plans not 
available to those under 65. , 
Further, the medical profession has agreed to reduce fees for those 
over 65. 

We insurance agents accept smaller sales commissions to reduce 
the cost to them. 

H.R. 4700 would not solve the real problem. Many of our senior 
citizens are not under social security and would not be helped by this 
bill. The real problem is the indigent, which we have always had with 
us and always will. They are a problem of society as a whole and re- 
quire the support of all of us. Hospital and medical care is only a 
small part of their total needs. 

Many old people are in hospitals today because no other facilities 
are available to them, such as nursing homes, posthospital care, visiting 
doctors and nurses’ teams, and low-cost preventive health facilities. 

The Nation’s hospitals are already overcrowded and the demand for 
higher standards of hospital care continues to increase the costs until 
they are a real problem of not only the aged, but also of the other 
citizenry, insurance companies, and we agents, as well. 

H.R. 4700 would only worsen this condition and encourage many 
to take advantage of it and encourage malingering. 

‘Observe what is happening in the Province of Ontario. The gov- 
ernment plan has been in force only since January 1, 1959. It is 
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er, reported that badly overcrowded hospitals force a long waiting 
period before admittance for anything except emergencies., 
ent H.R. 4700 could eventually jeopardize the present social security 
of system. Estimates of the cost of such programs are traditionally 
low initially in those countries that have tried them. Present social 
me security payments deal with fixed dollar amounts. Hospital and 
(Il. medical care, however, deals with the utilization factor, the use of 
free facilities over and over again from year to year, throughout life. 
nce There are always some people who like to be waited on and who ‘ 
na like the sympathetic care of hospitals and doctors. Authoritative 
= estimates are that 16 million people would be eligible for care now with 
1,000 more added daily, and the costs would amount to $2 billion the 
first year. 
There are no authoritative estimates of how much and how often 
these people would use free hospital and medical care, and it is in- 
als deed difficult to determine accurately the final cost of such a program 
oa when it has to be based in part on the desires of patients and the 
aly availability of medical facilities. 
ed The hospitals understandably would try to accommodate them when 
the Government guarantees the bill. Voluntary insurance has al- 
r- ready learned that the incidence of hospitalization is higher with 
ad om tag health insurance even though the patient pays part of 
rt the bill. 
is Under a Government program in which the beneficiary has no fi- 
nancial interest in the cost of care, that incidence would undoubtedly 
m be far greater. 
to Social security taxes are already scheduled to reach 10 percent to 
15 percent of payroll in the years ahead. 
in H.R. 4700 could send them much higher ultimately and mean a 
y smaller paycheck for everyone who pays the social security tax. 
ot Unlike the present social security benefits which encourage people 
to continue to save and supplement their OAST benefits, H.R. 4700 
3e discriminates against people who have had the foresight to save and 
prepare for old age by purchasing insurance. ; 
e H.R. 4700 discriminates against people geographically. It is a 
well known fact that semiprivate rooms costs in hospitals vary from 
vr $10 daily in some areas, to $30 per day in others, yet everyone would 
is be paying the same amount of tax. 5 
h H.R. 4700 could materially reduce the quality of medical care. 
\- If doctors and hospitals are told what they shall charge, initiative 
a is stifled and the freedom of medical choice may be denied millions 
of Americans. 
S The danger here was ably expressed by one of the members of 
g your committee, Hon. Burr Harrison, in speaking before an audience 
. at the Kings Daughters Hospital in Virginia. He commented 
r about— 
l the hands of Government bureaucracy itching to attempt solution of these prob- 
r lems with a medical program of impersonal mediocrity. 
He called for continued— 
freedom to select our own hospital, our own nurse, and our own family 
doctor. 
; We would urge a fourth medical freedom, to select our own plan 
of voluntary health insurance. 
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President Eisenhower expressed his views before the American 
Medical Association when he said: 

If the time ever comes when large numbers of our citizens turn primarily 

to the Government for assistance in what ought to be and to remain a pri- 
vate arrangement between doctor and patient, then we shall all have suffered 
a tremendous loss. 
H.R. 4700 would require the present wage earners and business to 
shoulder the responsibility of one-twelfth of our population, includ- 
ing 40 percent who already have health insurance by individual initia- 
tive, including 28 percent still gainfully employed and able to provide 
for themselves, who are our customers and who we would undoubtedly 
lose, as such. 

Further, such a program would set in motion pressures to ex- 
pand it to cover the entire population and spell the end of the 
voluntary system in health insurance. 

Summation: Voluntary health insurance is doing the job today. 
It requires no tax money to support it. Every person over 65 is 
offered the opportunity to purchase basic hospital-surgical insurance 
regardless of physical condition past or present. 

Voluntary health insurance is more sensitive to changes in the 
needs of our people and can readjust to them faster than Govern- 
ment. It can do more about abuses, and avoid more waste and un- 
warranted use. It can be administered more economically by insur- 
ance companies operating under the discipline of competitive 
conditions. 

Some say voluntary insurance can’t do it fast enough. I respect- 
fully point out to you the fantastic growth record of coverage for 
persons under 65. 

At the beginning of 1947, only 30 percent of the population had 
some form of health insurance. A decade later the figure was more 
than 70 percent. 

We believe that a similar and even faster job can be and will be done 
for the aged if insurance remains unhampered. 

With respect to both the present and future aged the proportion 
insured will continue to grow and the uninsured problem of the aged 
will decline. 

Finally, there are better ways of helping our senior citizens, such as 
the Keogh-Simpson type of legislation, that would give tax relief for 
ultimate financial old age needs. 

We are in sympathy with doing all we can to help those who have 
long carried the a of building and preserving our country, but 
let us not discard willfully the rights and freedoms of our heritage in 
doing it. 

A free society has always risen to the demands and needs of its 
people and there is evidence that it is doing it today. 

The Cuatrman. Mr. Galloway, we thank you, sir, for bringing to 
us the views of the International Association of Accident and Health 
Underwriters. 

Are there any questions of Mr. Galloway ? 

Mr. Baker. 

Mr. Baker. Mr. Galloway, you have a very informative statement, 
but I do not agree with you that voluntary health insurance is doing 
the job. I think voluntary health insurance has made substantial 
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strides toward doing the job, but I certainly cannot agree that they are 
doing the job. } 

Generally speaking, what is the difference in rate between noncan- 
cellable insurance and the cancellable insurance ? 

Mr. Gattoway. Approximately 10 percent, sir. 

Mr. Baxer. Only 10 percent ? 

Mr. Gattoway. Yes. 

Mr. Baker. Do you think the general public knows that? I cer- 
tainly did not know it. Why would anybody for the difference of 
10 percent, if they knew what this did, if it was not in tiny print, 
purchase a cancellable policy today when they could get for 10 percent 
more a noncancellable policy ? 

Mr. Gatioway. Sir, that is one of the great strides of progress that 
insurance has made in the past few years. Previously, many years 
ago, weit. or em did resort to the practice of canceling policies for 
people who had abused it or who had used it unduly, but in the past 
5 years the major companies have all agreed and universally refrained 
from canceling policies for health reasons. 

Mr. Baxer. Why do you still write those policies? 

Mr. Gattoway. Because there are a number of people who cannot 
qualify for noncancellable insurance, and because the premium is lower 
and thus making it available to a greater number of people. 

Mr. Baxer. Mr. Faulkner stated that the only difference between 
cancellable and noncancellable is rate alone; is that right ? 

Mr. Gattoway. That is correct. 

Mr. Baker. I simply cannot believe that the public is informed, that 
there is such a tiny difference. I want to take 1 minute to give you an 
illustration: When I was practicing law, probably 20 years ago, a man 
came to my office who had had a health and accident insurance policy 
for many years. It would pay $50 a week. He was unquestionably 
permanently and totally disabled. He filed the claim before he came 
to me. 

They wrote him a letter canceling the policy. They sent him a 
check for 7 weeks. They sent his premium back and they canceled it. 

I read and read and I found down in fine print they had a right to 
do it. I could not believe it. I brought suit, and lost the case. 

If this is still going on, something should be done about it. 

Mr. Gatioway. Sir, thank you for your comments about it. But 
I again reiterate what I have said in my statement, that progress has 
been made in our general national economy and similar progress has 
been made in insurance. Such practices today are very rare, whereas 
I will admit when I first started in the business it was very prevalent. 

Mr. Baxer. I agree with you that progress has been made, but more 
progress should be made. 

That is all. 

The Cramman. Are there any further questions ? 

If not, Mr. Galloway, we thank you, sir. 

Mr. Frazier. Mr, Chairman, I would like the privilege of intro- 
ducing Mr. Stanton E. Smith. Mr. Smith originally came from my 
home in Chattanooga, Tenn., now resides in Nashville, Tenn., and is 
president of the Tennessee State Labor Council. 

Mr. Smith was formerly a professor, a teacher of mathematics, 
before he became interested in the labor movement. 
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We hated to lose him to Nashville, but he is doing a fine piece of 
work over there. It was my privilege on yesterday to introduce Dr, 
Johnson from my home. I am glad now to have the opportunity of 
introducing Mr. Smith, who will pecnenly be in a position to give 
the committee his views contrary to Dr. Johnson’s. 

The Cuarrman. Mr. Smith, we recall your previous appearance 
before the committee. 

You are recognized, sir, for 5 minutes. 


STATEMENT OF STANTON E. SMITH, PRESIDENT, TENNESSEE STATE 
LABOR COUNCIL, AFL-CIO 


Mr. Smiru. Thank you very much, Mr. Chairman. 

Thank you, Mr. Frazier, for those very kind remarks. 

Gentlemen of the committee, my name is Stanton E. Smith. I am 
president of the Tennessee State Labor Council, State braneh of the 
AFL-CIO, representing approximately 175,000 union members in 
Tennessee. 

Together with their families, they constitute a sizable proportion 
of the population of our State. 

In the brief time allotted to me, it is not possible to make a com- 
prehensive statement of the case for providing hospitalization, nurs- 
ing home care, and surgical services as an earned right paid for by 
the recipient during his productive years of 0 cf ge as an inte- 
gral part of the social security program of the U.S. Government. 

Moreover, you have heard from and will hear from experts on this 

subject who are much better qualified to discuss the technical aspects 
of this problem than Iam. 
What I would like to do in the time at my disposal is to point up 
our support of H.R. 4700, the bill introduced by Mr. Forand, as the 
most practical and comprehensive method for meeting some of the 
basic health needs of our older citizens whose income and resources 
are not adequate to pay for the increased need for medical services, 
particularly hospital, nursing home, and surgical, which noimally 
come with old age. 

The overwhelming preponderance of the older citizens simply do 
not have sufficient resources to pay for these services on a current 
basis, either directly in fees or in premiums for insurance coverage 
by private carriers, even if adequate coverage were available. 

The report prepared for this committee by the Department of 
Health, Education, and Welfare clearly supports this statement. 
As of June 1958, some 16 percent of those over 65 had no resources 
or substantially none and were forced to rely on public assistance to 
keep body and soul together. : 

In 1956 and 1957 three-fifths of all people 65 and over had less 
than $1,000 in money income and only one-fifth had more than $2,000. 

Of the couples with husband aged 65 or over who had their own 
household, generally the most well-to-do among the aged, only 15 
percent reported income of $5,000 or more. 

Although I have not found comparable figures for Tennessee alone, 
it must be assumed that they are substantially worse since the per 
capita income is substantially lower in our State than the national 
average. 
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It is inconceivable that anyone would contend that these older 
people as a whole are financially able to meet the cost of thet medical 
needs. And we are compelled by conscience,to reject the alternatives 
that these citizens, in the evening of life, should be compelled to rely 
on charity, public or private. That alternative is destructive of human 
dignity and unworthy of this wealthy Nation. 

mproved insurance coverage, now drastically inadequate, will not 
solve the problem except for the few who can afford it. 

Lowered fees by members of the medical profession will not solve 
the problem, si with less than $2,000 income cannot afford any fees 
except by the sacrifice of their daily bread. 

Moreover, the doctors are entitled to reasonable fees for their skilled 
and socially valuable services and should not be expected to add to 
the already sizable amount of contributed services many of them now 
render. 

In our view the right answer to this problem, and we do not pre- 
tend there are no difficulties involved, is through the extension of 
the social security program as proposed in H.R. 4700 so that these 
health services can be acquired as an earned right, paid for in advance 
by the recipient during his active working years. 

We sincerely hope this committee will give favorable consideration 
tothis measure. 

The Cuarrman. Mr. Smith, we thank you, sir, for bringing to us 
the views of the Tennessee State Labor Council. 

Are there any questions ? 

Mr. Baxer. I, too, welcome to this committee Mr. Stanton E. Smith, 
whom I have known favorably for many years and whom I regard 
as one of the outstanding representatives of the trade union movement. 

The Cnatrman. Mr. Alger. 

Mr. Aucer. Mr. Smith, I want to comment on the language in the 
sentence in the statement where you said: “* * * an earned right, paid 
for in advance.” 

You are aware that the people covered, over age 65, will have the 
right even though they will have made no payment of any kind? 

Mr. Smirn. That is*a necessary premise for starting a program of 
this kind, but when the program has been started, as it goes on the 
people will be paying for that as a part of the social security program. 

Mr. Arcer. I understand, Mr. Smith. 

Mr. Smiru. Yes, I was fully aware of that. That is necessary, of 
course, to make a transition. 

The Cuatrman. Thank you, Mr. Smith. 

Mr. Smiru. Thank you very much. 

The CuarrMan. Our next witness is Dr. Vincent W. Archer. 

Dr. Archer, will you please identify yourself for the record, giving 
us your full name and address, and the capacity in which you appear. 


STATEMENT OF DR. VINCENT W. ARCHER, MEDICAL SOCIETY OF 
VIRGINIA, CHARLOTTESVILLE, VA. 


Dr. Arcner. Mr. Chairman and members of the committee, I am 
Dr. Vincent W. Archer, of Charlottesville, Va. For more than a 
quarter of a century, 35 years to be exact, I have been chairman of the 
Department of Radiology of the University of Virginia. 
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Mr. Chairman, Dr. Harold Miller, one of our respected family 
physicians of Woodcock, Va., one of our rural areas, accompanies me, 
He will not testify, but will help me in some of the questions which 
may be asked. He is also a counselor of the Medical Society of 
Virginia. 

Personally, as past president of the American College of Radiology 
and the Medical Society of Virginia, and a member of the house of 
delegates of the American Medical Association, I have been long 
concerned with the problems being considered so earnestly by this 
committee. 
As the other medical societies which have presented statements or 
sent letters to this committee, the Medical Society of Virginia is 
vigorously opposed to the enactment of H.R. 4700., 

Without going into the details as to our reasons for this opposition, 
suffice it to say that we sincerely believe that a program of. this nature 
would be bad from the viewpoint not only of the aged beneficiary, 
but the entire popilation as well. 

When services are provided as free they generally are cheapened 
in the eyes of the recipient and there is a tendency toward abuse. 

The most common abuse is unnecessary or overutilization which 
would reduce the availability of facilities for the acutely ill. This, 
of course, also unnecessarily adds to the cost of the service. 

Another feature that must be considered would be the cost of Fed- 
eral administration. 

As I stated previously, for 35 years I have been head of a depart- 
ment in a State teaching institution. It is my very definite obser- 
vation that the further administration gets away from the recipient 
the more brokerage there is in administration and the more costly the 
operation per item becomes. 

It is our opinion that the medical care requirements of the aged 
are being met constructively. Moreover, they are being met at the 
local level by the voluntary, coordinated effort of many thousands of 
dedicated men and women. 

Many organizations concerned with the care of the sick have been 
and are doing much to work out a solution, not only of the medical, 
but of all the problems of this group. 

May I insert parenthetically that the Virginia Council of Health 
and Medical Care, consisting of representatives of all the voluntary 
agencies concerned with health in Virginia, has and is doing an ex- 
cellent job and has been complimented on editorially in the New York 
Times and in other papers throughout the Nation. 

Obviously the rapid increase in health care insurance in the recent 
past has done much to relieve the problem. This past year has seen 
a tremendous growth in the number of programs offered specifically 
to the aged. Admittedly, these programs can be improved. We are 
sure they will be. Before one can walk, one must craw]. 

We are convinced that the mere existence of a problem does not 
necessarily mean that the Federal Government must enter the plec- 
ture. 

Iii my own State of Virginia, in response to the resolution of the 
American Medical Association’s house of delegates in December 
1958, a special insurance policy related to the maximum income 0 
social security recipients is under serious consideration. We are con- 
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vinced that as programs of this nature become more widespread, the 
competition of the marketplace for the ever-growing number of the 
aged can only result in better and better coverage for this group. 

As an example of that I have with me a letter that-I got under date 
of June 15, addressed to the Medical Society of Virginia for the 
proposed senior citizen contract by Blue Cross and Blue Shield. 

This committee will also be interested to learn that the Medical 
Society of Virginia has 47 component societies, most of which have 
local committees appointed specifically for the purpose of estab- 
lishing programs for the aging and chronically ill. 

Surely such efforts as these deserve the opportunity to solve the 

roblem that exists, and in the manner in which important problems 
of this type have always been solved, at least by us, at the local 
level. 

It is recognized that some unfortunates may not be able to meet 
even the reduced cost of the policies now being considered by the 
Virginia Blue Shield and those available through commercial carriers. 
Historically these have been the responsibility of their families, their 
local communities, and their State. 

In Virginia those who are unable to pay are provided the best 
possible care through the cooperation of the medical profession, the 
astiade, the druggists, and the local communities. This is as it 
should be. 

The Medical Society of the State of Virginia, therefore, believes 
that the Congress should leave to the States and local communities 
the responsibility for the solution of this problem. 

As one who is reaching the end of a long medical road and sees the 
gates of the retirement pasture sree to receive him—that is 1 year 
and 2 weeks from today—may I beg you gentlemen to block any noble 
experiment—I remember prohibition too vividly—and withhold deei- 
sion until all of the facts arein. Please protect our descendents as well 
as ourselves. 

May | parenthetically put in a plug for medical education, having 
been a medical educator for 35 years. There was brought out this 
morning the question of impact on medical education. 

That is so true. Having served on the admission committee of 
the medical school, we are worried about the quality of the applicants 
tomedical school. I grant that the numbers are stil! sufficient to fill 
all places, but the quality across the board—and that is not confined 
to the University of Virginia, the Medical College of Virginia—but 
all across the Nation talking to people, the quality, the average quality, 
of the medical student applying for admission to medicine is dropping 
due to a feeling of possible insecurity for the future. 

This, gentlemen, is a real problem so far as medical education is 
concerned. 

In behalf of the Medical Society of Virginia, I wish to thank the 
committee for this opportunity to present our views. 

If there are any questions, I will be happy to try to answer them. 

The Cuarrman. Dr. Archer, we thank you, sir, for bringing to us 
the views of the Medical Society of Virginia. 

Are there any questions / 

If not, Doctor, we thank you, sir, very much. 

Dr. Arcner. Thank you, sir. 
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The CuarrMan. Without objection, the committee will adjourn until 
1:30 this afternoon. 
(Thereupon, at 12:20 p.m., the committee recessed, to reconvene at 
1:30 p.m., same day.) 
AFTERNOON SESSION 


The Cuarrman. The committee will please be in order. 

Our next witness is Mr. Tompkins. 

Mr. Tompkins, although we recall your previous appearance before 
the committee, will you .for purposes of this record again identify 
yourself by giving us your name, address, and capacity in which you 
appear ? 


STATEMENT OF PATRICK A. TOMPKINS, COMMISSIONER OF PUBLIC 
WELFARE, COMMONWEALTH OF MASSACHUSETTS 


Mr. Tompxrns.- Mr. Chairman and members of the committee, my 
name is Patrick A. Tompkins. I am Commissioner of Public Welfare 
for the Commonwealth of Massachusetts and have been for 14 years, 
I am grateful for this opportunity to speak in support of H.R. 4700, 
legislation introduced by Hon. Aime J. Forand, Congressman from 
Rhode Island. 

The Cuatrman. Mr. Tompkins, will it be possible for you to con- 
clude your statement in the 15 minutes we have allotted to you? 

Mr. Tomexins. I am pretty confident I can. 

The Cuatrman. If you omit any parts of it your entire statement 
will appear in the record. 

Mr. Tomexins. Thank you. 

I have devoted 31 years of my adult life to the profession of social 
work, the first 5 years in private family and children’s agencies and 
the last 26 years, other than an interruption for military service in 
World War II, as a city, county, and State administrator of public 
welfare in the States of New York and Massachusetts. I have served 
on a number of national social work and public welfare committees 
including the policy committee of the American Public Welfare Asso- 
ciation and as chairman of the National Council of State Public 
Welfare Administrators. 

I have had and still retain an intense and continuing interest in the 
broad, national prospective of the Nation toward the disadvantaged 
of our fellow Americans and, despite the dramatic and spectacting 
attention frequently focused on killer diseases, juvenile delinquency, 
and the occasional contagious epidemics such as infantile paralysis, 
T have been and remain of the same conviction that the most challeng- 
ing of all social problems in America today and for the foreseeable 
future is adequate, protective, and medical] services for aged people. 

This committee with its staff has access to the many formal studies 
conducted by voluntary and governmental organizations representing 
city, State, and Nation that have been conducted during the last 20 
years on the problem of aging. Some such studies have been par- 
ticularly focused on specialized problems such as housing, employ- 
ment, gerontology, rehabilitation, leisure-time interests and oppor- 
tunities, retirement plans, or assistance plans. Others, such as the 
recently published study of the aging conducted by the Massachusetts 
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Commission on the Adult of State Needs, the newl developed study 
of the U.S. Senate, and the projected 1961 White Senne Conference 
on the Aging have been and will be more comprehensive and directed 
to the totality of the problem, the economics involved, plus specific 
procedural steps of a constructive character that must be taken to 
forthrightly meet and treat with all problems besetting aged people. 

There is no disagreement that certain of these remedial and correc- 
tive plans and programs should originate and in substantive measure 
be supported by local administration and the consolidation and use of 
all local resources both voluntary and tax supported. Others such as 
an economic floor for the basic maintenance of aged people in dignity 
and with decency, whether through the employment or retirement 
plans or the guarantee of adequate public assistance programs, require 
and demand the initiative, administrative leadership, and forceful im- 
plementation of the National Government. 

The great Congress of the United States of which your honorable 
committee is such a cogent, wise, and prudent voice, with the enact- 
ment of the Social Security Act, formally declared in 1935 that the 
economic problems of people of America were of national concern and 
by corollary demanded national action. The Congress of that time, 
and seven subsequent Congresses, particularized the economic prob- 
lems of the aged people of America by the original creation of titles 
I and II, respectively the old age assistance title and the old age in- 
surance title of the Social Security. Act. It is not without significance 
that these are the first two titles of this great and inspirational Amer- 
ican Magna Carta for the American workingman and his family. 

Indeed, it is not unreasonable to attribute the subsequent congres- 
sional improvements to the basic titles of the Social Security Act to 
many of the conclusions warranted by the many scientific studies of 
the problems of the aging. 

Throughout this quarter century of progress, Congress has both 
prudently and with commendable foresight emphasized the high de- 
sirability of self-contributory insurance against the economic threat 
of old age. It has repeatedly extended coverage to uncovered groups 
of workers, broadened both tax and wage base, increased monthly 
benefits. Other improvements specifically directed to the economics 
of aging and improving the insurance title, and with which your com- 
mittee is quite familiar have also been legislated into law. 

The lion’s share of this progress has been initiated in this commit- 
tee or by your predecessors on this committee. You both individually 
and collectively are to be commended and the country at large to be 
congratulated on your continuing interest, research, and action with 
respect to this most challenging of all social problems faeing America, 

In more recent years your committee has focused its attention and 
efforts on a specific phase of the economics of everyday life for the 
average, solid, decent American breadwinner and his family. The 
creation of both the disability insurance and assistance titles of the 
Social Securit Act, the specific recognition of the major role medical 
care plays in the daily economic life of the needy by your medical care 
amendments of 1950, 1956, and 1958 give evidence that this fearsome, 
threatening shadow of the future, medical need and medical cost, 


have been of concern to Congress and specially the concern of your 
committee. 
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Over the years, a multiplicity of legislative proposals to meet this 
catastrophic threat to the unproductive years te growing millions 
of decent, God-fearing, eo Americans have been presented to the 
Congress. None have been enacted to date. During my more than 
26 years as a city, county, and State executive of public welfare pro- 

rams, [ have never observed and never known of the widespread 
interest, enthusiasm, support, and acclaim that H.R. 4700 has evoked, 
On this score, Mr. Chairman, I would like to offer for the record a 
resolution passed by the Association of Massachusetts Public Welfare 
Local Administrators on April 2, 1959, at which 196 out of 240 present 
on that date unanimously endorsed by resolution H.R. 4700, and] 
will offer that for the record. 

The CuarrmMan. Without objection, it will be received. 

(The material referred to follows :) 


RESOLUTION 

Whereas the legislative committee on Federal legislation has reported favor. 
ably on the intent of old age insurance hospitalization as contained in H.R. 4700, 
Mr. O’Neill, director of the Worcester City Welfare Department, introduced the 
following resolution : 

“Be it resolved, That the Public Welfare Administrators Association of Massa- 
chusetts go on record strongly endorsing Federal legislation known as H.R. 470, 
a bill to provide hospital, medical, surgical, and convalescent services to recip 
ients of old age and survivors insurance: And be it further 

“Resolved, That this resolution be forwarded to the State Commissioner of 
Public Welfare, Patrick A. Tompkins, for presentation to the Congress of the 
United States.” 

The motion was seconded by Mr. Salvatore Abate of the city of Everett and 
was unanimously passed by the membership present. 


The above motion was offered at the regular monthly meeting of the above} 


named association on April 2, 1959, and was attended by 196 of 240 duly en 
rolled members from the cities and towns of the Commonwealth of Massachusetts 

Mr. Tompxins. Although I have access to many professional bul- 
letins and pamphlets, to reports of substaritial and responsible com- 
mittees of the aging, to many alternative proposals for financing medi- 
cal care, I have not heard or read one forthright, or for that matter, 
even one thinly veiled suggestion that H.R. 4700 is not good medical 
care. To the contrary. The medical proposals in Congressman For- 
and’s legislation seem to cross all the “t’s” and dot all the “i’s” of the 
philosophy of purchase of medical care as currently set forth by 
the American Medical Association and Massachusetts State Medical 
Societies. 

The proposal provides for free choice of physician which in sub- 
stance means that professional medical services begin with the general 
practitioner and then proceed on professional referral to the special: 
ists, the hospital, the nursing or convalescent home and allied pro- 
fessional services such as nursing, therapy, and medication. Any 
declarative statement, implication, or innuendo that such medical pro- 
cedures, fortified by Federal law constitute socialized medicine must, 
therefore, spring from ignorance of the facts, lack of kindly or char 
table instincts, lack of knowledge of the scope and magnitude of both 
the.problem and the legislation, blind opposition to social change, 
acceptance of the status quo, or a combination of these lacks of virtue. 

The method of payment is no different from methods presently 
employed by many units of Federal, State, and local government, in- 
cluding the Veterans’ Administration. 
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As a veteran, I endorse and support the progressive and forthright 
medical care programs for veterans; but no veteran, whether he served 
several years in active combat or a short.period stateside, would 
argue that our aging American deserves less'than equal guarantees 
for adequate medical, surgical, hospital, and nursing home care after 
over 65 years of productive effort to the growth and greatness of our 
America. 

In Massachusetts alone the percentage of the old-age assistance 
dollar spent for medical services has risen in 10 years from 8 percent 
to 87 percent and is still rising. The percentage of old age cases re- 
ceiving old-age assistance for medical services only has risen from 0.1 
percent in May 1953 to 1.1 percent in May 1959—an increase of 1,100 
percent. 

Since 1947, the cost of living in Massachusetts has officially risen 
25.7 percent, but the cost of general medical services to all the popu- 
lation, including medication and hospital services, has more than 
doubled, and for the aged American because of debilitation of advanced 
age, the prolonged nature of diseases more common to the aged, the 
more frequent use of drugs, and the need for custodial medical care, 
ithas virtually quadrupled. 

Massachusetts, in old-age assistance alone, is spending for care in 
approved hospitals or nursing homes $22 million per year. An addi- 
tional $15 million is being spent on doctors’ fees, drugs, prosthetic 
appliances, dental and eye services, and bedside nursing care. Since 
46 percent of our old-age assistance caseload receives basic monthly 
old-age and survivors insurance benefits to begin with and since it 
is the philosophy both of Congress and the American Public Welfare 
Association to provide ‘for the aged by insurance programs, it is 
fairly evident that the insurance and medical features of H.R. 4700 
would represent an important economic stride in that direction. 

The Commonwealth of Massachusetts is justly proud of its com- 
prehensive and adequate guarantees of all medical and ancillary med- 
ical services for the needy poor including both recipients of old-age 
assistance and those aged retired who cannot, out of retirement grants, 
finance essential and costly medical services. 

We have explored for over 10 years group health insurance possi- 
bilities for the old-age assistance recipients. Either the premium price 
was prohibitive or the per diem Me air for hospital service falls 
far short of meeting the per diem hospital charges. We are now con- 
vinced that a health insurance plan for the aged should not at any 
time ever be considered for recipients of public assistance alone. The 
report of the Department of Health, Education, and Welfare on the 
subject of hospital insurance for OASDI beneficiaries, as submitted 
to this committee on April 3, 1959, further suggests, even though it 
does not recommend, that hospital, surgical, medical, and nursing 
home benefits be added to the present insurance benefits. 

In several findings, this report indicates either the lack of funds 
on the part of beneficiaries and other aged to purchase health insur- 
ance or the inadequacies of benefits in available policies from volun- 
tary nonprofit insurers or from commercial insurers. 

Virtually every major research project on the aging and every 
responsible study of the major problems of aging emphasize the 
costliness of medical and hospital services for the aged as a group and 
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the inability of the aged, out of retirement income or savings, to 
finance such medical and hospital care. 

The objective of title II of the Social Security Act is to provide 
economic protection for the aged for basic necessities to a decent, 
dignified way of life. Twenty-five years ago, in large measure, this 
represented food, shelter, clothing, public utilities, attendance at 
church, normal and reasonable reading opportunities, and social activ- 
ities within the home and within the community. Today, for the 
aged, it must include adequate medical protective care and all its | 
allied professional services, such as Scensiteluied nursing home services, 

As I have earlier indicated, a very large percentage of the old-age 
assistance caseload in Massachusetts currently receives old-age insur- 
ance and that an alarming percentage of our old-age assistance ex- 
penditures are for medical services alone. What is not generally 
appreciated is that, forthe medical only case of an insured bene- 
ficiary, almost as much money is spent administratively in the deter- 
mination of old-age assistance medical eligibility as is spent for one 
single hospital bill. 

This is understandable when it is realized that accountability of 
the expenditures of public funds is written into Federal and State 
laws requiring a full and thorough investigation, the maintenance 
of adequate records, a thorough checking of potential or actual re- 
sources available to an otherwise self-supporting aged person. 

Apart from these added administrative expenses in the public 
assistance program for this determination of eligibility, it does not 
seem prudent to permit this administrative cost to pyramid, to defer 
a self-supported program for medical care, to deprive our great public 
hospitals of proper payment of the cost of services in States which 
do not employ as comprehensive a medical care program in public 
welfare services as do some States such as Massachusetts, New York, 
Illinois, Wisconsin, and Rhode Island, nor should the aged individual 
who has thought himself adequately cared for through the beneficiary 
program be compelled to seek public relief for medical needs. 

Even more important than the foregoing, H.R. 4700 represents 
a victory over the most growing destructive, degenerating evil experi- 
enced by any man or woman; victory over fear. Fear of pain 
unrelieved, fear of loneliness and rejection by society because of help- 
less invalidism, due to advanced age alone and to the sin or the virtue 
of growing old; fear of being unwanted, fear of being an anchor and 
a hindrance to one’s children and grandchildren, fear of the charity 
ward and its too frequently impersonal, aloof, cold and unfriendly 
atmosphere, fear of becoming a statistic both in life and in death, 
fear of physical and mental torment alike, but most of all, fear of loss 
of intrinsic dignity, graciously and eternally given to man by God 
and richly and deservedly earned by all aged during their trial on 
earth. 

More than the assured solvency of our voluntary and municipal 
hospitals and nursing homes, more than a strengthening of our free 
enterprise system in the purchase of drugs, glasses, and prosthetic 
appfiances, more than the maintenance of the proper economic status 
of doctors, dentists, nurses, optometrists, and other professional 
medical practitioners by a reasonable fee for service payment, more 
than the guaranteed medical and surgical services of an insurance 


: 
ome 
_ 


BENEFITS FOR OASI BENEFICIARIES 585 


plan, H.R. 4700 becomes a burning flame of hope, a symbol of faith, 
and living testament to all men in all countries that in America, so 
blessed and so enriched by the Almighty, men never need live in fear 
of anything, and least of all, in fear of growing old. 

Thank you very much. 

The Cuarrman. Thank you, Mr. Tompkins, for bringing to us these 
views of yours on H.R. 4700. 

Are there any questions ? 

Mr. Foranp. Mr. Chairman. 

The Cuairman. Mr. Forand. 

Mr. Foranp. I don’t have a question but I do want to compliment 
Mr. Tompkins for his statement. I think it is one of the most en- 
lightening we have received during these hearings, and, of course, I 
am not surprised because I have known Mr. Tompkins and of his fine 
work in the welfare field for many years. 

Mr. Tompkins, I commend you. 

Mr. Tompkins. Thank you very much, sir. 

The Cuarrman. Thank you very much. Mr. Alger. 

Mr. Aucrr. Mr. Tompkins, I want to make light of a statement on 
the top of page 4 where you say something about “thinly veiled sug- 
gestion that H.R. 4700 is not good medical care.” I assure you if you 
had been here you would have heard suggestions that were anything 
but thinly veiled. 

Mr. Tompkins. I have been here and I haven’t heard any of the 
objectors indicate that this was not good medical care and I think 
that is what I said. 

Mr. Ataer. Maybe I did misunderstand you, but I had the impres- 
sion that there were very strong positions given that this satan not 
result at all in good medical care, so my remark was actually toward 
the “thinly veiled.” I have the pretty definite opinion that the AMA ; 
for example, is very much opposed to this H.R. 4700 as good medical 
care. 

Mr. Tomrxins. I heard one witness this morning who indicated that 
Government insurance medical care programs contributed to a degen- 
eration of medical services, and I don’t know what authority or what 
references he uses, but I believe he was a doctor and it would appear 
to me that this is an indictment of the medical profession and not an 
indictment of anything else. 

Mr. Atcrr. I would like to pursue that with you, Mr, Tompkins. 
However, I think we are off the subject and I am going to limit my 
remarks, much as I would like to engage in this exchange on that 
thought, what you say later in the statement, or which I am con- 
strained to express myself because of the very strong feelings I have, 
and possibly get further clarification from you where you point out 
that— 
any declarative statement, implication or innuendo that such medical procedures, 
fortified by Federal laws constitute socialized medicine. 

You obviously do not feel that H.R. 4700 has that implication, that 
it would be socialized medicine ; is that not correct ¢ 

Mr. Tompkins. That is correct. I think it has adequate safeguards 
to keep it completely out of any reference to socialized medicine. 

Mr. Avcrr. I respect your right to that viewpoint, Mr. Tompkins. 
Here is my fear, and I want to state it to you and see if you have any 
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reaction to it, and I hope you can disprove it. First of all, the Fed- 
eral administration will lay down the law, the regulations, that we 
prescribe here. They will then certainly have the right to audit the 
books of the doctors, the hospitals, and the nursing homes. 

They will have the right to insist on good care being carried out 
under this bill. They will have the right to implement this regula- 
tion by all of the civil and criminal penalties that are seen fit, includ. 
ing fines and jail sentences, I am sure, if people do not comply, just 
as they do under our tax law and behind al of this is compulsory 
taxation that people don’t want to pay. 

You add all of this up, Mr. Tompkins, making this summation of 
items, and in my book you have socialized medicine. I don’t know 
how else you could define socialized medicine. . 

Mr. Tompxrns. Sir, the Federal Government mainly through the 
instrumentality of State regulatory bodies presently dogs all of the 
things in public assistance that you refer to as inspection, and licens. 
ing, and selection of actually approved institutions, the doctors and 
dentists, and optometrists and opthalmologists who wish to provide 
services on a fee basis to public assistance recipients. It seems to me 
that the Federal Government will probably follow, although I am not 
the Federal Government, the same line of reasoning in accepting, as 
approved institutions, nursing homes, hospitals, outpatient depart- 
ments, doctors, dentists, and other suppliers of medical services that 
are employed in public assistance, which is what the State has licensed 
and approved as high standard and high quality medical care. 

As for the compulsory insurance phase, we have had that since 1935, 
and I haven’t heard any subsequent groups express opposition, Asa 
matter of fact, I think that all groups, other than certain govern- 
mental employees and doctors themselves, are presently covered and 
without major objection.. I never hear of any major objection to the 
compulsory insurance program for retirement, of which in my opinion 
medical care is a most important phase of in this day and age. 

Mr. Arcer. That is an answer and I think it is honeycombed with 
errors and I would like to go back and study some of the earlier 
programs, but we don’t have time. Let me ask one question: 

What recourse will there be under this bill, to a hospital or nursing 
home to appeal something denied by this program for some reason 
the Federal Government sees fit? Will there be a recourse ? 

Mr. Tomrxrns. I presume that the same form of appeal that we 
presently have in Massachusetts for a nursing home or a hospital 
to appeal on two things; one, the rate which has been determined as 
the reasonable and proper per diem rate, or, secondly, the issuance 
or the refusal of a license to operate a medical facility, will be pro- 
vided somewhere in the regulations imposed by whatever unit of the 
Department of Health, Education, and Welfare would be granted this 
authority. 

It seems inconceivable to me in any State in our country or in any 
possession of our country that a hospital which has been operating 
as a hospital and duly licensed to do so should be closed off arbitrarily 
without some kind of an appeal process. We have that appeal process 
in Massachusetts for nursing homes, municipal, charitable, and pro- 
prietary, and it operates quite well. 
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Mr. Areer. I appreciate your statement of the way this will oper- 
ate and I would like to explore it further, but t possibly have 
taken too long now. ; 

Thank you very much. If you have any further information on 
this subject any time later you care to add I would be glad to have it. 

Mr. Tompkins. I would be delighted to. 

The Cuairman. Mr. Tompkins, we thank you again, sir, for coming 
to the committee. 

Mr. Tompxins. Thank you for your courtesy. 

The CuatrrMan. Our next witness is Mr. Adams. 

Please identify yourself for this record by giving us your full name, 
address, and capacity in which you appear. 


STATEMENT OF ALBERT C. ADAMS, CHAIRMAN, COMMITTEE ON 
SOCIAL SECURITY, ACCOMPANIED BY CARLYLE DUNAWAY, GEN- 
ERAL COUNSEL, NATIONAL ASSOCIATION OF LIFE UNDER- 
WRITERS 


Mr. ApAms. Yes, sir. 

Mr. Chairman and members of the House Ways and Means Com- 
mittee, my name is Albert C. Adams and I am a general agent for 
the John Hancock Mutual Life Insurance Co. in Philadelphia, Pa., 
as well as the immediate past president of the National Association 
of Life Underwriters. 

On behalf of my association, I would like to thank your committee 
for the opportunity of appearing before you and giving you our feel- 
ings as to the proposed legislation. 

Fon appearing before your committee today in my capacity as 
chairman of the association’s Committee on Social Security. My or- 
ganization is a trade association representing a membership of more 
than 77,000 life insurance agents, general agents, and managers lo- 
cated in all of the 50 States, the District of Columbia and Puerto Rico. 
The vast majority of our members sel] both health insurance and 
life insurance. 

My purpose in appearing today is to make known my association’s 
opposition to the Forand bill, H.R. 4700, which would add to the ex- 
isting social security program a brand new program of hospital, nurs- 
ing home, and surgical care covering all individuals receiving or eli- 
gible to receive retirement or survivor benefits. We understand that 
even at the inception of the Forand program approximately 16 mil- 
lion people would be eligible to participate. Of this number slightly 
more than 13 million would be persons age 62 and over. 

When I commenced preparing this statement, one of the first things 
that came to mind was an observation made in October 1953 by Henry 
S. Beers, now president of the Aetna Life Insurance Co., when he 
was testifying before the House Committee on Interstate and Foreign 
Commerce on the subject of private health insurance. After review- 
ing the great strides that had been made in this field, Mr. Beers added: 

The only unhealthy aspect of the situation is the tendency of some people te 
see in progress only signs of incompletion. Those who think that if a thing is 
good, it should be provided now to everyone, do not understand the basic truth 
that human progress must needs be unending. 
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In our opinion, this statement sums up quite accurately the philoso- 
phy of the advocates of the Forand bill. During the past few days 
you have heard a number of witnesses, including Secretary Flem- 
ming, of the Department of Health, Education, and Welfare, recount 
the steady progress that has been made during just the past few 
years in extending and improving voluntary health insurance cover- 
age of the aged under private programs. You have been told that 
the percentage of people age 65 and over having some form of hos- 
pital insurance protection has risen from only 25 percent in 1952 to 
approximately 40 percent at the present time. You have also heard 
Secretary Flemming confidently predict that 70 percent of the aged 
social security beneficiaries will have some form of this insurance pro- 
tection by 1965—less than 6 years hence. 

Using a little different approach, Mr. Faulkner, the witness for 
the American Life Conyention, the Health Insurance Association of 
America and the Life Insurance Association of America, gave you an 
even more encouraging picture of the situation yesterday. S you 
may recall, he estimated that of the aged persons who both need and 
want private health insurance protection, over 50 percent already have 
such protection and predicted that this percentage would rise to 65 
percent by the end of 1960, to 80 percent by the end of 1965, and to 
90 percent by the year 1970. 

Yet the proponents of the Forand bill apparently see in this steady 
and indeed remarkable progress and promise of still further progress 
“only signs of incompletion” and are urging the Congress in effect 
to destroy the voluntary private system that made it all possible. In 
its stead they would have the Congress saddle the American people 
with a very costly compulsory program of hospital and surgical bene- 
fits. And this brings me to a short summation of my association’s 
principal objections to the Forand bill. 

From its very beginning the avowed purpose of the social security 
program has been to provide covered workers and their dependents 
and survivors with a basic floor of protection against economic want 
and destitution. Beyond this, Congress has always expected that each 
covered individual should be left with the responsibility of supple- 
menting this floor of protection by resort to private savings, insur- 
ance, and investment programs if he so chooses. Of paramount im- 
portance is the fact. that this floor of protection has always been pro- 
vided through cash benefits, thereby preserving to the individual com- 
plete freedom of choice in selecting the goods and services best suited 
to satisfy his own particular basic needs and wants. 

Enactment of the Forand bill would represent a complete depar- 
ture from this well-established philosophy. The bill would estab- 
lish a service benefit in the form of comprehensive hospital, a 
home and surgical care. It would thereby deprive the aged an 
other social security beneficiaries of their freedom to decide how best 
to use part of their benefit money to meet their individual needs for 
food, clothing, shelter, health care, and so forth. 

As stated above, the private insurance industry has made great 
strides in providing health insurance for the aged. However, enact- 
ment of the Forand bill would not only prevent the insurance busi- 
ness from making further progress toward taking care of the health 
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insurance needs of the aged, but would also literally destroy the solid 
progress that it has already made in this area. : 

Furthermore, it should be noted that the Forand program would 
provide health care benefits not only for the people ph ity drawing 
cash social security benefits but also for more than 114 million eligible 
people who are not drawing such cash benefits because they are still 
working and supporting themselves. This would unquestionably lead 
to extreme and possibly irresistible pressures to provide the same 
health care for all people who work and their families, though they 
would not be as old as 62 or 65, though they would not be survivors, 
though they would not be young widowed mothers. Thus, we be- 
lieve that enactment of the Forand bill would ultimately mean the 
end of all private health insurance. 

The second principal objection that we have to the Forand bill 
is its cost. Even the relatively conservative estimates given to you 
by Secretary Flemming on July 15 indicated that the cost of the 
Forand program would be very substantial, and considerably in ex- 
cess of the tax increases provided for in H.R. 4700. To be specific, it 
is my understanding that Secretary Flemming estimated that for the 
calendar year 1960 the Forand program would cost in the neighbor- 
hood of $1.12 billion, or 0.53 percent of taxable payroll, and that the 
level cost of the program would be 0.79 percent of taxable payroll. 
The Forand bill would impose an additional social security tax of 
only one-half of 1 percent on employers and employees and three- 
cighths of 1 percent on the self-employed to meet this cost. 

On the other hand, the insurance industry estimates given to you 
yesterday by Mr. Faulkner make even Secretary Flemming’s pre- 
dictions seem quite modest. For example, the very lowest of these 
industry estimates place the cost of the Forand program at $2,074 mil- 
lion for the year 1960 and at almost $6 billion for the year 1980. In 
addition, the industry estimates place the level cost of the program 
at a minimum of 2.32 percent of covered payroll. This added to the 
8.76 percent estimated level cost of the existing social security pro- 
gram would result in an aggregate level cost of over 11 percent at 
the very least. ; 

Of course, no one can now forecast with certainty which of the 
above estimates might ultimately prove to be most nearly correct. 
However, I do not hesitate to say that we would place our confidence 
in the industry estimates for at least two reasons. 

First, they were prepared by actuaries who, by the very nature 
of their jobs, have the greatest experience with and knowledge of 
the health insurance business. 

Second, we cannot help being influenced in our judgment by ex- 
perience in other countries such as, for example, Great Britain where 
the current cost of that country’s national health plan has already 
exceeded the originally estimated ultimate cost by more than four 
times despite some curtailment of benefits provided under the plan. 

Incidentally, you will note that I have made several references to 
level cost figures. I hope that your committee will not become too 
much intrigued or misled by this particular cost concept in evaluating 
the ultimate true cost of the Forand program or any of the other 
aspects of the social security program for that matter. 


Lys 

m- 

int 

ew 

er- 

Lat 

to 

rd 

ed 

r0- 

‘or 

of 

an 

ou 

nd 

ve 

65 

to 

dy 

ct 

In 

1e- 

n’s 

ty 

its 

nt 

ch 

le- 

‘0- 

N- 

ed 

b- 

st 

or 

at 

th 
7 


590 BENEFITS FOR OASI BENEFICIARIES 


I say this because while the estimated cost of the Forand program 
or any other feature of the social security program, expressed asa 
so-calhed level-premium cost, may provide the actuaries with a sort 
of convenient yardstick, the social security program is not in faet 
financed on this type of cost basis. 

Level-premium financing is based upon two assumptions neither 
of which is used in the case of social security in the same sense in 
which it is used in the private insurance business. The first assump. 
tion is that more funds will be collected in early years than are needed, 
The second assumption ‘is that these excess funds will earn interest 
over the years. The interest earnings enable the cost to remain level} 
and the accumulated excess funds are applied to the payment of future 
liabilities. A 

Thus, it is of the greatest importance that you clearly recognize that 
the level cost of a given-social security measure is quite different from, 
and will always be considerably lower than, the ultimate true annual 
cost. For example, according to the official estimates of the Depart- 
ment of Health, Education, and Welfare, the level cost of the existin 
social security program is 8.76 percent, whereas the ultimate annu 
cost will be 12.62 percent. 

Accordingly, if you have not already done so, I strongly urge that 
our committee obtain an estimate of the ultimate annual cost of the 
orand program, in order that you may have a complete understand- 

ing of what enactment of the Forand bill today might mean in terms 
of increased annual costs—and taxes—to the taxpayers of tomorrow, 

In any event, whether you accept the industry’s cost estimates or 
the more modest estimates made by Secretary Flemming, it is obvious 
that the tax increases provided by the Forand bill would fall far short 
of financing the proposed new program. 

Therefore, enactment of the bill would, among other things, sub- 
stantially increase the existing program’s actuarial imbalance now 
estimated to be around 0.24 percent of taxable payroll. Of course, 
this deficit could be remedied by increasing the tax rates and/or the 
taxable wage base still further. However, we think that any such 
move would be unsound, and we would be opposed to it. 

In this connection, I call to your attention that just since 1956, the 
tax. rate has twice been increased and will rise again on January 1, 
1960. During the same period, the wage base has also been increased 
from $4,200 to $4,800. Moreover, under existing law the ultimate 
tax rates for 1969 and thereafter are already scheduled at a substan- 
tial 9 percent. for employers and employees and at 634 percent for the 
self-employed. We do not think that this burden should be in- 
creased—unless such an increase becomes absolutely necessary to main- 
tain the solvency of the existing social security program. 

Apropos of what I have just said, I am reminded that in testifying 
before your committee last year on the subject of social security legis- 
lation, the then chairman of my association’s Committee on Social 
Security called to your attention the following statement that had 
been made by former HEW Secretary Oveta Culp Hobby to the 
Senate Finance Committee some 3 years previously : , 

The system cannot be expected to provide fully against all insurance risks if 
the tax is to be kept at a rate which can be borne by persons in the lower 
income brackets. 
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I urge your committee to give the most serious consideration to that 
very Wise warning in your appraisal of the Forand bill. h 

In closing, I want to make it completely clear that we are full 
as concerned as your committee with the matter of providing health 
care for aged persons—in fact for everyone in this country. Wecom- 
mend Mr. Forand for stimulating the interest and focusing the atten- 
tion of the public on this aspect of aging. However, we sincerely be- 
lieve that private enterprise can best devise the different insurance 
— needed to meet the varying health care needs of our aged 

Tihank you, sir. 

The Cuairman. Mr. Adams, we thank you, sir, for bringing to us 
the views you have expressed representing not only your own but 
those associated with you. 

Are there any questions ? 

Mr. Foranp. Mr. Chairman, I don’t have a question, but I am sure 
that Mr. Adams wants the record to read correctly and I noticed on 
page 5 of your statement in the first paragraph you read 53 percent 
of taxable payroll. I am sure you meant fifty-three one-hundredths 
of 1 percent. 

Mr. Apams. Point 53, I tried to say, yes, sir. 

Mr. Foranp. I am sure you want the correction on that and also 
on 0.79, where you omitted the point. 

Mr. Apams. [amsorry. Thank you very much, sir. 

Mr. Foranp. Thatisall. Thank you. 

The Cuarrman. Any questions? Mr. Alger. 

Mr. Aucrer. Mr. Adams, very briefly, I am one of those who does 
not believe in the actuarial soundness of social security. I speak only 
for myself. I said this yesterday when talking to Mr. Reuther and 
Iam not trying to bring up the whole subject again. I am very 
uneasy about social insurance. I think it is unsound. Since we are 
in this field again and we are now talking about social insurance, 
which is a phrase used over and over again. To my knowledge we 
have not been given any particularly clearcut definition of social 
insurance as compared with private insurance. 

In private insurance the profit motive comes in, and I think it is a 

ood one. The people in the insurance business have to be sure that 

thends meet. In other words, there is an incentive to putting a pro- 

am on a sound basis, because you are not forgiven your mistakes. 

ou go out of business. There is a yardstick we can all understand 
as a matter of business soundness. I am wondering if you could 
provide for the record, I am sure the Chairman will leave the record 
open for that purpose, a definition of social insurance that is brief 
enough and to the point that any member of this committee or any- 
one else so disposed could see the differences between social insurance 
and private insurance? In your statement today you have gone fur- 
ther into this actuarial matter than I believe anyone has up to this 
point. 

Mr. Anas. Mr. Alger, we feel very strongly that the system of 
social security has taken from the life insurance industry certain 
words which imply that the social security system is insurance. We 
maintain that it is not insurance, because it is not based on a contrac- 
tual relationship. We say that social security taxes paid are not 
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premiums in the sense that they are so called in the life insurance 
industry. 

Our association’s board of trustees adopted a resolution on 
this subject which we have presented to Government officials and 
Members of Congress. May I read a portion of that resolution ? 

Mr. Arcer. Yes, sir. 

_Mr. Apams. In consideration of certain matters recited in the pre- 
amble, our board resolved that— 

The Congress of the United States be and hereby is urgently requested (1) to 
delete from the Social Security Act all insurance terminology used therein; (2) 
to change the name of the social security program itself to one which will ac- 
curately describe its true nature and purpose; and (3) to incorporate in the act 
a declaration of policy that the program is not, and is not intended to be, an 
insurance program and that it shall henceforth not be represented as such in 
anyway by any official or employee of the Federal Government. 

In conversation with former Social Security Commissioner Schott- 
land several years ago, he said, “Well, what you call it?” And I said, 
“Well, I really don’t know. I think that is your problem, but it is 
not insurance.” 

Mr. Acer. I think what you are saying is very interesting, Mr. 
Adams, and I certainly benefit by it. I still need the answer to the 
question, and I think it is too big a thing to expect spontaneously. 

Do you have a definition, or can you explain as graphically and as 
briefly as possible what the differences are? I know there is a differ- 
ence, and I am prepared to accept for the moment from what I do 
know that we shouldn’t use the word “insurance” in the social secu- 
rity; but I think we need to have some kind of a detailed explanation 
wherein social security fails to be insurance, and why. 

Mr. Apams. As I said before, the system does not involve a con- 
tractual relationship. Congress has reserved in the act itself the right 
to alter, amend, our repeal, any of the provisions of the law as they 
see fit. On the other hand the life insurance relationship between the 
life insurance company and the insured is contractual and as long as 
premiums are paid the insured individual knows just where he stands. 

Mr. Atcer. I hope to have a definition in this hearing. That is the 
reason I ask this. I will not take more time because I can talk to you 
or anyone else in this field privately and improve my own knowledge. 

I was hoping if you have an industry statement that we put it in the 
record right here, trying to explain the differences. Not that everyone 
is going to agree with it, but to merely delineate the differences be- 
tween private and social insurance would be rather illuminating in the 
life of this hearing. 

Mr. Apams. May I ask my associate Carlyle Dunaway, general 
counsel of the National Association of Life Underwriters, if he has a 
suggestion ? 

Mr. Dunaway. Mr. Alger, I don’t think we have offhand an all- 
encompassing definition of social insurance. I think the point Mr. 
Adams is trying to make here, and I think he has made it, is that 
whatever social insurance generally may be, we do not think that the 
so-called old age survivors and disability insurance program is an 
insurance program either factually or legally. 

Mr. Adams has given you some points of distinction. One of these 
points I would like to stress is that the contributions, or, as some 
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people erroneously call them, the premiums, are not premiums at 
all. They are excise taxes in the case of the employer. They are in- 
come taxes in the case of the employee and the self-employed person. 
We can try to get you a definition. ‘, 

Mr. Axcer. Lf I may interrupt now, I am very interested in getting 
this and I know my colleagues are, and time is short. I am sure that 
the chairman for the next 48 hours or whatever stipulation he lays 
down, will leave the record open and if you have any other delinea- 
tions, as you were explaining, that show the difference between private 
and social insurance as it is commonly used, I would be glad to re- 
ceive them. 

Mr. Mason. Would the gentleman yield there? 

Mr. Acer. Yes. 

Mr. Mason. I will give you one difference that I would define as a 
difference between social insurance and private insurance. Social 
insurance actuarial estimates are based upon the fact that you can 
always reach into the Treasury or you can always increase the tax 
in order to make it come out and pay for itself. Private insurance 
cannot do that, and therefore their actuarial estimates must be sound 
or someone is going to go broke. That is all. 

Mr. Aucrer. Thank you. 

Mr. Chairman, would it be permissible to ask permission to leave 
the record open a day or two in case they can supply any information 
on that ? 

The Cuamman. Yes. That permission has been granted several 
times. We will be glad to receive the information, Mr. Adams. 

Mr. Apams. We will be pleased to do that. 

The Cuarrman. We thank you, sir. 

Mr. Apams. Thank you very. 

(The following letter was received by the committee :) 

THE NATIONAL ASSOCIATION OF Lire UNDERWRITERS, 
Washington, D.C., July 80, 1959. 
Hon. D. MILLS, 
Chairman, House Ways and Means Committee, 
Washington, D.C. 


DEAR Mr. Mrizs: At the hearings on H.R. 4700 on Friday, July 17, before the 
House Ways and Means Committee Representative Alger asked that I furnish 
for the record “a detailed explanation wherein social security fails to be in- 
surance, and why.” I understand that in referring to “social security,” he 
specifically had in mind the program of old-age, survivors and disability bene- 
fits provided for under title II of the Social Security Act. 

I think it is most important that the essential difference between social se- 
curity, and insurance be clearly identified and made known to everyone. After 
all, millions of people look to social security and to insurance for protection 
against certain specified eventualities, such as premature death of the family 
breadwinner and retirement in old age. These millions of Americans look to 
each type of program for a service—protection against a complete loss of very 
sharp decline in earnings. Everyone is entitled to be informed forthrightly and 
unequivocally about the nature of the benefits, of the service provided by each, 
and of the character of his rights to such service. 

It is important to the longrun financial soundness of social security that this 
distinction be generally understood. For obvious reasons it is also imperative 
to private enterprise that the service of social security benefits not be confused, 
wittingly or unwittingly, with the service of insurance sold by hundreds of com- 
panies and, in the ease of national service life insurance, by a Federal agency. 

The basie difference lies in the nature of the underlying rights of two kinds 
of services providing protection against the same kinds of risks. Insurance is 
property involving vested rights, contractual rights. Social security benefits, 
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on the other hand, are gratuities based on statutory rights, rights which by 
statute can be increased, reduced or completely withdrawn. And Congress hag 
at one time or another done each of these three things. (Incidentally, the fore 
going definition of the rights and benefits provided under the title II program 
was advanced by the Government’s own lawyers when defending the constitu. 
tionality of the program before the U.S. Supreme Court in 1937.) 

These two definitions of course are legal. Some might brush them aside ag 
highly technical and of no great moment. But most Americans, I am sure, fully 
understand when buying insurance that they can obtain a service designed to 
fit their individual family needs. They fully understand that as their family 
needs and responsibilities change, this service can be adjusted accordingly, 
They know that the beneficiaries can be changed. They also know that, in the 
case of most kinds of life insurance, there is a surrender value against which 
they can borrow, or which they may cash in. And finally, they know that, in 
old age, the service of insurance (in most cases) can be converted to retirement 
income. In brief, an individual can have his insurance tailored to fit his own 
needs and responsibilities. . 

Social security, on the other hand, is not concerned with people as individuals 
but with a whole group aggregating millions of persons. The service is not 
geared to the needs of specific individuals. The controlling factof in changes 
and revisions of social security is the basic social needs arising because of the 
sheer size of masses of people. And in this kind of program, this is quite ap- 
propriate. But the needs of any individual cannot be considered in a program 
of this character. 

Unquestionably, many people are confused as to this essential difference be- 
tween social security and insurance. Quite often social security is referred to 
as being “not private insurance, but social insurance.” While the term “in- 
surance” is easily defined, the same is not true of “social insurance.” This 
term, a very beguiling one, is, I believe, undefinable. This is because to the 
extent that social security provides social protection, that service cannot be 
insurance—contractual. However, should Congress make social security insur- 
ance in fact (which it could do), the service provided would no longer be social. 
In other words, the term “social insurance” is a conceptual contradiction. 

This confusion between the service of social security and that of insurance 
gives rise to many misunderstandings and criticisms of certain aspects of social 
security. Complaints and criticisms are legion. Two examples, however, will 
suffice. Many misunderstand why social security benefits should not be payable 
at age 65 whether a person continues to support himself by working or retires. 
This kind of criticism doubtless arises because too.often it has been said that 
people have bought and paid for their social security benefits. Another com- 
plaint is that should a potential beneficiary die before retirement leaving no 
dependent spouse, he cannot assign his monthly benefit rights to a grown son or 
daughter. Some expect and demand of social security what it cannot do—the 
very things that insurance can do. 

We believe that clarification of social security is indispensable and that such 
clarification should be achieved by the use of forthright language in title II of 
the Social Security Act and by appropriate changes in the Internal Revenue 
Code. We Americans are entitled to this. Rather than endangering public 
acceptance of social security, we believe such forthright language will greatly 
help maintain the financial soundness of social security, a program to which 
millions of people now look for a basic floor of protection in old age. Moreover, 
clear language will also preserve the essence and integrity of insurance, whether 
it is sold and administered by some private enterprise or by a Government 
agency, such as the Veterans’ Administration in the case of national service 
life insurance. 

We believe that the elimination of the existing confusion, ambiguities and mis- 
understandings in social security language will greatly reduce the consequent 
demands for very costly changes. Curiously, some people seem to believe that 
the Federal Government can perform financial magic that private enterprise 
cannot. They do not understand that the assurance of social security benefits 
in the future depends wholly upon the continued willingness of those then work- 
ing tq pay the social taxes required, that moderation in levels of benefits, and 
hence in social tax costs on those working, is indispensable to a sound social 
security. 

On behalf of the National Association of Life Underwriters, may I thank you 
for this opportunity to help clarify the reasons who social security fails to be 
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insurance. I trust that you will see fit to incorporate this letter in the record 
of hearing held on H.R, 4700. 
Sincerely yours, 
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. ALBERT C. ADAMS, 
Immediate Past President and Chairman, Committee on Social Security. 
The Cuarrman. Our next witness is Dr. Ballinger. 
Dr. Ballinger, will you identify yourself for the record, please, sir, 
by giving us your name, address, and capacity in which you appear? 


STATEMENT OF CHARLES L. BALLINGER, D.0., AMERICAN 
OSTEOPATHIC ASSOCIATION 


Dr. Bauiincer. Thank you, Mr. Chairman and members of the com- 
mittee, I am Dr. Charles L. Ballinger, of Coral Gables, Fla., repre- 
gnting the American Osteopathic Association. I am also a fellow 
and secretary of the American College of Osteopathic Surgeons, an 
affiliate organization. 

The CuairMAN. Doctor, will it be possible for you to go through 
your paper in the 5 minutes we have allotted to voa¥ 

Dr. Baturncer. I think so, sir. 

The CHarrman. If you omit any part of it, do so with the under- 
standing that the entire statement vill be in the record. 

Dr. Batiincer. Thank you, sir. 

The Cuarrman. You are recognized for 5 minutes. 

Dr. Baturncer. Thank you. 

At the outset, we would like to express our appreciation for the 
privilege of comment on H.R. 4700, a bill to amend the Social Security 
Act and the Internal Revenue Code so as to provide insurance against 
the costs of hospital, nursing home, and surgical service for persons 
digible for old-age and survivors insurance benefits, and for other 
purposes. 

A\though developments in medical sciences have not increased the 
absolute lifespan of man, these developments are resulting in attain- 
ment of a steadily increasing proportion of the population to the 
seventh and eighth decades. 

It is not so much our purpose to cause man to live forever as it is to 
try to help him live his full lifespan in health, comfort, and happiness. 

The osteopathic schools of medicine, in common with the other 
medical schools, are participating in the research and training pro- 
grams of the National Institutes of Health in such fields as cancer, 
cardiovascular diseases, arthritis and metabolic diseases, neurological 
diseases and mental health, which may be said to bear a primary rela- 
tion to aging. 

Several years ago the American Osteopathic Academy of Geriatrics 
was set up to make special studies, and to organize study groups to 
interest the members of the osteopathic profession in the subject of 
geriatrics and to keep them abreast of developments. A number of 
State laws require refresher courses for osteopathic licensees, and these 
sessions afford additional opportunity for considerations of current 
developments. In addition, the profession actively participates in 
conferences on aging at the National and State and local levels. 

There are 409 hospitals staffed by physicians and surgeons of the 
osteopathic school of medicine. Ninety-four of these hospitals have 
been approved by the American Osteopathic Association for intern 
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training. Fifty are approved for residency training in 1 or more of 
the 12 fields recognized by approved specialty examining boards: 
American Osteopathic Board of Anesthesiology. 

American Osteopathic Board of Dermatology. 

American Osteopathic Board of Internal Medicine. 

American Osteopathic Board of Neurology and Psychiatry. 

American Osteopathic Board of Obstetrics and Gynecology. 

American Osteopathic Board of Ophthalmology. 

American Osteopathic Board of Pathology. 

American Osteopathic Board of Pediatrics. 

American Osteopathic Board- of Physical Medicine and Rehabilitation 
American Osteopathic Board of Proctology. 

American Osteopathic Board of Radiology. 

American Osteopathic Board of Surgery. 

Two hundred and forty-eight surgeons are currently certified by the 
American Osteopathic Board of Surgery in one of several surgical 
specialties: 
Neurosurgery. 

Obstetrical-gynecological surgery. 
Orthopedic surgery. 

Peripheral vascular surgery. 
Plastie surgery. 

Surgery. 

Urological surgery. 

Five hundred and ninety-one surgeons are members or candidates 
of the American College of Surgeons. 

An applicant for certification by the American Osteopathic Board 
of Surgery or for membership in the American College of Osteo- 
pathic Surgeons must be a graduate of an approved college of osteo- 
pathy and surgery, which requires a minimum of 3 years’ prepro- 
fessional college work for entrance and 4 years of professional col- 
lege work for graduation, must have at least 1 year of internship, 
and a minimum of 3 years of formal training subsequent to internship, 
must have assisted in not less than 400 major surgical operations, and 
I call your attention to the fact that is the minimum and most men 
in their training period do assist in many times that minimum num- 
ber, and must have performed a minimum of 200 major surgical op- 
erations upon his own responsibility subsequent to the completion of 
the minimum required period of formal training. 

These surgeons and these hospitals are utilized by the Bureau of 
Employees’ Compensation for care of Federal civil employees for 
injuries and illnesses incurred in the course of their employment, 
and they are used in the Medicare program of the Defense Depart- 
ment for the care of dependents of members of the armed services 

The osteopathic witness which appeared last year before this com- 
mittee on a bill similar to the pending Forand bill, pointed out that 
the bill at that time left uncertain the right of OASDI beneficiaries 
to utilize the services of the surgeons of the osteopathic profession 
under the proposed program. 

We regret that the present bill continues the oversight. The bill 
specifies free choice of surgeons (M.D.) who are certified by the 
American Board of Surgery, or who are members of the American 
College of Surgeons, or who are members of the attending’ surgical 
staff of a hospital accredited by the Joint Commission on Accredita- 
tion of Hospitals. The joint commission deals only with hospitals 
staffed by M.D.’s. Even though under the bill the Secretary of 
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Health, Education, and Welfare could by regulation extend freedom 
of choice of other classes of surgeons, we fee] it is prejudicial to 
expressly qualify those of one school of practice and leave indefinite 
the inclusion of others. "te 

Last year, at about this point in the osteopathic testimony, a mem- 
ber of this committee, Congressman Noah Mason of Illinois, made 
the following comment: 

I want to simply summarize what you have been trying to tell us. You say 
that if an osteopathic surgeon is licensed to practice surgery in a State, that 
should qualify him for this particular work under this OASI, and not depend 
entirely upon the American Board of Surgery or the members of the American 
College of Surgeons or their osteopathic counterparts; is that right? 

That summed up our contention then as it does now. 

Thank you. 

The Cuarrman. Thank you, Doctor, for bringing to us the views of 
the American Osteopathic Association. 

Are there any questions ? 

Mr. Foranp. Mr, Chairman. 

The Cuairman. Mr. Forand. 

Mr. Foranp. I don’t have a question, but I do want to make this 
statement: that it was not intended that any qualified surgeon, be he 
osteopathic or anything else, not be permitted to take part in this 
program. In drawing up the bill, we tried as nearly as possible to 
cover the field, but we apparently did not take in all of them. And I 
assure you there is no intent of discrimination whatsoever and when 
and if, but particularly when, we take up the bill in executive session, 
Ishall do my best to see that all of them are included. 

Dr. Batuincer. Thank you, Mr. Forand. 

The Cuatrman.: Mr. Mason. 

Mr. Mason. Really, Doctor, you have not expressed any opinion 
ro or con for this bill or against the bill. You are simply asking 
ifand when a bill is passed that your organization be considered on a 
par with the others and have part in it? That is what I gather from 
your testimony. 

Dr. Batuincer. That is correct, Mr. Mason. 

Mr. Mason. I think that is a fair request. 

The Cuatrman. Are there any further questions? If not, we thank 
you again, Doctor. 

Our next witness is Dr. Stubbs. 

Dr. Stubbs, will you identify yourself for the record by giving us 
your name, address, and capacity in which you appear? 


STATEMENT OF DONALD STUBBS, M.D., CHAIRMAN, BOARD OF 
DIRECTORS; ACCOMPANIED BY JOHN CASTELLUCCI, EXECUTIVE 
VICE PRESIDENT, BLUE SHIELD MEDICAL CARE PLANS 


Dr. Srusss. Thank you. 

Mr. Chairman and members of the committee, I am Dr. Donald 
Stubbs, a private practitioner of medicine in the District of Columbia. 
I am appearing here today as the chairman of the board of National 
Blue Shield. I am accompanied by Mr. John Castellucci, executive 
vice president of our national association. 

The Cuarrman. Doctor, you are recognized for 10 minutes, sir. 
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Dr. Srusss. Thank you, sir. 

One year ago I reported to this committee on the efforts of Blue 
Shield in helping to provide medical care for our senior citizens. As 
a background for that report I outlined the a and growth of 
Blue Shield generally and the extent at that time of our coverage of 
the aged which we had achieved without special programs for them, 
but instead by including them as a part of the whole community, 

It was emphasized that each of the Blue Shield plans, about 70 in 
number, had grown up somewhat spontaneously and independently in 
its own area as a grassroots movement. The national association 
arose from the realization that these plans held their most cherished 
principles in common and all were designed to aid physician service 
to patients under a system of operation organized and controlled by 
boards of local, public-spirited leaders, both lay arid professional. 

Under a traditional policy, shared with Blue Cross, all subscribers 
who passed the age of 65 could retain their membership if they desired 
todoso. This retention right had actually resulted in our adding this 
group to our rolls at a more rapid rate than any others, so that of the 
40 million members more than 2.5 million were over 65 last year. The 
members of each plan benefited by the constant experimenting and 
broadening of the nonprofit program under sponsorship of their medi- 
cal society. But, although sponsored by organized medicine locally, 
Blue Shield has been separated from the societies in operation and has 
always been responsive to public need and interest. 

In our statement last year we expressed pride in our degree of sue- 
cess in the care of the aged which had been attained not by giving 
specific attention to them, but by including them as part of the general 
population. Now, 1 year later, we have a progress report to make, 
Our progress has been on two major fronts. 

First, we share with many others the satisfaction of having made 
great strides toward understanding and planning realistically to im- 
prove the health care of the aged. Doctors and nurses, hospitals and 
nursing homes and the great army of their helpers have joined with 
leaders in Government, in industry, and in labor in facing up with 
brighter awareness to this great problem. 

Mr. Chairman, I might say that we consider this to be an important 
matter. (reneral interest leading to study and understanding of any 
complex problem is necessary if solutions are to succeed. The activ- 
ity of this committee in regard to Mr. Forand’s proposals have served 
well this interest of leading to consideration broadly in the country, 
and we stated that to Mr. Forand last year. 

Blue Shield, along with many others, acknowledges the existence of 
the problem and supports the objective of solving it. The differences 
that may exist among us are those arising from honest convictions as 
to the best way to support a worthy cause. It is always a proper part 
of our democratic process to debate questions of method. 

We have come to realize better that in sickness, health care becomes 
total care. For the sick aged, especially, physician service and medi- 
cine cannot be separated fully from food and shelter, and compan- 
ionship to support personal dignity. 

It was in the light of widespread awakening awareness to all these 
things that the resolution of the AMA house of delegates, last Decem- 
ber, in calling on all physicians to close ranks in the effort to fill the 
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need became an action widely recognized as the crystallization of an 

attitude already congenial with our national thinking. Their state- 
ment triggered the mechanism by which BlueShield was able to move 
beyond its traditional policy of merely leaving the aged members 
within the framework of the general program, although this had been 

very helpful. Now we were able additionally to work on special 
rograms for this group. 

After 7 short months, we are pleased to report significant progress 
on our second major front, that of operations, supported firmly by the 
psychological advantages outlined above. 

Today, 24 of our 65 Blue Shield plans, with about one-third of the 
total Blue Shield membership, offer nongroup enrollment coverage to 
those over the age of 65. A year ago, only four plans offered such 
programs, although all permitted continuation of coverage to any age 
if acquired before age 65. 

Following me in these hearings, Dr. Lowry will give a detailed 
report of one such special program. In addition, there are four more 
plans, embracing 17 percent of total Blue Shield membership, with 
programs already approved but not actually in effect at this date 
because of minor details to be ironed out. There are 25 plans with 
41 percent of total Blue Shield membership that have programs in 
various stages of development and under consideration, but only 12 
plans, covering 8 — of our total membership, that do not have 
special programs for the aged that can be recorded at this time, 

Thus about 92 percent of the total Blue Shield enrollment, which 
in continental United States exceeds 40 million, is in areas where 
special plans for the care of the aged are already in being or are in 
stages of development at this moment. We believe that in the half 
year since the beginning of the concerted effort to add these programs 
to our regular ones, this is a remarkable showing of the vigor that 
can be associated with the voluntary effort. 

Beginning slowly in widely separated areas, but coming to a cres- 
cendo of activity, we have here a broad picture of the accelerating 
development which we believe will solve this problem in the best 
way that it is solvable if allowed and encouraged to continue along 
these lines. Furthermore, this development aids the field of volun- 
tary health insurance generally. We firmly believe this to be in the 
national interest. 

We physicians are proud of the success we have had in the treat- 
ment of disease, but this success is a product of centuries of progress. 
It is the heritage of the profession from a concerted effort of each 
generation to take the successes and the learning of the past and add 
their own contributions. 

In the case of health insurance, we have only recently begun to 
grapple with the practical problems that are present. The complexi- 
ties of modern civilization which beset all of us on every side and 
have led to the stresses that are discussed almost daily in our press 
are such that in this area, related so closely to medical yy ROE has 
become increasingly important to each citizen in a very brief time. 

Especially in the case of our increasing aged segment of popula- 
tion the problems of health care have been enormously multiplied 
within the last decade. 
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Struggling with the effort to expand voluntary health insurance 
for all our people who need and want it, we have in the past been jj] 
equipped to handle this mushrooming part of the overall need. 

Now we feel that our strength is equal to the task, and we know 
that we have the will to achieve success. 

We believe that, given a chance, the success already attained by 
the voluntary effort, the success such as that in Blue Shield supported 
so strongly by the medical profession, will enable us to make increas. 
ingly rapid strides toward solution. 

Blue Shield medical care plans have the laboratory in which to 
make many simultaneous trials of ways to handle this matter. This 
can be and should be a mass attack on a problem so great and g9 
invloved that no one man today can claim to know the one best answer 
to it. 

For these reasons, we urge this committee not to act. favorably on 
H.R, 4700, but instead to permit, and encourage, and push the expand- 
ing development of voluntary methods to improve health care for all 
the aged outside as well as inside the social security system, 

Thank you, Mr. Chairman, for permitting us to be heard. We 
sincerely hope that our views will be helpful. 

The Cuatrman. Dr. Stubbs, we appreciate your bringing to us your 
views and those of the Blue Shield medical care plan. 

Are there any questions of Dr. Stubbs? 

Mr. Forand. Mr. Chairman. 

The Cuairman. Mr. Forand. 

Mr. Foranp, Doctor, [ have had various statements on the percent: 
age of premium dollar that is returned in benefits under the group 
plan. Can you tell us anything about the amount of benefits per 
dollar that is returned under the Blue Shield plans ? 

Dr. Sruses. About 90 percent in the Blue Shield plans. 

Mr. Foranp. About 90 percent ? : 

Dr. Yes, sir. 

Mr. Foranp. Thank you. 

The Blue Shield and Blue Cross work pretty closely together, do 
they not ? 

Dr. Srupss. Yes, sir. 

Mr. Foranp. I realize you are speaking for Blue Shield, but I do 
want to make a comment on Blue Cross at this point. 

Mr. Chairman, I ask unanimous consent to put in the record a tele- 
gram I received this morning. It is jumbled a little bit, but I think 
if one considers the thing properly they can understand it as well as 
T understand it. 

I am for your bill. My mother is old on a Louisiana pension pays $85 a year 
for hospital insurance Blue Shield Dallas, Tex. One eye infection from a wild 
hair on lid Blue Shield has rider on policy sent back $85 she had to sign rider 


or no insurance. 
Mrs. FE. L. WALTMA, 
7006 Kittridge, Houston 28. 
The fact that she is referring to this rider, I imagine that is part 
of the fine print in the contract like many of these insurance contracts 
have. 
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Do you have any comments on this? That because this person is an 
old lady apparently, had a wild hair on her eye lid, that,she was 
yefused Blue Shield insurance unless she signed a rider, apparentiy 
waiving any benefits for that particular infection. 

Dr. Srupss. There are several points to your question, sir. The 
first about specific case, we will be glad to investigate it and report 
fully to you and to the committee. 

As to the fine print in Blue Shield contracts generally, we are 
rather proud that we have few of them. 

I am not familiar with the fine print in the Texas contract, but 
in general it is the policy, as I stated, of the Blue Shield plans to 
permit continuation of coverage and it certainly is not a policy to 
refuse the degree of coverage because of the introduction of some 
ailment into it. 

It is quite common to have a waiting period of 10 months for pre- 
existing ailments even in group contracts before coverage is allowed. 

Without knowing about this case, all I could say is that we are 
not even sure that she has a Blue Shield contract. 

Mr. Foranp. I agree with you, but in view of the fact that this 
has come to me, I thought that perhaps “ie might be helpful to 
the committee to clear up this matter so that the committee would 
know definitely just what the situation is. 

Dr. Srurrs. I might say two other things that come to mind from 
the source of this telegram being in Louisiana and from Blue Shield 
in Texas—I misunderstood you. 

Mr. Foranp. No. She said her mother is old and on a Louisiana 
pension plan, but this is from Texas. For hospital insurance, Blue 
Shield, Dallas, Tex. =‘ 

Dr. Sruses. In’ Texas, Blue Shield has unfortunately had to spend 
a good bit of money protecting their trademark and their symbol be- 
cause of infringements for profit by several groups over the years. 

At the present time we have several such infringement efforts out- 
standing. 

For that reason, I would say that it is even more possible that 
this is not a bona fide Blue Shield, but I will repeat our offer to in- 
vestigate fully and report to you, sir. 

Mr. Foranp. In order to accommodate you, I am going to have 
my office make a copy of this telegram and give it to you if you will 
wait just a few minutes before I turn it in for the record. 

The Cuatrman. Are there any further questions of Dr. Stubbs? 

Mr. Foranp. I have one more point, Mr. Chairman. 

At this point I should like to include in the record by unanimous 
consent a newspaper story from the Providence, R.I., Evening Bul- 
letin, the first paragraph of which reads: 

Rhode Island Blue Cross will be forced to seek an increase in premium rates 
next year if there is no letup in the present drain of more than $100,000 a 
month on its reserves. 

The CHatrMan. Without objection, that will be included in the 
record at this point. 

Mr. Foranp. That is all. 
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(The newspaper clipping referred to follows :) 


[Providence, R.I., Evening Bulletin, July 6, 1959] 
Crtres DRAIN ON RESERVES: BLUE Cro8s May Have To Boost RATEs 


Rhode Island Blue Cross will be forced to seek an increase in premium rates 
next year if there is no letup in the present drain of more than $100,000 a month 
on its reserves. 

This was disclosed today by Stanley H. Saunders, executive director of the 
hospitalization insurance plan, who reported that Blue Cross expenditures have 
exceeded income by more than $750,000 in the first half of 1959. 

The insurance program’s board of directors has decided, Mr. Saunders said, 
that if the current “alarming and disturbing trend” continues, ‘they will have no 
recourse but to increase rates.” 

The reserves built up by Blue Cross will make it unnecessary to seek a change 
in the rate structure this year, Mr. Saunders declared. 

“But we can’t keep dipping into our reserves forever,” he added. “Right 
now our reserves will just about cover 3 months’ hospitalization—a minimum 
established as an approval standard by the Blue Cross Commission gf the Amer. 
ican Hospital Association. If we have to continue to draw upon reserve funds, 
Blue Cross will find itself in the position of having to adjust rates.” 

The State insurance commissioner must approve any changes in premium 
rates for Blue Cross and Physicians Service, the Rhode Island Medical Society's 
surgical-medical insurance program operated jointly with Blue Cross. 

Still pending is the approval of premium rates for a more comprehensive surgi- 
eal insurance plan voted last January by the corporation of Physicians Service. 

Under this new plan, which will go into operation when premium rates for it 
are established, full surgical coverage will be guaranteed for individuals with 
an annual income of $3,300, families of two earning up to $4,400 a year and 
families of three or more with an income of $5,500. The income limits for full 
surgical coverage under the existing program are $2,400 for an individual sub- 
scriber, $3,000 for a family of two and $3,600 for a family of three or more, 

Mr. Saunders reported that Blue Cross has not been in the black for a single 
month this year and last month’s deficit was above $100,000. 

The upsurge in Blue Cross expenditures was attributed by Mr. Saunders to 
these three factors: 

An increase of about two-tenths of a day in the average length of hospital 
stay for subscribers. 

A rise in the admission ratio per 1,000 subscribers from 120.8 to 128.5. 

An increase in the cost per patient day from $20.59 to $23.46. 

“While two-tenths of a day increase in stay may not loom asa nee figure 
in the public mind,” Mr. Saunders said, “it actually can cause considerable 
financial distress to an organization such as Blue Cross which handles upwards 
of 80,000 hospital cases per year. At the present daily cost of $23.46, it means 
an additional expenditure of $375,000 for this factor alone.” 


NEW DRUGS, EQUIPMENT 


The rise in cost per patient day was ascribed by Mr. Saunders to the use 
of new and expensive drugs and equipment, coupled with additional services 
made available a year ago, when Blue Cross liberalized its benefits for mental, 
tuberuclar, and chronic cases. 

Mr. Saunders noted that the length of a patient’s hospital stay is governed 
entirely by his doctor. He said the steady increase in hospital beds may have 
a bearing on the increase in the admission rate. 

Since 1955, when Blue Cross premium rates were last changed, the increase 
in the hospital admission rate per 1,000 subscribers from 107.1 to 128.5 has 
meant about 1,000 more hospital cases a month, Mr. Saunders emphasized. In 
the same period, he said, the cost per patient day has jumped from $16.32 to 
$23.46. 


The Crarrman, Are there any further questions of Dr. Stubbs? 

If not, Doctor, we thank you, sir. 

Our next witness is Dr. Lowry. 

Will you please identify yourself and state your name, occupation, 
and the capacity in which you appear. 
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STATEMENT OF DR. EARL C. LOWRY, PRESIDENT, IOWA 
MEDICAL SERVICE (BLUE SHIELD) . 


Dr. Lowry. Mr. Chairman, members of the committee, I am Dr. 
Rarl C. Lowry, of Des Moines, Iowa. I am president and medical 
director of Iowa Medical Service, better known as Blue Shield of 
Towa. 

Iam on a full-time basis in this position. 

I appear here today as representative of the board of directors of 
Iowa Medical Service, which is composed of distinguished physicians 
and laymen. 

The CuatrmMan. You are recognized for 10 minutes, Dr. Lowry. 

Mr. Lowry. The primary mission of Iowa Medical Service is to 
furnish to the people of lowa medical services under a nonprofit 
service plan of several Blue Shield policies offered in Iowa, each 
relating the policy to his income, 90 percent of our people could 
receive physicians’ services on a full service basis. That is, the Blue 
Shield payment would constitute payment in full for physician 
services. 

Dr. Donald Stubbs has informed you of the views of national Blue 
Shield as related to H.R. 4700. Our plan heartily endorses Dr. 
Stubbs’ position. 

Since Blue Shield in Iowa is engaged in offering medical care for 
the people, all the people, we are greatly concerned about the health 
of our senior citizens. 

The percentage of persons over 65 in the population of Iowa is as 
high as any State in the Nation. We have given careful study to the 
health needs of this group. 

If I might depart from the statement, Mr. Chairman, I would like 
to take cognizance of the stimulus which has been given in this area 
by the Honorable Mr. Forand. It has been quite effective in stimulat- 
ing the survey. We have given careful study to this area and share 
with your committee a joint interest. 

I would, therefore, like to review for you the problem in Iowa. 

We have over 300,000 persons in Iowa over 65 years of age. They 
are divided into the following groups: 

1, Those persons whose income and resources are such that they 
do not need and normally may or may not buy health insurance. 

2. A large group of middle income persons who financially can, 
and many do, uchens health insurance coverage. This includes pur- 
chases from Blue Cross, Blue Shield, and commercial carriers. 

_8, Another group which might be classified as “Persons of low 
—— and modest resources.” This is the group wherein our prob- 
em lies. 

4. The medically indigent. 

I would like to comment on each of the above groups separately: 

1, Those persons whose income and financial resources are more 
than adequate usually purchase what they want from sources of their 
choice and need not concern us further here. 

2. The middle income group; historically, Blue Cross and Blue 
Shield in Iowa have never canceled a policy because of age. Some 
60,000 persons over age 65 are currently covered for health service 
by the regular policies of the two corporations. 
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We also continue to enroll persons over 65 who are employed in 
groups already covered, or new groups. These people continue their 
premiums at customary rates and receive the usual adequate health 
coverage. 

I am certain that among this group there is a large number carry- 
ing health insurance sold in our State by multiple private health in. 
surance companies. All policies available from voluntary sources 
give this group a wide choice of health coverage from which to 
choose. 

3. Now we come to the problem area, which includes persons over 
65, of low income and modest resources. In this group, the cost of 
living consumes nearly all of their income. It includes many persons 
who are social security beneficiaries. 

Like other persons 65 and over, they get sick more often, they stay 
sick longer, and more often require treatment for multiple diagnoses 
when ill. This makes them exceedingly difficult to insure*by common 
insurance principles. 

Further, the income of this group is lower than the average per- 
son and by the regular rules of the insurance game, the premiums 
are higher. 

After careful analysis of this problem in our State, the Iowa Medi- 
cal Society, asked Blue Shield to present a program for this group, 
within their means. 

In considering what could be done, it was determined that these 
persons could probably pay the overhead costs of their medical and 
surgical services, if payments could be made on a monthly basis and 
the physicians would donate their time and effort to the cases. 

On this premise, a Blue Shield policy and a companion Blue Cross 
policy was developed and made available to such persons. Without 
going into detail, the senior citizen pays $6.55 per month for the 
combined policies of Blue Shield and Blue Cross. 

I might add this is $3.00 and $3.35 if you want to break that down, 

If such a family has an income of $3,000 per year or less, or a net 
worth of $30,000 or less, the participating physician accepts Blue 
Shield payment as payment in full for services rendered. These poli- 
cies went into effect May 20, 1959, and there are approximately 7,500 
already in operation. The purchases are continuing at the rate of 30 
per day. 

I would like to say that similar efforts are being made in California 
and many other States. Of course, this is a pilot study and changes 
will be required, but the object is to meet the needs of the people and 
there seems to be no doubt that this can be done. 

May I also add here that during 1959 in the State of Iowa, two 
major private insurance companies have conducted campaigns and 
have insured large numbers of persons in our State over 65, without 
underwriting, that is, an open period: where anyone could enroll, 
regardless of health status, entirely with the ingrown eye lid. 

4. The medically indigent. Iowa is blessed with substantial source 
of medical care for indigent persons. This includes beds and pro- 
fessional services at the medical school of the State University of 
Iowa at Iowa City. 

All counties have a bed quota at this hospital. This includes free 
ambulance service to the hospital. A patient is qualified for admis- 
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sion by certification from local authority in the county where he lives. 

There are also many indigent beds available from municipal and 
county sources, such as the well known Broadjawns Polk County Hos- 
pital in Des Moines. Sources of aid in this group are too numerous 
to mention, but I would like to pause at this time to point out that not 
infrequently a social security beneficiary qualifies for medical help 
from this source. 

Mr. Chairman, it is my purpose to call to your attention the fact 
that the voluntary health agencies, and especially Blue Shield and 
Blue Cross, have for some time recognized the need which H.R. 4700 
is designed to correct. 

More recently, real progress toward a solution is being made. Dur- 
ing the year 1959 more progress has been made toward the solution of 
the problem than in the past 10 years. 

The fruits of these efforts are only now becoming available. 1, 
therefore, urge the committee, in its careful judgment and wisdom, 
to consider the merits of the voluntary health plans versus a Govern- 
ment plan. 

I believe that when this is done, you will conclude that the present 
efforts from private sources deserve further time and opportunity in 
order that they can get the job done. 

Thank you. 

The Cuarrman. Dr. Lowry, we thank you for bringing to us the 
views which you have expressed. We appreciate your coming to the 
committee. 

Are there any questions ? 

Mr. Mason. Mr. Chairman. 

The Cuarrman. Mr. Mason. 

Mr. Mason. Dr. Lowry, among the 75 or 100. witnesses we have 
been listening to for 5 days, about 8 or 10, I would judge, represented 
State medical associations. But I am told that some 20 or 30 other 
State medical associations have filed testimony on this bill. 

I think perhaps we ought to know that so that it is not just six or 
eight, it is quite a good number of State medical associations that 
are testifying. 

That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions? 

If not, we thank you, Dr. Lowry, for coming to the committee. 

The next witness is Dr. Carl Fortune. 

Mr. Warts. Mr. Chairman, members of the committee, it gives me a 
great deal of pleasure, real satisfaction, to introduce to this commit- 
tee Dr. Carl Fortune of Lexington, Ky. 

He is a personal friend, famil physician, and one of the most 
eminent medical authorities in the State of Kentucky. 

He is eminently qualified to testify on this subject before the 
committee. 

It is a pleasure to have you here, Doctor. 

The Cuarrman. Doctor, we are pleased to have you. Can you con- 
clude your statement in the 5 minutes we have allotted to you? 

Dr. Forrune. I believe so. 

The Cuarrman. If you omit any part, you may do so with the 
understanding that your entire statement will appear in the record. 

You are recognized. 
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STATEMENT OF DR. CARL FORTUNE, IN BEHALF OF KENTUCKy 
STATE MEDICAL ASSOCIATION 


Dr. Forrune. Mr. Chairman and members of the committee, my 
name is Carl Fortune. I am a practicing physician in Lexington, 
Ky., where I practice internal medicine. 

I am here today to present the views of the Kentucky State Medical 
Association on H.R. 4700, urging that this bill not be reported favor. 
ably by the committee. 

on 10 years ago the Kentucky State Medical Association, made 
mf of more than 2,000 members, began to realize the necessity for the 
physician to do more than to treat the physical and mental ills of his 
patient. Now more and more physicians in our State have accepted 
the responsibility of helping the patient to solve his socioeconomic 
problems pertaining to medical care. 

In 1949 the Medical Association sponsored and financéd the Blue 
Shield medical care plan in the State that has had a phenomenal 

rowth which has and is making it possible for 585,000 people to 
udget their medical bills. 

The association has encouraged and worked with commercial in- 
surance companies to develop similar plans. 

The association and Blue Shield are now working in the State on 
the development of a special plan to provide medical care for the 
aged on a reduced fee basis that the patient with limited income and 
resources can afford. 

In fact, Mr. Chairman, the medical profession in Kentucky for 
many years actually has been taking care of the aged, accepting a 
reduced fee or no fee at all, depending upon the patient’s circum- 
stances. 

The association has supported a liberalization of the Workmen's 
Compensation Act and various public health measures which accrue 
to the public’s improved health care. : 

Recently, after careful study, the Kentucky State Medical Asso- 
ciation has set into motion a new policy expanding the health care 
of the aged in our State. Included in this program are requests for 
new construction and enlarging of present facilities for nursing 
homes; experimentation in the adding of a functional wing to existing 
hospitals for convalescent care; utilizing existing facilities such as 
heat, laundry, food, etc., thus cutting down on the overall costs. 

This policy also calls for a visiting nursing service to provide for 
the chronically ill in the home, operating under the supervision of the 
family physician, closer cooperation with the nursing homes, and 
encouraging a program of education on making greater use of the 
skills of our senior citizens. 

Apartments for the aged are being developed in urban areas of 
Kentucky. One such project will have nearly 200 units located in the 
downtown area where aged couples can live and in the event of illness 
they will be near to doctors and medical facilities. 

Members of this association are actively cooperating with the Gov- 
ernor’s Commission for the Aged in Kentucky. Eight physicians are 
on this Commission which plans to employ an executive director and 
is embarking on an extensive survey and action program in the State. 

Kentucky physicians, working as a part of the health service team, 


d 
3 
( 
t 
t 
ai . 
‘ 
] 
f 
2 
‘ 


BENEFITS FOR OASI BENEFICIARIES 607 


had their part in contributing to the situation which now finds the 
average life expectancy at the age of 70 instead of age 50 us it was 
at the turn of the century. In view of this-development, we will do 
all we can to find the answers to this problem we-helped create. 

Tremendous strides have been made by the medical profession, hos- 

ital groups and the insurance industry in meeting the problems of 
health care for the aged. This is as it should be—it is the American 
way. This is the economical and effective way. This is the method 
that preserves the dignity of the individual, the integrity of the 
community. It is the way that has made the United States the great. 
country it is. This would be destroyed if H.R. 4700 is enacted. 

Gentlemen, you have been very kind to let us present this testimony ; 
to give you reasons why we, in the Kentucky State Medical Associa- 
tion, feel H.R. 4700 should not be reported favorably. 

May we close our statement by urging you to remember that this 
problem has always been handled at the local and State levels. There 
is every reason to believe that it is still the problem of the individual, 
his family, the community, religious groups and local political subdi- 
visions working with the various private purveyors of insurance cov- 
erage to solve in the American way. 

The Cuarrman. Doctor Fortune, we thank you, sir, for bringing 
to us the views of the Kentucky State Medical Association. 

Mr. Watts, we thank you for your introduction of Doctor Fortune. 

Are there any questions? 

If not, thank you, sir. 

Dr. Fortune. Thank you, Mr. Chairman. 

The Cramman. Our next witness is Doctor Twente. Our colleague 
from Mississippi,. Hon. John Bell Williams, is accompanying the Doc- 
tor to the witness table and desires to introduce him. 

We are.pleased to have you here, Mr. Williams, and we are glad 
tohave you introduce Doctor Twente. 


STATEMENT OF REPRESENTATIVE JOHN BELL WILLIAMS, OF 
MISSISSIPPI 


Mr. WinxraMs. Thank you, Mr. Chairman. 

Mr. Chairman, and members of the committee, it is my great privi- 
lege to introduce to the committee a very dear friend of mine of long 
standing, and a man recognized as one of the most skilled surgeons 
in the Southern States. He is Dr. George E. Twente. 

Dr, Twente is not a native of Mississippi. He was born in Thebes, 
Ill, Mr. Mason’s home State. Dr. Twente tells me that Thebes is a 
town of 90 people. As a matter of fact, he was born 7 miles out in 
the country. He was educated at the University of Illinois, interned 
and took his residency at St. Louis City Hospital, served in the mili- 
tary service during World War II as a major, and came to Mississippi 
about the same time that I came to Congress, about 13 years ago. 

_ Since that time he has become a leader in his own profession. He 
Is recognized throughout Mississippi as a leader in the medical] pro- 
fession there. His practice is limited to general and thoracic surgery. 
He is a Fellow in the American College of Surgeons, and Diplomat 
of the American Board of Surgery. He is a consultant in cardiac 
surgery to the Mississippi State Crippled Children’s Service, and 
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instructor in surgery at the University of Mississippi School of Medi- 
cine, 

Mr. Chairman, it is a privilege for me to have the opportunity to 
introduce my friend to this committee. I can assure you that he is 
well qualified in every way to speak on this legislation in behalf of 
the Mississippi State Medical Association. ; 

The Cyamman. Mr. Williams, we thank you for this very fine 
introduction of our next witness, Dr. Twente. 

Will it be possible for you to conclude your statement in the 5 min- 
utes allotted to you? 


STATEMENT OF GEORGE E. TWENTE, M.D., JACKSON, MISS., ON 
BEHALF OF THE MISSISSIPPI STATE MEDICAL ASSOCIATION 


Dr. Twente. Thank yeu, Mr. Chairman. 

Mr. Chairman and members of the committee, I have With me Mr. 
Roland B. Kennédy, executive secretary of the Mississippi State 
Medical Association who will help me in case of questions. 

The Cuarrman. Will it be possible for you to conclude your state- 
ment in 5 minutes? 

Dr. Twente. Yes, sir. 

The Cuainman. If you omit any parts of it, do so with the under- 
standing that it will appear in the record in its entirety. 

Dr. Twente. To insure our compliance as to time allocation, I will 
merely summarize the text of our testimony, but I respectfully re- 
quest that the statement submitted be included in its entirety in the 
printed record. 

The Cuatrman. It will be. 

Dr. Twente. We physicians appreciate your committee’s focusing 
attention on the field of aging, something that we of medicine have 
long considered a matter of vital interest to all segments of American 
society. 

In opposing H.R. 4700 we are not ignoring health care needs of our 
senior citizens. Conversely, we reaffirm our concern for, and dedica- 
tion to providing quality and quantity medical care for all the citizens 
of our State regardless of economic circumstances, age, section, race, 
or creed. 

Regarding these pursuits, we can report positive achievements in 
Mississippi in health care of the aged, mostly by non-Federal means. 

Our Blue Shield-Blue Cross plan has developed a contract geared 
to the health needs of our senior citizens, or bringing both hospital 
and physician care at reduced rates. 

Further, we are working with insurance companies and Mutual 
of Omaha is offering an excellent over-65 contract in our State. We 
are implementing a high impact program of scientific instruction for 
physicians at county medical society level, on health education and 
restorative and rehabilitative service for the aged. 

Our programs for social economic research are being expanded in 
this connection. Growth of medical and related facilities in Missis- 
sippi since 1946 has been astonishing. With near optimum geo- 
graphical distribution, we have constructed more than 3,350 addi- 
tional hospital beds in 107 separate projects, bringing our total of acute 
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and special purpose beds to 13,300 in 144 licensed institutions, includ- 
ing a new 100-bed facility for the aged and chronically ill. 

Our 78 licensed nursing homes offer 1,800 beds, and we are support- 
ing expansion of this service. A threefold, nonduplicating care plan 
for the indigent is now providing, without Federal funds, (1) 98,000 
days of care annually in all but 5 of our 82 counties, (2) 103 patient- 
days in 4 State charity hospitals, (3) 55,000 days of care in our 
new University Teaching Hospital. 

In furthering these 256,000 days of hospital care for the indigent, 
each year our physicians provided professional service gratuitously, 
and this sound program is being further improved. 

In our judgment, H.R. 4700 offers no solution not attainable by non- 
Federal means, but is but another step toward universal federalism. 

We feel that this bill, if enacted, would impair both the quality and 
quantity of medical care, and consume huge tax sums, while failing in 
its stated purpose. 

The European experience that nationalized health programs seems 
to prove that Federal medicine is not good medicine. ‘The Mississippi 
physicians would not presume to come to your committee voicing 
abject negativism or seeking their own economic interests. We dis- 
like having to interpret our position and dedication in terms of hun- 
dreds of thousands of days of cheerfully given unremunerated service 
to the aged and indigents. 

In opposing H.R. 4700, and all similar measures, for the reasons 
stated, the Mississippi State Medical Association pledges its total 
energy and resources toward bringing quality and quantity medical 
care to all citizens of our State. 

Thank you. ; 

The Cuairman. Thank you very much, Dr. Twente, for a very fine 
statement representing the viewpoint of the Mississippi State Medical 
Association. 

Are there any questions ? 

Mr. Mason ? 

Mr. Mason. Mr. Chairman ? 

The Cuamman. Mr. Mason. 

Mr. Mason. I just want to say that while Illinois produces some 
big men who have become leaders down in the South in medicine, the 
South produces some big men who become leaders in Congress. The 
man who introduced you is one of those. 

Dr. Twente. We are very cognizant of that, sir. 

The CuHatrman. Mr. Alger. 

Mr. Ager. I would not let the opportunity pass either to say the 
same thing that my distinguished senior colleage said. Iconcur. In 
regard to your statement, at the top of page 5, where it says, “uumet 
needs,” I can assure you that after listening for 5 days, as I have to 
the best of my ability, the proponents of this legislation, no matter 
how much commendation we may give them for building a fire under 
the whole subject, have not begun, to my mind, to produce any docu- 
mentation showing that there is a need now for a Federal program. 
Your statement supports that. I want to commend you for that. 

Dr. Twente. Thank you, sir. 

The Cuarrman. Any further statements or comments? 
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Thank you again, Doctor. 

Our next and final witness is Dr. Price. s- 

Dr. Price, will you identify yourself for the record by giving us 
your full name, hlsien, and capacity in which you appear. 


STATEMENT OF LEO PRICE, M.D., DIRECTOR, UNION HEALTH 
CENTER, ILGWU 


Dr. Price. My name is Leo Price. I am from New York City. I 
am a physician and director of the International Ladies Garment 
Workers Union Health Center in that city. Iam also a member of the 
American Medical Association and have been a member of its com- 
mission for the study of medical care plans. I also serve as a member 
on the medical advisory board of the Department of Health, Educa- 
tion, and Welfare. 

The Cuarrman. Dr. Price, you are recognized for 15 minutes, sir. 

Dr. Price. I willbe able to stay within the 15 minutes. 

I am, and have been for years, vitally interested in providing health 
services to workers. The nature of the beneficiaries of the medical 
care program I direct has shown me the need of hospitalization in- 
surance for old-age, survivors disability insurance beneficiaries. 

The union health center in New York, owned and operated by the 
ILGWU, dates back to 1913, and was the first attempt of a union to 
provide some medical care for its members. Today, it serves 140,000 
workers in the metropolitan area, providing ambulatory care for 
them. It is staffed by 140 doctors, 40 nurses and aids, about 50 X-ra 
and various diagnostic laboratory technicians, together with nutr- 
tionists, pharmacists, and a clerical staff of about 250. As many as 
1,800 patients are served in a single day. In 1958, approximately 
50,000 garment workers, both active and retired, received service at 
the center. 

In addition to the medical care provided at the center, the health 
and welfare program of the union provides cash sickness benefits 
which vary among the 29 local units affiliated with the center. In 
general, however, these cash benefits are much below the present costs 
of medical services. An example is the common payment of $10 per 
day for hospitalization, very much less than the present hospital ward 
rate. Only one local contributes toward payment for home care, and 
only for home care of the member, not the retired member. 

As of today, 57 percent of the patients are women, and 43 percent 
are men; 74 percent are over 50 years of age. In 1943, 1 out of 12 
patients was over 65 years of age; now 1 out of every 2 patients is over 
65 years of age. 

For the entire group, the rate of utilization is 22 percent. Of the 
14,000 retired members which we serve, the rate of utilization is about 
double, i.e., 45 percent. In some groups,'as many as 75 percent come 
to the center, while in some of the younger people it i a down to 15 


percent. However, the retired group as an average use the place twice 
as much as the active member. In some | gt i we have as high as 85 
perceht using the center. This group of retired workers, while they 
are entitled to receive ambulatory medical care at the center, are not 


eligible for hospitalization at $10 a day, surgical benefits, ete. 
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They are particularly in need of these latter benefits, due to the pro- 
longed course of the degenerative and malignant diseases to which, 
at their age, they are patricularly susceptikle. They are, however, 
unable to pay for them either directly or thréugh insurance because 
the cost of such service or insurance is beyond their means. 


MARITAL STATUS 


Marital status has a particular bearing on the problem of hospital- 
ization and home care. In view of the prolonged illnesses which 
strike older persons, they cannot be cared for adequately at home, and 
the high cost of hospitalization is more than they can afford. 

About 75 percent of our patients over 65 years of age were married, 
but due to various reasons—death of spouse, divorce, or separation— 
10 percent of the males and 52 percent of the females have no spouses 
now. 

Those patients who have married children are reluctant to live with 
them because they feel they would be considered a burden, and often 
children reject old folks. 


SOCIOECONOMIC CONDITIONS 


A recent study of a large number of our cases who had suffered 
coronary attacks revealed that 69 percent were over 65 years of age. 
Only about half of this Ss studied had savings accounts up to 
$3,000. Some patients had insurance policies of $1,000, $2,000. Rarely 
did we find any of them holding policies up to $5,000. 

As a rule, garment workers are not large wage earners. Our ex- 
perience among our patients is that the majority earn between $2,500 
to $3,500 a year because of the seasonal nature of the industry. Oc- 
casionally-in some small local unions, such as cutters and pressers, 
there are incomes of around $5,000, but this exists in less than 10 
percent of the yates’ 

Social security and union pensions are almost the sole sources of 
income for retired patients. Due to their low earnings in past years, 
their social security benefits do not reach the maximums and their 
union pensions are only $50 to $65 a month. Obviously, this is not 
enough to provide even the bare essentials of daily living, much less 
any additional cost for medical care. We have had evidence of their 
financial difficulties in medical problems by their inability to pay for 
low cost drugs at the center which are priced on a cost basis. 

Only a small number of people manage to carry nemeratiaation 
insurance on an individual basis after they have retired from the 
industry where it had previously been provided on a group insurance 
plan. 

HOSPITALIZATION OF AGED AND RETIRED PATIENTS 


In studying our hospitalization problem, we found that 53 percent 


went to voluntary hospitals, 85 percent went to municipal hospitals, 
and 6.5 percent went to proprietary hospitals. 


The greatest majority of patients who go to voluntary hospitals 
go into the wards, and usually through our influence, where they are 


of such interest to the surgical staff that we get them in without any 
charge. 
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Many patients are reluctant to go to municipal hospitals because 
of the charity atmosphere and the means tests. The municipal hos- 
pitals in New York City are primarily for the medically indigent, 
and still the rate here is approximately $28 a day, which is an all in- 
clusive fee for service as well. While rates lower than $28 may be 
accepted, patients are subjected to financial investigation concerning 
insurance policies, bank deposits, and real property, as well as any 
other assets it may appear the patient has—even copies of income tax 
reports are reviewed. 

regret that I cannot subscribe to organized medicine’s position in 
opposing this bill. They most fear that it will lead to so-called so- 
cialized medicine and that it will interfere with the promotion of 
voluntary hospitalization insurance. These and other objections at 
this moment do not compare with the illness which produces insecu- 
rity and misery of the aged who are now in great need of hospitaliza- 
tion insurance. Besides, voluntary hospital insurance is nO panacea 
even if the aged could afford this luxury. Voluntary and commercial 
insurance contra¢ts often pay only part of the bill. In cases of hos- 
italized aged, payments may be extremely limited because of pro- 
onged stay in the hospital. 

Apparently, the feared so-called socialized medicine is due to the 
fact that this bill would add another medical program to the num- 
erous Government health programs now in operation. Mr. Flem- 
ming’s report describes various ways of managing this hospital in- 
surance through the social security program which would allay some 
of these fears. The need for this care is far more serious than sat- 
isfying these fears, particularly when there is no realistic alternative 
plan backed by a funding arrangement that has been proposed at this 
time. 

The Cuarrman. Dr. Price, we thank you, sir, for bringing to us 
the views you have expressed in your own behalf and that of the 
Union Health Center. Thank you very much. 

Are there any questions ? 

Mr. Aucer. Mr. Chairman. 

The Cuamman. Mr. Alger. 

Mr. Acer. I would like to ask you, Do you know Dr. Asari? 

Dr. Price. Yes. 

Mr. Atcer. He spoke yesterday, testifying for the Medical Society 
of the State of New York— 


In New York any person who requires medical care and cannot pay for it, 
receives that care. This program in terms of medical standards and admin- 
istrative efficiency and results has been classified as one of the best in the 
country. Reliable sources show that approximately $100 million a year is 
spent to provide medical care for the medically indigent. 

That is a pretty fine record for New York City. 

Dr. Price. I would say we have a very-good system in New York. 
As I say, if these people have as much as $300 in the bank between 
themselves and nothing else to depend upon, this $300 will be taken 
away from them in those municipal hospitals. They get excellent 
service there. I will tell you the largest group of our patients, the 
cancer patients, are being taken care of in most instances in the Belle- 


. vue Hospital in New York and given excellent service. 


They give that service because they are part of the teaching insti- 
tution where this material is very important. They are accepted there 
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and sometimes they are not charged because of the nature of the 
surgery that has to be performed. But this is not what we.want. We 
want that they be able to have a right to have this given to them, 
not as a form of charity. 

The Cuarrman. Thank you, Doctor. 

I have a statement that the distinguished Senator from Minnesota, 
Mr. Humphrey, has asked that we include in the record. The state- 
ment he is making is in behalf of the bill. Without objection the 
statement will appear in the record. 


(The prepared statement of Senator Humphrey follows :) 
STATEMENT OF SENATOR HUBERT H,. HUMPHREY 


Mr. Chairman, I appreciate very much this opportunity to present a brief 
statement on the very urgent problem you are discussing in these hearings. 

I would like first to pay my respects to Representative Aime Forand, the 
author of the principal bill before this committee, H.R. 4700, aimed at providing 
insurance against the costs of hospitalization and other costs for older 
citizens. His active and intelligent promotion of this vital improvement in 
our social security laws has already done much good. More and more atten- 
tion has been focused on the necessity of meeting through practical programs 
the medical needs of our older people. Insurance companies have taken steps to 
cover a larger proportion of our older citizens in their private plans. Welcome 
as these steps are, however, they cannot really meet the problems which the 
Forand bill and similar bills aim to meet. 

Mr. Chairman, I am the author of one of the two bills in this area which 
have been introduced in the Senate. My distinguished colleague, Senator 
Wayne Morse, of Oregon, is the author of the other bill, and he has already 
appeared before you. 

My own bill, S. 1511, which I introduced on February 23, differs from H.R. 
4700 in that it does not include surgical benefits. It would provide insurance 
against the costs of hospital and nursing home care. But the principal ob- 
jective of my bill, and the basic philosophy behind it, is similar to that of the 
Forand bill. It is to use the wonderful tool of social insurance to provide a 
basic service to our people which cannot be adequately rendered any other 
way. 

I have not had the time to follow in detail all the testimony which has been 
presented before this committee during the past 4 days. But I am impressed 
with two things that I understand have been clearly demonstrated already. 

First, the opposition to the Forand bill, and presumably to my own, is es- 
sentially the same kind of opposition that was voiced against the original 
Social Security Act and against every extension and improvement made dur- 
ing the 25 years of its existence. Again, the false issue of regimentation is 
raised. Again, the threat to private insurance is raised. Again, the cry of 
socialized medicine is raised. Again, the fear of a huge bureaucracy is raised. 
The answer to all these charges, Mr. Chairman, is found easily in our actual 
experience. We have brought over 100 million people into our social security 
program, and our freedom remains intact. We provided for those permanently 
and totally disabled and the program has worked. We have paid people when 
they could not find work, and our economic system has not fallen apart. 

Let those who decry further improvement tell us whether they were right 
or wrong in their earlier fears. And let them tell us whether they would 
now repeal any of the actions they once opposed. 

Secondly, Mr. Chairman, I am impressed with the roster of prominent and 
experienced witnesses who have appeared before you in favor of legislation 
in this area. And I am impressed with the fact that two former Social Se- 
curity Administrators—one a Democratic appointee and one a Republican ap- 
pointee—have attested to the administrative feasibility of, as well as the need 
for, this program. 

The record of these hearings, I am informed, is already very rich with docu- 
mentary evidence as to the unmet medical and hospital needs of our older citizens. 
I will not burden the record with repetitious material. 

The matter before this committee is not merely an economic problem, a cost 
problem. One way or another, the cost must be and will be met. 
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Americans are not heartless or insensitive to people’s needs. Of course, there 
are many doctors who provide free service. Of course, there are many free 
clinics and free hospital rooms for indigent patients. Of course, we—cities, 
counties, States, and Federal Government—will continue to appropriate hundreds 
of millions of dollars for medical care under our public assistance programs, 
And, of course, children and grandchildren and other relatives will continue to 
bear the cost of medical and hospital bills during emergencies. But there will 
never be reliable statistics about those who would rather suffer, and even die, 
before asking for help that carries the label of charity or who wait too long 
before they ask for help. Can we measure the heartache that accompanies the 
decision to ask a son or daughter to exhaust his or her savings, or go into debt, 
to pay for a parent’s hospital stay or nursing home care? 

And while we are discussing the cost of medical care for the elderly, I want to 
call attention to the tremendous financial burden to local and State governments 
for providing hospitalization for the aged. I strongly feel that the Federal 
Government should assist in meeting the costs of such care. Local and State 
governments are finding it increasingly difficult to finance the programs needed 
and demanded by their citizens; by helping to relieve them of the heavy costs of 
hospital care for the aged, a greater portion of their revenues can be.channeled 
into providing for the educational needs of our children. May I respectfully 
suggest to this committee that it make a study of the costs born by local and 
State governments for hospital and nursing home care for the elderly. 

To me, Mr. Chairman, the issue is primarily that of providing a dignified 
system of insurance where the benefits are obtained as a matter of right, a right 
that results from a lifetime of work, and a lifetime of contributions. In creat- 
ing such a system, we must make up partially for past neglect by blanketing in 
those who are already qualified for present OASI benefits. 

An America headed for a $500 billion economy can provide health care for its 
aged. The insurance approach to such care represents the right way, the digni- 
fied way, the socially desirable way. 

I hope you will give us in the Senate a chance soon to put our stamp of 
approval on favorable action which you will take in this committee and then in 
the House itself. 

I would like to ask that an address which I delivered on May 26, 1959, in New 
York City before the ninth annual Group Health Institute luncheon be inserted 
in the hearing record at the conclusion of my statement. 

Thank you for this opportunity to testify. 


(The address referred to is as follows :) 


Next Steps TowArD HEALTH 


Remarks of Senator Hubert H. Humphrey, ninth annual Group Health Institute 
luncheon, New York City, May 26, 1959 


I never cease to wonder at the range of Mrs. Roosevelt’s capacity for doing 
good. You know her wonderful work for the United Nations, for human rights, 
and for peace. Within the last few weeks she has been in Washington helping 
to improve the conditions of migrant workers, helping to get the minimum wage 
raised, helping in the campaign for better housing. Today she is here giving 
of her time and her immense influence in the cause of health. Wherever there 
is good to be done, we can be grateful that she is on hand to do it. 

And I want to pay tribute also to that patron saint of medical care, Mary 
Lasker. Without her crusading interest and support and her wonderful work 
we would not be nearly so far along toward the goal of good health and good 
medical care for everybody in this country. 

That is our goal. I am pleased and honored that you have invited me here 
to take counsel with you on some of the next steps we must take. I am par- 
ticularly flattered to be here because in this room are some of the best brains 
and bravest spirits in the business. The solutions to these problems, when 
they come, will come from people like you. 

In a few days we will mark the 25th anniversary of Franklin Roosevelt’s 
message*to Congress laying down the guidelines for what has since become the 
social security system of the United States. 

“Among our objectives,” he said in that message, “I place the security of the 
men, women, and children of the Nation first.” 
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In that sentence F.D.R. summarized one of the great revolutions in American 
political thinking—one which grew out of the Great Depression. In that sen- 
tence he put the final seal of rejection on the degrading, poor law philosophy 
which had dominated American public attitudes .towards dependency and the 
problems of dependency. 

Of course, there were die-hard dissenters. My good friend, Arthur Schlesin- 
ger, Jr., in his great book on ‘The Age of Roosevelt” records that a distinguished 
Republican, now ranking minority member of the House Appropriations Com- 
mittee, greeted the social security system with these words: “Never in the 
history of the world has any measure been brought in here so insidiously 
designed as to prevent business recovery, to enslave workers, and to prevent 
any possibility of the employers providing work for the people.” 

The spokesman for the Illinois Manufacturers’ Association said that social 
security would undermine our national life “by destroying initiative, discour- 
aging thrift, and stifling individual responsibility.” 

The spokesman for the Amercan Bar Association labeled it the beginning of 
a pattern which “sooner or later will bring about the inevitable abandonment 
of private capitalism.” 

Yes, my friends, as we try to move on to round out the coverage and the 
protections of our social security system we can expect the same opposition, 
the same gloomy alarm, that has greeted every reform and every great forward 
step in our history. 

But the fact remains that we must get on with this unfinished business. 

The question is not whether we are going to finish it, because we will. The 
question is how and when. 

We need to modernize our unemployment compensation laws. I have spon- 
sored legislation to accomplish this. It is a cause for great disappointment that 
this has recently been rejected by the House Ways and Means Committee. But 
we will try again—and soon. 

We need to increase the amount of old age benefits, which in many cases 
are disgracefully low. I have been among the sponsors of legislation to do 
this, and I regret very much that the increases enacted last year were so 
meager. Within the next decade our social security benefit standard should be 
increased not by 10 percent, but by 50 percent or more. 

When we enacted the “social security system we embarked on a program 
which would provide not only the material basis for subsistence to those who 
could not be self-supporting. We embarked on a program which would also pre- 
serve their self-respect. Even so long as there is poverty in the United States, 
let there never be paupers. 

In no aspect of welfare is this more true than in health. Our system of eco- 
nomic security should enable people to buy the necessaries of food, housing 
and clothing. It should enable them to obtain the necessaries of health. Food- 
clothing, shelter—to these basic needs I add health, the right of every American 
to adequate health services, regardless of his income. 

We have made enormous strides forward in the science of health, both in the 
prevention and the treatment of illness. 

We have made considerable progress in the financing of health services 
through voluntary health and hospital insurance, and particularly through the 
union health plans and prepaid group health organizations. Those in this 
room have been among the leaders in these promising developments, 

And yet we cannot honestly say we have in sight a comprehensive solution 
for the gigantic task of bringing good medical care within the reach of every 
American. 

Those who can afford to buy it individually can get it. 

Those who are fortunate enough to belong to unions which have won com- 
prehensive health plans through collective bargaining can get it. 

Those who have had the foresight to organize and join prepaid group health 
associations can get it. But for large segments of our population, medical care is 
limited to emergencies, and even when the medical emergency is surmounted, 
it leaves a financial emergency in its wake. 

I am not an expert in medical care. It is my job to worry about the prac- 
tical problems of legislation. 

I do not profess to know how we will solve all the difficult and complex 
problems of bringing good medical care within the reach and within the means 
of all our people. But we who struggle with legislative practicalities must look 
to people like you for the design of health programs of general legislative ap- 
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plication. We must look to you to experiment with new forms of the organiza. 
tion and administration and financing of medical care. We must look to you 
to experiment in the reorganization of medical practice to provide total medical 
care. 

Our objective should be to do this as far as possible through voluntary 
means, by doctors and patients acting freely together. In this, developments 
like group practice, group health associations and HIP are important mile 
stones. Legislation should encourage such voluntary action. 

In the meantime, however, there are things we can do, things we can and 
must do quickly. 

We must move on to overcome the shortage of health personnel—doctors, 
nurses, therapists, medical social workers. The shortage of these is becoming 
acute and will become worse as our population increases. We need to expand 
our medical schools and other training facilities. 

We need to expand our hospital facilities. Recent amendments to the Hill- 
Burton program have made possible the expansion of facilities for long-term 
medical care and for rehabilitation and out-patient services. 

We need to encourage the establishment of group practice facilities for volun- 
tary nonprofit prepaid health service associations. Since the 81st Congress, I 
have introduced community health facilities bills to provide long-term, low- 
interest loans for such facilities. I have reintroduced that bill within the last 
week. It is essential that we encourage and help these voluntary associations 
to bring health services to American people just as the principles of cooperative 
voluntary association brought electricity to rural America. And like the REA co- 
operatives, these facilities are particularly important in bringing medical serv- 
ices to rural communities. 

We need to step up the pace of medical research. We should thank Senator 
Hill and Congressman Fogarty for taking the lead in providing for expanded 
appropriations for the National Institutes of Health. 

We need to encourage research not only in the diagnosis and treatment of 
illness, but also in the social and economic aspects of health and medical care. 

And we must be sure that we train competent research personnel. 

I wish that I could make the case for medical research as eloquently as Mrs. 
Lasker did a few nights ago in her interview with Ed Murrow on TV. 

Politically we are in the stage where we need to experiment with programs 
for meeting the needs of special groups within our population. We must try to 
legislate wisely, but this does not mean that we should procrastinate. As the 
AFL-CIO said not long ago, paraphrasing the old legal maxim, “Health delayed 
is health denied.” ; 

There are two groups in our population for whom it is possible and necessary 
in the near future to develop special health programs. 

One of these groups consists of those employed by the Federal Government. 
The 2% million Federal employees have been denied the benefits of health plans 
under collective bargaining, but the Federal Government, their employer, has 
the same responsibility as private employers for the health of employees. Legis- 
lation is now pending before Congress to provide health insurance for these 
2% million employees and their families. Under the leadership of Senator 
Neuberger a bill is now taking shape in the Senate. I intend to support it. I 
hope it will permit employees to choose from among various types of plans, 
including group practice plans. 

The other group whose health needs require and permit special attention 
are our older citizens. They deserve special attention for a number of reasons. 
The reasons boil down to this: Older people have low incomes, small liquid 
assets, and heavy medical needs. This alone would demand of us that we take 
special and tender cognizance of them. 

I believe we should consider the health needs of our older citizens in the con- 
text not only of the Nation’s health needs and resources, but in the context 
of the total needs of our older citizens and our resources for meeting them. 
These basic needs include income adequate to their needs, employment oppor- 
tunities and suitable housing, as well as health. 

Forgive me if I cite briefly some facts which are part of your every day's 
work but which I think must be in the forefront of our thinking here. 

In these days of medical miracles and longer life, a man who reaches the age 
of 65 has a life expectancy to 79 years; a woman a life expectancy to 81 years. 
There are now more than 15 million people in these age groups, and their number 
is increasing by about 1 million every 3 years. 

The aim of any program for our older citizens must be to keep them func- 
tioning happily and usefully in the community. What we need is a many-sided 
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program which insures their productiveness, independence, and self-reliance, and 
which prevents physical and moral decay. 

The No. 1 objective of a sound program is the maintenance of incomes. Three- 
fifths of all people 65 and cver have money incomes from all sources of less than 
$1,000 and only one-fifth have more than $2,000. ‘Only recently, for the first 
time, the number of people receiving social security benefits exceeded the number 
of older people receiving public assistance. It is here that we have made the 
greatest progress through the social security system, and it is here that the 
direction of future progress is clearest. The case for rapid increase in old-age 
benefits is imperative. 

But there is no magic in the age 65 which makes it good public policy to force 
people to leave employment while they are still healthy and productive. Full 
employment means jobs for all who are able and willing to work. Older workers 
are among the chief beneficiaries of a full employment program, just because 
they are especially vulnerable to unemployment in times of job scarcity. 

Certainly we must do everything possible to prevent discrimination against 
older workers in the labor market. 

We must provide suitable housing for older people. We must make it possible 
for them to live out their years fruitfully in a community rather than in an insti- 
tutional environment. One of the most promising developments in this direction 
is the provision recently written into the Housing Act of 1959 by the House 
Banking and Currency Committee, under the leadership of Congressman Rains, 
to make available direct low-interest Federal loans to nonprofit corporations for 
housing for elderly people. The House of Representatives should be congratu- 
lated for refusing to delete this provision of the bill, and I hope fervently that 
the Senate will accept it and that the President will forbear to veto it. 

We must provide medical and hospital care for our older people. 

We must see that it is furnished to them in a way which will preserve their 
independence and their self-respect and their peace of mind. These have been 
also, of course, the objectives of the old-age and survivors insurance program. 
Consequently, it was logical and practicable to turn to the framework and 
machinery of social security as a means of providing the necessary health care 
efficiently, economically, universally, and democratically. 

I do not think we can eyer overstate our debt to Congressman Forand for the 
courage and foresight of his efforts to bring this sound and workable idea to 
reality. 

I realize that this is a much-disputed subject, and I wish to make my position 
perfectly élear. 

I am in favor of providing hospital and nursing home care as part of the 
social security system immediately. 

It will meet a pressing and urgent need. Costs associated with hospital and 
nursing home care account for a very large part of the total expenses of medical 
care for older people. By insuring these costs we lift a heavy burden of expense 
and of fear. 

In my own State of Minnesota, the largest expense in the entire welfare pro- 
gram is for hospital care for the aged. Many of these people are victims of 
diseases which keep them in hospitals for months. Hospital and nursing home 
benefits under social security would help not only the beneficiaries, but would 
relieve local and State governments of these very heavy burdens, thereby releas- 
ing public funds for a positive health program. 

There is no question that a problem exists. The rising costs of medical care 
and hospital care, coupled with the greater medical needs and lower incomes of 
older people, have created the problem. But there are some who argue that it is 
not a problem which calls for action by the Federal Government. 

The fact is that no satisfactory voluntary hospital plan has yet been brought 
forward which will give to people over 65 protection they need at costs they 
can afford to pay. Period. This is why I have advocated and will continue to 
advocate hospital insurance for social security beneficiaries as an integral part 
of our social security system. 

I wish to make it plain that when we have reached this objective—which we 
will, and soon, I hope—we will not be finished, by any means. Important as 
hospital insurance is, there will still be the need for a total health program for 
older people. The primary emphasis should be on the prevention of illness and 
the maintenance of health. The first objective of a health program for older 
people should be to keep them out of the hospital and functioning in their homes 
and in the community. 
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The medical profession and those associated with it have a special obligation 
and a unique opportunity to develop programs and personnel to meet this total 
need. 

Financing is not the only problem. Equally important is raising the quality 
of medical care and making it universally available. If social security finance. 
ing is required to make health services of high quality available to social security 
beneficiaries, I will be the first to support it. 

I am perfectly aware that even a bill for hospital and nursing home insurance 
will provoke outcries of “socialism,” “socialized medicine,” and such. This does 
not worry me. As I said before, this has been the cry that has greeted every 
significant advance of this country. I do not believe that this is the view even 
of the doctors of this country,-though it is the cry of some who claim to speak 
for them. No one knows better than the doctors the devastating effects of ex- 
pensive hospital and medical care on older people of limited means. I cannot 
believe that the doctors, who have done so much for medical welfare, wish to 
pauperize these most economically defenseless of their patients. 

No one can forget that our doctors and hospitals have given of their services 
and facilities to people who could not afford to pay. For a long time this was the 
only way for poor people to get medical care at all. But by now we have 
progressed beyond the free ward concept of medical care. 

Now medical care and hospital care for those on public assistance is a chal- 
lenge to provide high quality, sensitive, individualized service equivalent to that 
we give to more fortunate patients. 

These public assistance patients, young and old, are a first order of business in 
the search for comprehensive health services. Here also is a challenge to the 
medical profession to cooperate with Government in working out programs to 
meet the need. 

The search for solutions to our medical needs must go on, on all fronts. 
Young and old, in high, middle, or low income, Americans are entitled to the 
best medical care that science can invent and our economy can provide, without 
sacrifice of professional freedom or individual dignity. 

The search must go on, in private medicine, in group practice, in voluntary 
insurance, in labor health programs, and in Government. It must go on in 
the medical school, in the laboratory, in the hospital and in the clinic. It must 
go on with open eyes and open minds. Let us not get bogged down in dogmas 
or in vested interests of the past. 

I promise you this: As fast as you who are in the business of health come 
up with solutions that are workable and equitable, we who are in the business 
of Government will do our best to take the legislative and administrative action 
needed to make them work. Together we will get it done. ¥ 


The Cuatrman. The hearing record will remain open until the 
close of business July 31 next for submission of data, material, and 
statistics which have been requested to be supplied. 

Mr. Foranp. Mr. Chairman, I want to be sure that anyone desirin 
an extension of remarks will be permitted to insert statements an 
letters received. 

The I think that isimpertant. We should give permis- 
sion to Members of Congress who may want to file their own state- 
ments in one way or the other on this. 

Is there any objection to Members of Congress, both House and 
Senate, having permission to extend their remarks and insert material 
in the record at this point ? 

The Chair hears none. 

Then we have asked for a terrific amount of additional informa- 
tion from most of the witnesses to be supplied. That will have to 
be in by that date, July 31. All members of the committee, if they 
desire to include something in the record that they have received that 
they think ought to be in the record, have that permission also. 

Is there objection to that ? 

The Chair hears none. Without objection the committee adjourns 
until 10 a.m. on Monday. 
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(The following matter was filed with the committee :) 


STATEMENT BY Hon. G. MENNEN WILLIAMS, GOVERNOR OF MICHIGAN 


It is a privilege to have this opportunity to express'my views on H.R. 4700, spon- 
sored by the distinguished member of this committee, Representative Aime J. 
Forand, of Rhode Island. It is a source of great regret that urgent State legis- 
lative business prevented my appearing personally during the important hearings 
on the Forand bill. 

This committee has heard from many organizations and individuals expressing 
expert testimony in support or opposition to the Forand bill. I want to go on 
record in support of the Forand bill for the reasons which follow in this state- 
ment. 

Adequate provision for America’s aged is one of the Nation’s most pressing 
problems. This has long been recognized by Government at all levels, by our 
social workers, by those who approach the problem with a viewpoint of human 
kindness and those of us who see in our own families, among our relatives and in 
our circle of friends, the problems that arise with advancing age. It is recog- 
nized as a national problem in the setting up of a White House Conference on Ag- 
ing for 1961. Even now the leadership training institutes are being held through- 
out the country. It is with a feeling of pride that I point out the first such insti- 
tute was held in Michigan not long ago. 

One of the most serious problems of older citizens is the greater incidence of 
illness and the greater need for medical and surgical care, precisely when their 
income is substantially reduced. There are about 15 million Americans aged 65 
or older and the number increases each year as life expectancy is extended. It 
is grim irony that the medical advances which have added years to our lives are 
often beyond the reach of people living in those added years because they can’t 
afford them. 

This problem is not met by voluntary private hospital insurance programs. 
Only about 40 percent of our aged people have hospital insurance, according to 
recent estimates. It is estimated further that voluntary programs even at best 
could not include more than 50 to 60 percent of our senior citizens. Voluntary 
private hospital insurance makes sense for those who are employed, but the cost 
of maintaining such insufance after employment stops and the worker retires 
is frequently prohibitive. 

The Forand bill would close a very serious gap in our social security laws by 
extending. benefits to include payment of certain hospital, nursing home, and 
surgical costs for many now eligible for social security. The Forand bill would 
do this within the framework of the insurance concept now basic to existing 
OASDI programs. The Forand bill provides a natural and desirable extension 
of benefits in the old age and survivors insurance program and is entirely con- 
sistent with the 1956 amendments to the law which provided disability benefits 
under OASDI. 

An important feature of this insurance concept is that those who will receive 
benefits will have paid for them during their years of employment. It will not 
be provided to them as a charity or welfare for which they must pass a means 
test, but as a service for which they have made contributions, based on earning 
power in their productive years. It relieves them of what stigma they may think 
is attached to being hospitalized as a welfare patient. 

The burden of paying for this insurance would be assumed during the years the 
worker is best able to carry it—while he has earning power. Payments are geared 
to ability to pay, through a uniform percentage of earnings, the most equitable 
method of financing such a program. 

This method of paying for such an insurance program lifts it from the realm 
of a welfare program financed by General Government. It would be financed 
instead by contributions from covered employees and employers the same as 
old age, survivors, and disability insurance. 

The Forand bill would serve precisely those people whose need is clear, 
immediate and readily demonstrable. In Michigan, for example, the inadequacy 
of OASDI benefits is shown by the fact that 33.2 percent of old age assistance 
beneficiaries are also OASDI beneficiaries. 

Further proof lies in the fact that during fiscal 1958, $1,519,206 worth of care 
was provided in county medical care facilities to OASDI beneficiaries who were 
being supplemented by old age assistance, and the cost of hospitalization pro- 
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vided by county departments of social welfare in fiscal 1958 attributable to OASDI 
beneficiaries who were also receiving old age assistance was $1,735,946. 

The human anguish which would be relieved by the Forand bill is best illus- 
trated by specific examples from the files. Our department of social welfare 
gathered these examples as typical, and I am sure that similar examples are 
easily found in each of the 49 other States. 

A 68-year-old retiree lives with his wife and 90-year-old mother. He receives 
a pension of $68 a month. He and his wife receive total social security benefits 
of $147 a month. Hospitalization insurance is carried for the man and wife, but 
not for the mother who is in need of considerable medical attention. This 
insurance runs $16.13 a month. Drugs and medical expenses last year amounted 
to $475, of which $325 was expended for the mother. Out of the modest $215 a 
month available for all expenses, the man sets aside the amount for hospitaliza- 
tion insurance and is now trying to budget $40 a month for drugs and medical 
expenses. Whether he will be able to continue to do this and still maintain a 
home is problematical. 

A widow, over 65 years old, a former practical nurse and ‘beautician, has for 
her support only $66.80 a month received from social security. She owns her , 
own home and rents part of it: The rental is used for maintenance and other 
expenses. For lack of funds she was forced to drop her hospital and surgical 
insurance. Her comment is, “I can’t afford to get sick.” But she does have need 
for surgery. She has given herself some self-treatment and as a practical nurse 
realizes danger signals are present, but she can’t afford the necessary treatment. 

A man retired after working 35 years in an auto plant at the age of 67. He 
and his wife own their own home and, in his words, he “is in good shape for 
retirement, except for illnesses in the future.” Out of his total retirement income 
of $225 a month, he pays hospitalization. This enabled him to undergo surgery 
recently with costs to him of only $10. But when similar surgery was necessary 
for his wife, his share of the hospital, surgical, and medical costs was $101. It ( 
is charges such as this which make his retirement difficult and he fears even 
greater expense in the future. 

A retired auto worker, now 75 years old, receives a total income of $150 a 
month, pays $100 a month for board and $6.18 a month for hospitalization insur- 


ance. After a recent stay in the hospital, the fourth in his 12 years of retire- 
ment, he was told by his physician he needs special shoes costing $25 a pair and } 
special elastic stockings costing $10 a pair. After meeting these extraordinary ‘ 
expenses last month, he had $1.10 left for incidental expenses for a full month. 

The pathos in such cases was pointed up when one of his longtime friends died 

and this man was unable to send even a few flowers because he lacked money. 
His fear is that surgical and hospital costs are likely to mount in the near Q 
future. 

These senior citizens have given their best years to our Nation’s industrial P 
and economic growth. They have raised families who have been a part of our e 
industrial and business life. In many instances, in earlier years, they have r 
offered their lives in the defense of our country. They deserve far better t 
treatment in many cases than they now receive. 5 

Therefore, I am for the Forand bill because it fills a clear and present need 
not now being filled either by private insurance plans or by OASDI. I am for it y 
because many of our aged people simply are not getting the medical care they a 
need under present arrangements, and when they do get medical care through ! 
public assistance it is provided on the basis of a means test, or as welfare relief. b 
The Forand bill provides a far better way, consistent with human dignity and 
with the respect we owe our aged citizens. It is needed. It is workable. It u 
is equitable. Itis dignified and humanitarian. It should be adopted. c 

To this end, I respectfully recommend its favorable consideration by this r 
committee and by the Congress of the United States. h 

t 

d 

House OF REPRESENTATIVES, 8 

Washington, D.C., July 14, 1959. a 

Hon. D. MILLs, 
House Office Building, 

Washington, D.C. 

Dear COLLEAGUE: I imagine that as a result of suggestions by the American n 
Medical Association to its members you are receiving a number of letters in D 


regard to H.R. 4700. I have been asked by physicians in my district to write 
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to you, giving their views as well as my own, and I am pleased to do so. 

The majority of the people I represent are conservative in their,approach to 
Government matters. They generally believe that many things can be handled 
cheaper and more efficiently by State, local, or private institutions or governments 
than by the Federal Government. . 

While we all recognize that many aged persons have difficulty meeting the 
problems of day-to-day living, and especially in meeting the costs of hospitaliza- 
tion and physicians’ fees which are more common among older persons, I believe 
that these problems can, in the large, be handled by State and local governments 
in Nebraska and by private institutions and individuals. 

I am opposed to increased social security taxes on wages earners and employers 
to pay for the program envisioned under H.R. 4700. I sincerely believe that in 
Nebraska our State and local hospitals are adequately handling the problem 
of aged persons needing medical care who do not have the financial resources 
to pay for this care. In addition, I believe that the physicians in Nebraska 
recognize the problems older persons have, when so many of them are on pen- 
sions or other fixed incomes, and are waiving fees or reducing fees to the point 
where there is little or no problem of medical care for older indigent persons. 

Accordingly, as I indicate above, I cannot support the provisions of H.R. 
4700 and do not believe that the majority of the people in Nebraska would 
support this legislation either. 

Sincerely yours, 
GLENN CUNNINGHAM, Member of Congress. 


Monteomery, ALA., July 8, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House of Representatives, 
Washington, D.C. 

DeaR CHAIRMAN Mitts: In behalf of the aged citizens of Alabama, we urge 
a favorable consideration of H.R. 4700, introduced by the Honorable Aime J. 
Forand, to amend the Soeial Security Act to provide insurance for the cost of 
hospital, nursing home, and surgical services for persons eligible for old-age 
and survivors insurance benefits. 

We in Alabama certainly appreciate the committee’s keen interest in the 
proposed legislation, designed to safeguard and protect the lives of our 15.4 
million persons aged 65 and over, representing 8.7 percent of the total population 
of our country. 

H.R. 4700 will take a leading part in reducing our yearly mortality rate of 
about 1 million among persons age 65 and over. Every approach should be 
explored which might -offer a remedy for the present situation, where large 
numbers of senile patients are sent to hospitals for the mentally ill to die, 
because of the lack of suitable facilities for treatment of the aged. 
yet those who do become hospital patients this year and have no adequate in- 

Many of our aged citizens are beset by boredom and left with few outlets; 
yet those who do become hospital patients this year and have no adequate in- 
surance against the soaring costs may find the psychic shock of expense to the 
pocketbook nerve almost as great as the physical shock of an operation to the 
body. 

The Government’s own figures show that living costs in general have gone 
up 108.6 percent since 1939, while in that same 20-year period the rise in hospital 
costs has been around 300 percent. The income of the average aged citizen in 
Alabama is between $49 and $80. Adequate hospitalization, surgical, nursing 
home, and rehabilitation programs for the elderly are but examples of some of 
the requirements which, therefore, must be supplied. If the necessary facilities 
don’t exist, they must be supplied under this program and the Hill-Burton pro- 
gram. Only then can the aged remain in their community. Only then will they 
not have to be sent away from loved ones and friends. Only then will they not 
die from loneliness and isolation. 

Medical progress has gradually lengthened the life span of our citizens, mainly 
through saving infants and mothers who die unnecessarily. Is it not equally 
vital that our aged, in whose ranks are found some of America’s greatest spiritual, 
mental, and skilled assets, should share in these benefits, which H.R. 4700 will 
provide? 
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If we reject this bill, we reject the aged, and we allow precious human lives 
to be tragically and needlessly wasted. Most of our aged don’t wear out. They 
rust out. Thy rust out for lack of adequate medical, nutritional, and health 
cares, and for want of the simple necessities of life. 

This bill, regardless of expenditure, will not be a liability to the country. It 
will be an investment for the best future interests of our Nation. Nor can those 
who so oppose a liberal national hospitalization and medical plan seriously argue 
that this bill is a step in the wrong direction. 

We most seriously urge more medical help for the aged, through passage of 
this bill, and would to that end again call to your attention not only the humani- 
tarian aspect, but the needs of our Nation today for every available ounce of its 
energy and resource, not just to preserve our society, but that freedom and a 
better life might flourish for all in our society. 

Respectfully submitted. 

RusIn Morris HANAN, 
Vice Chairman, Committee on the Aging of the State of Alabama, 


ConsuMERS’ LEAGUE OF NEW JERSEY, 
Newark, N.J., July 9, 1959. 
Hon. WILBUR MILLs, 
House Office Building, 
Washington, D.C. 
My Dear Mr. Mitts: I understand the House Ways and Means Committee will 
hold 5 days of hearings on the Forand bill beginning July 13. 
The Consumers’ League of New Jersey has endorsed H.R. 4700 and prepared 
a statement in favor of the bill. 
I am submitting a copy of the statement which I hope you will place in the 
records of the hearing. 
Sincerely, 
Mrs. Marion C. REEp, 
President, Consumers’ League of New Jersey. 


MepricaL INSURANCE LEGISLATION, H.R. 4700, ENporsED py ConsuMeRs’ LEAGUE 
OF NEW JERSEY 


Medical insurance for the aging must be considered in relation to our changing 
economic structure and medical achievements. Society must meet the obligation 
for the medical needs of the aging. rs 

A large percentage of our citizens over 65 are medically indigent. The income 
in many cases does not even cover a low standard of living. Chronic illness is 
prevalent in this age group when the need to meet such a financial burden can 
wipe out a family’s savings. The span of life has lengthened, fear of financial 
burdens too great to be borne by the “senior citizen” himself often aggravate a 
medical condition. 

The normal pattern of living is changing. Many retired people no longer 
remain in the same locality after retirement, in fact, many go to another State. 
Moving from one State to another jeopardizes the possibility of receiving State 
aid for medical emergencies until resident requirements have been fulfilled. 
This is one of the reasons we believe medical insurance under the social security 
program is necessary to solve such a problem. 

Insurance to provide medical security on a private basis is seldom satisfactory 
once a person has reached 65 because of cost and limited coverage. The increas- 
ing number of people in this age group and the prevalence of infirmities has 
encouraged unscrupulous salesmen to trade upon the fears of the aging by 
marketing unsatisfactory programs. : 

Many States are faced with a tremendous problem of providing for the medical 
care of our older people. In New Jersey 75 percent of the aged are now covered 
by old-age and survivors insurance. If social security included health insurance 
the Be would be financially better able to provide care for those who are not 
covered. 

There are 465,000 people in New Jersey aged 65 or over. Approximately 351,000 
receive monthly social security benefits that average $62.23 per month. 

Statistics recently released would indicate that approximately $162 a month 
would be required to meet all the needs of an aged woman living in a family, 
and about $206 per month if living alone in a furnished room and eating meals 
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ina restaurant. About $10 a month is allowed for medical care. Obviously any 
extensive medical care must be met out of savings or in some other manner, 

We believe medical care should be guaranteed the same as old age aSsistance by 
an insurance program paid for by both the emplayer and employee during the 
productive years. 

We would appreciate your support of the Forand bill, H.R. 4700. 


CENTRAL TRADES AND LABOR COUNCIL 
OF ROCHESTER, N.Y., AND VICINITY, 
Rochester, N.Y., July 18, 1959. 
Subject: Statement for record. 
CHAIRMAN OF WAYS AND MEANS CoMMITTEE, 
Hearings on H.R. 4700, Forand bill, 
Washington, D.C. 


GENTLEMEN : The Rochester Central Trades and Labor Council wish to empha- 
size their support of the Forand bill, H.R. 4700. Our interest in this bill stems 
from the many cases of hardship, repeatedly brought to our attention by mem- 
bers of various affiliated locals, our friends, and numerous news releases, that 
Rochester, N.Y., is the “oldster” capital of the United States. Therefore, we 
realize the tremendous need for legislation to relieve the plight of aged and 
retired people living on a fixed income, with no provision for medical care. 

Our interest dates back to July 15, 1957. We felt that as an organized body 
it was our civie duty to insititute positive action. At a meeting held that day we 
passed the enclosed resolution, carried it to the New York State Federation of 
Labor convention held July 22-25, 1957, where it was overwhelmingly approved, 
and the same year adopted by the American Federation of Labor, passed and 
approved at its convention. The need is urgent, our duty is clear, old age 
can be a good. The Forand bill is the answer. 

Sincerely, 


JAMES L. BURKE, 
President. 


[P. 140—Official proceedings of the 94th Annual Convention of the New ‘rica State Federa- 
tion of Labor, held in Buffalo, N.Y., July 22-25, 


To: The committee on resolutions. 
From : Rochester Central Trades and Labor Council. 


Whereas to help alleviate the ever-increasing economic pinch of our aged 
and retired persons; and 

Whereas our social security payments being farcical and totally. inadequate 
in respect to present day living costs and a consequent lowering of our living 
standards, not to mention total lack of coverage for any hospitalization of 
beneficiaries under social security over 65; and 

Whereas in order to keep pace with Canada, our neighbor to the north, on 
advances in social legislation and to establish a bulwark against communism in 
this country : Beit 

Resolved, That the New York State Federation of Labor approve and carry 
forward this plan that the top social security payments be increased from the 
present $108.50 per month to $151.80 for an individual worker, the raise to be 
financed by an increase of 0.0025, one-quarter of 1 percent, on both employer 
and employee, this increase to be levied on income up to $6,000 per annum 
instead of the present $4,200; this increase to cover cost of hospitalization as 
well. 


STATEMENT IN SUPPORT OF THE FORAND BILL (H.R. 4700) 


(By Dr. Morris Brand, medical director, Sidney Hillman Health Center, New 
York, N.Y.; Dr. William S. Hoffman, medical director, Sidney Hillman Health 
Center of Chicago; Dr. Joseph A. Langbord, medical director, Sidney Hillman 
Medical Center of the Male Apparel Industry of Philadelphia; Dr. Julius 
Schwimmer, medical director, Amalgamated Laundry Workers Health Center 
of New York) 


The undersigned, medical directors of the four health centers affiliated with 
the Amalgamated Clothing Workers of America and serving 110,000 members 
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and spouses, strongly recommend passage of the Forand bill which will provide 
for hospitalization, surgical benefits, and nursing home care to those men and 
women of this Nation who are old enough to be beneficiaries under the Federal 
social security system. 

It is sad indeed that millions of men and women, who by their labors in the 
prime of their lives have helped build, sustain, and maintain our high standard 
of living, in their old age are unable to enjoy medical security in a country that 
considers itself to be in the forefront of medical knowledge and skills. It has 
been shown by many students of this subject that when workers retire, with the 
usual accompanying loss of income and health insurance benefits, the need for 
all medical services, including hospitalization increases. Conversion to indi- 
vidual coverage, when permitted, by private and quasi-public nonprofit insur- 
ance plans, are far too costly for retired persons to purchase and too often have 
limitations which make the policies of little value in time of medical catastrophy. 

The deprivation of income and the lack of medical and hospital insurance 
coverage may, and often does produce a mental hazard which may aggravate 
existing functional and organic disturbances. The inability to predetermine the 
costs of medical services stops many individuals from seeking preventive sery- 
ices which would permit early-diagnosis and treatment. This delay causes un- 
necessary pain and suffering. It may also result in complications or the develop- 
ment of chronic disabling conditions requiring costly long-term medical care, 
usually at the community’s expense, or even in premature death. 

In our daily activities we are frequently confronted with the necessity of 
hospitalizing retired members and their spouses for surgical and nonsurgical 
conditions as ward cases in municipal and voluntary hospitals because they have 
not been able to afford hospital and surgical insurance coverage. We have cases 
on record to prove that retired members who have been advised to be hospital- 
ized for such serious conditions as impending gangrene of the toes, acute thrombo- 
phlebitis of the lower extremities, cancer of the colon and for rehabilitation fol- 
lowing a cerebral vascular hemorrhage (stroke) were turned away by the hospi- 
tals to which we had referred the members. Such situations would not have 
occurred if these members had adequate personal funds or insurance coverage. 

We know of no adequate remedy for this gap in our medical coverage except an 
equitable system of national coverage, paid for by thé worker during his years 
of peak earning power. Neither private insurance plans nor the Blue Cross and 
Blue Shield plans have met the need. Union-sponsored medical insurance pro- 
grams have done much to help the workers, but when they retire their coverage 
usually comes to an end. Our-union- and management-sponsored health clinics 
are doing their best to care for the ambulatory retired-workers, treating thousands 
of them every year and keeping many out of hospitals, but they are helpless in 
providing hospital care for those whose funds and insurance coverage have 
become exhausted. 

The American Medical Association has officially regarded the Forand bill as 

socialistic and a step toward a national health insurance plan. Actually, of 
course, the Forand bill represents nothing more than an extension of the social- 
security program which is acknowledged by all other groups as being of inestim- 
able benefit to millions of persons. The suggestion to have physicians reduce 
their fees for elderly patients is neither just nor realistic. The community asa 
whole must meet these medical needs. : 
In spite of the American Medical Association’s official attitude, many physi- 
cians like ourselves support the principles of the Forand bill and want it passed. 
The Group Health Association of America, a recently formed organization com- 
bining the Group Health Federation of America and the American Labor Health 
Association, has endorsed the Forand bill. As physicians and as administrators 
of clinics we realize the urgent need for the benefits in the Forand bill. We urge 
Congress to pass it without further delay. 


STATEMENT OF WILLIAM POLLOCK, GENERAL PRESIDENT, TEXTILE WorKERS UNION 
or AMERIcA, AFL-CIO, IN Support oF THE ForaND MEpICAL AID TO THE AGED 
Buy, H.R. 4700 


Immediate approval of the Forand bill is imperative if this country is to 
discharge its responsibilities to the aged and relieve the hospitals and com- 
munities of the heavy load which they must currently cover. No system of 
voluntary insurance will be adequate to provide for the aged since the low-wage 
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yorkers in American industry as well as the large majority of older persons 
in the United States are completely without insurance coverage when they 
hecome unemployed or are retired. 

In the textile industry, the proportion of employees who are covered by 
mployer insurance programs providing for hospital benefits is approximately 
% percent. The proportion of the employees whose dependents are covered is 
ss than 40 percent. In both types the employee generally pays a substantial 

rt of the cost of these benefits. 

While there is some semblance of adequacy in hospitalization coverage for 
textile employees, the provisions for private pensions are quite limited. The 
available evidence indicates that less than 20 percent of the employees work in 
plants in which there is some system of pension benefits. In most cases, these 
are inadequate programs which result in monthly payments of less than $15. 
But the overwhelming proportion of the employees are in plants in which there 
jsno such program. They are completely dependent upon social security benefits 
after age 65 or 62 in the case of women who retire at that age. In the textile 
industry we unfortunately observe a concerted effort on the part of the employers 
to squeeze out employees long before that age and certainly when they have 
attained the retirement age of 65 years. Moreover, there are many persons who 
have been displaced from the textile industry through mill closings and tech- 
nological changes which have reduced the employment requirements in this 
industry. 

Employment of production workers has dropped by 400,000 or 32 percent since 
February 1951. These displaced people have found it difficult to get new jobs. 
Moreover, the retiring problems are aggravated in the case of older workers. 
The older they are the poorer are the opportunities and the smaller the propor- 
tion of those who are actually reemployed. As a result, chronic unemployment 
isparticularly heavy in the New England, Middle Atlantic, and Southern States 
among the older workers. 

These displaced persons are supported by unemployment insurance until their 
benefits run out. Moreover, because the unemployment is concentrated in 
textile communities where alternative jobs are not available, the problem causes 
eonomie distress for the community as a whole, particularly bearing down on 
the older people, who are unable to migrate to secure employment in distant 
places. 

The plight of the older worker and the retired worker is considerably relieved 
by the Federal social security benefits. But the amounts of these benefits are 
hardly adequate to finance the barest necessities. Many have to have their 
0ASI benefits supplemented by old-age assistance payments. Unlike workers 
in other industries, few textile workers receive payments under the company 
pension plans. We have already noted how rare they are. This great deficiency 
increases the burden placed upon the local community and compels it to finance 
hospital and medical care, and in some instances to provide custodial care 
because the individual cannot take care of himself on the benefits which he has 
been receiving. 

However inadequate the hospital and medical benefits are in the textile 
industry for employees and dependents, they are practically nonexistent for 
the retired worker and his dependents. It is the rare and isolated company which 
provides for continued hospitalization and medical care benefits for retired 
workers. Probably less than 8 percent of the retired employees are covered 
bysuch programs. 

The ‘consequence of the deficiencies of these systems of coverage for the 
employees in the textile industry and their dependents is that they are com- 
pletely dependent upon the public systems. Their earnings have generally been 
neager through their working life so that they have not been able to build 
lp any reserves or savings. For some part of these responsibilities they have to 
turn to their family but for most of their medical and hospitalization needs they 
hust turn to the local communities to supplement their own financial resources 
and social security benefits. Consequently they get no medical care as inde 
Pendent persons and become charges on the local community. This happens 
ina great number of cases in the textile communities. 

The low-wage workers in this country as typified by the textile worker are not 
benefiting from private pension systems or private programs of medical and 
hospital care for the retirees and their dependents. They are dependent upon 
social security benefits, which prove inadequate to cover even their basic liv- 
ing needs. The present systems thrust the medical costs upon the local com- 
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munity, which often has inadequate resources for this purpose, particularly in 
textile areas. The retirees are, therefore, pauperized and inadequately cared 
for. 

Our Nation boasts of its humanity and its wealth and the great social ad- 
vances. This boast must remain empty while this great gap in our social 
security system exists. 

We have developed a system of providing hospital care which is easily ad- 
ministered. We urge that the Forand bill be adopted to remove this injustice 
from the present system of care for the aged and to relieve the cost of this care 
from the local communities unable to carry the burden and which are therefore 
in many instances not discharging their humane responsibilities. 

The speedy enactment of the Forand bill is imperative. 


COMMUNICATIONS WORKERS OF AMERICA, 
Washington, D.C., July 18, 1959, 
Hon. D. MILLs, 
Chairman, House Ways and_Means Commitiee, : 
Washington, D.C. 

Dear CONGRESSMAN MILLS: On June 22, 1959, the 1,200 rank-and-file delegates 
to the 2list Annual Convention of the Communications Workers of America 
adopted a resolution pledging their support of Congressman Forand’s bill (H.R. 
4700) which provides for the addition of health benefits to the existing old-age 
and survivors insurance program. The purpose of this letter is to inform you 
of some of the reasons for CWA’s wholehearted support of the Forand bill. 

In the communications industry the number of persons drawing company 
service pensions, as distinguished from disability pensions, has more than doubled 
over the past 10 years. At the end of 1958 there were a total of 49,006 retired 
men and women, including both management and nonmanagement employees, 
in the Bell Telephone System alone. At the end of 1947 there were only 18,730 
people on pension. Of course, the overwhelming majority of these pensioners 
also are eligible for benefits under the Social Security Act. 

The average monthly company pension payment amounted to approximately 
$105 during 1958. However, the average pension received by nonmanagement 
employees would be less since their wages were a great deal less than the 
salaries paid to management personnel. 

Under the Bell System pension plan, as is true in the communications in- 
dustry generally, the pension payment is reduced -by one-half the amount of 
social security benefits received by the retired employee, and there are no 
survivor benefits provided. Thus, even with the combination of social security 
and pension benefit payments, a retired employee in the communications indus- 
try receives only enough to maintain and provide himself and any dependents 
he may have with the bare necessities of life. 

In the vast majority of cases retired employees cannot continue their group 
hospitalization and surgical insurance at group rates, but must pay considerably 
higher, almost prohibitive rates, if they choose to continue this necessary pro 
tection subsequent to their retirement. Thus, for the most part, they are 
unable to afford any type of hospital and surgical benefit protection. 

Under Congressman Forand’s proposal the type of insurance most needed 
by our elder citizens would be provided, such as the costs for hospital, home 
nursing and surgical services. The manner of administration of the program 
is clearly defined and adequate safeguards are provided for the internal manage 
ment of participating institutions, the practice of medicine and the manner in 
which medical services are rendered. Moreover, H.R. 4700 provides a means 
of adequately financing these additional benefits by increasing the present con- 
tribution rates of employers and employees by one-quarter percent each. 

The Communications Workers of America urges you to consider most favorably 
the proposals contained in H.R. 4700 and to recommend the passage of this bill 
during this session of the Congress. It is respectfully requested that this letter 
be made a part of the verbatim record of the hearings on this matter which 
your committee is commencing this date. 

Sincerely, 
J. A. Berene, President. 
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STATEMENT ON THE ForAND Brit (H.R. 4700) To Provinp—E HEALTH CARE FOR 
SocIAL SECURITY BENEFICIARIES 


(By the International Longshoremen’s and Warehousemen’s Union) 


The International Longshoremen’s and Warehousemen’s Union represents 
60,000 members who work in the longshore, warehouse, sugar, and allied indus- 
tries on the west coast and in Alaska, Canada, and Hawaii. We appear repre- 
senting the membership and on behalf of pensioned and retired members of the 
onion, 

We wish to state at the outset that we support passage of H.R. 4700, the Forand 
pill, with but one technical amendment which we believe is imperative, and 
which we will describe later. 

The Forand bill includes some of the improvements called for by the 18th bien- 
nial convention of our union, and it has been specifically endorsed by resolution 
and by petition by ILWU members and pensioners. Petitions signed by more 
than 5,000 ILWU pensioners and retired members were placed in the hands of 
Congressman Cecil King of this committee in June of last year in connection with 
the hearings on H.R. 9467. 


STATUS OF HEALTH CARE FOR RETIRED ILWU MEMBERS 


While the vast majority of ILWU members are covered by various pension 
plans, only in our longshore division do our contracts provide reasonably ade- 
quate health care for the pensioner, his wife, and his children.* 

Longshore pensioners receive the same health coverage as do working mem- 
bers. Even though this coverage is the best on the west coast under available 
prepaid plans, we have found that they are inadequate for the needs of our 
retired members. A perennial problem, one which emerges persistently and 
chronically, is that of the pensioner who exhausts his hospitalization benefits. 
Under our plan the limit is 100 days per year per disability in the hospital 
under most of our service plans, and 70 days per year per disability under 
our insured plans. We find that the great need of this group is for nursing home 
care which is not provided under our plans. Such care generally costs much 
more than the total money income of our retired longshoremen, including both 
their ILWU-PMA pension of $100 a month and their social security pension. It 
will, therefore, be of great importance to our longshore pensioners to secure the 
nursing home services provided by H.R. 4700. 

Longshoremen in Hawaii have similar health coverage for pensioners as in 
west coast locals. Of the remaining parts of our union, only the pineapple and 
sugar divisions of our Hawaii local 142 provide such care, but it is limited 
coverage only. 

THE NEED FOR AMENDMENT OF SECTION H 


Unfortunately section h of H.R. 4700, as written, clearly envisages reim- 
bursement of fee for service systems only and does not clearly provide a 
nechanism for reimbursement of service plans under which most retired long- 
shoremen, for example, secure health care at the present time. We do not 
believe this was intended and we urge adoption of an amendment which would, 
in some fashion, convert fee-for-service dollars into a per capita amount so that 
service plans will. be treated on a basis of equality with fee-for-service plans. 
Otherwise, groups that utilize service plans will be penalized. 


THE SOCIAL CHARACTER OF THE PROBLEM 


The general shape of the problem clearly emerges from the report by the 
Secretary of Health, Education, and Welfare to this committee. 

Fifteen and one-third millions are now aged 65 and over, and the proportion of 
the aged in the population is steadily increasing. 

The median total money income of retired couples on social security in 1957 
was $183 a month. Single retired workers and aged widows had considerably 
less money income. Three-fifths of the aged have yearly incomes of less than 
$1,000. The aged cannot possibly be expected to pay for medical care from this 
heager income. 


1In most ports pensioners’ children are covered up to age 19 (except in Aberdeen, Wash. 
(age 18), and the Seattle Service Plan (age 21)). All longshore pensioners’ children up to 
age 15 are also covered for dental care. 
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The health care needs of the aged are much greater and therefore are much t] 
more expensive than for those who are younger. The aged use an average of tl 
2% times as much general hospital care as younger persons, and have special ci 
need for long-term institutional care. Under these circumstances, any serious ti 
sickness is the most feared catastrophe to the aged. h 

Of social security pensioners hospitalized last year, 85 percent had medica] 1 
bills of $1,000 or more. Yet 60 percent have no hospital insurance and 76 percent 1 
have no surgical insurance. The majority of social security beneficiaries who p 
have no health insurance said they couldn’t afford it or that their policies haye 
been canceled. Such insurance as the aged have pays only a small fraction of il 
their costs. Married couples. on social security who have used their voluntary 0 
insurance have found that it met two-thirds of hospital costs and one-fifth of il 
doctor bills. a 

Whenever serious illness strikes, the small savings of the aged are depleted or D 
they go in debt, or either relatives or welfare agencies are forced to assume part Cc 
of the burden. A certain proportion of the aged become dependent on free W 
medical care or are forced to apply for public assistance. li 

This is the picture that emerges from the report of the Sec retary of Health, V 
Education, and Welfare to this committee. 

One outstanding authority has concluded that ill health is now a major cause ti 
and is tending to become the predominant cause of destitution among the aged? W 


IS COLLECTIVE BARGAINING THE ANSWER TO THIS PROBLEM ? 


We believe that our union has done as much as any other union in trying to 
meet this need, but our experience has led us to the conclusion that there are 
obvious limits on the ability of any union to do this job adequately. Despite our 
best efforts in collective bargaining, thus far only two-fifths of our total ILWU il 
membership has somewhat adequate health coverage. None has the special Ft 
kind of institutional health care required by the aged. W 

If we examine the costs and the trend of costs in that part of our union which tl 
has been relatively most successful, the west coast longshoremen, we find a te 
source of real concern. 0! 

When ILWU-PMA longshore pension plan was first well underway, in July tl 
1952, there were 1,184 pensioners on the rolls. As of June 1959, the number of B 
pensioners had increased to 2,307.2 On the other hand we had 15,899 active py 
working longshoremen under the welfare program in 1952. This had declined ig 
to 15,070 by June 1959.° p 

There is every reason to believe that the number of active longshoremen will 
decline more precipitously in the future. Inded, the major subject of current a 
negotiations between the ILWU and PMA is the establishment of an orderly tl 
procedure to meet the labor-saving effects of new machines and technology. a 

The ILWU-PMA welfare fund is financed by an employer contribution of ie 
11 cents per hour worked by active longshoremen only. No income comes from 
the pensioners. As the proportion of pensioners to the total grows, the financial I 
problem will obviously become more and more burdensome. This burden is C 
aggravated by the fact that the cost per pensioner is substantially greater than p 


for those under 65. For example, under our contracts with the Kaiser Founda- J 
tion health plan we are charged an additional $1.80 per month for each member Si 
in the group that is age 65 or over. The net effect of including pensioners is to Dp 
increase the number covered by about 13.7 percent and to increase costs by about 1) 
19.3 percent. 


If present trends continue, with the number of pensioners rising and the 
number of active longshoremen declining, it may not be long before the financial 
problems become prohibitive. We can understand the reluctance of employers tl 
to bear costs which may place them at a competitive disadvantage. It is diffi- 
cult for a single employer, or, for that matter, for a relatively small group 


of employers to bear this kind of a burden when other employers have no similar 
expense. The cost must be spread more broadly and health care for the aged e 
must be removed from the area of economic competition between employers. e 
Thus, even our most successful experience proves the need for H.R. 4700. g 


2Dr. James P. Dixon, commissioner, department of public health, city of Philadelphia, eC 
and chairman of the American Hospital Association Committee To Study Health Needs of 
the Aged, in hearings on social security legislation before the Committee on Ways and q 
Means, 85th Cong., 2d sess., June 27, 1958, p. 857. $: 
3 This excludes Tacoma, Anacortes, and Seattle checkers and walking bosses who came “a 
into the pension system at a later date. 
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The picture in collective bargaining throughout the Nation as a whole indicates 
that collective bargaining is not the solution of this problem. The report of 
the Secretary of Health, Education, and Welfare provides a brief analysis of 
coverage of employees under so-called industrial plans, which are mostly collec- 
tively bargained plans. Of the 175 plans analyzéd. only 46 percent provided 
health care for pensioners, only 23 percent covered the deperidents of the retiree, 
14 percent reduced the retiree’s benefits below that of the active workers, in 
14 percent the worker has to pay the entire premium, in 12 percent he had to 
pay part of the premium.‘ 

Even these figures, however, may be misleading because they give us no 
indication of the adequacy of the coverage provided. If one examines the “Digest 
of One Hundred Selected Health and Insurance Plans Under Collective Bargain- 
ing, Early 1958” issued by the Department of Labor, it is possible to gage the 
adequacy of these benefits. In order not to burden this statement, we are 
not attempting any detailed statistical analysis. We, however, draw the general 
conclusion from our examination that, even in those cases where the retired 
worker gets the same benefits as the active worker, these benefits are generally 
limited and partial benefits under insured programs in most cases where the 
vast bulk of medical expenses are incurred must be paid by the retiree himself. 

In the absence of the Forand bill, ILWU, like all other unions, has no alterna- 
tive but to continue collective bargaining to provide health care for retired 
workers. At the same time we recognize the limitations of this effort and we 
believe that the only adequate solution is in the direction charted by H.R. 4700. 


ARE SPECIAL INSURANCE COMPANY SCHEMES FOR THE AGED AN ANSWER TO THIS 
PROBLEM ? 


This picture demonstrates the futility of the belated efforts made by some 
insurance companies and Blue Cross to solve this problem. It is the essence of 
oll of these plans that (1) they place the entire burden on the aged themselves 
who obviously cannot afford any additional burden, and (2) in order to reduce 
the cost to something approaching feasibility they have reduced the benefits 
to the point of absurdity. These plans generally cover only a small fraction 
of the total cost. For example, the “65 Plus Plan” of Continental Casualty, 
the “Senior Security” policy of Mutual of Omaha, and the “Security Plan” of 
Blue Shield of Wisconsin, all provide a maximum of $10 a day for a limited 
period of hospitalization. This is about half the average charge. They all 
require a 6 to 9 months waiting period for preexisting conditions, yet who can 
possibly redich age 65 without a complex of preexisting ailments? 

The insurance companies that attempt to provide health insurance for the 
aged are Clearly on the horns of a dilemma. They must foist the entire cost on 
the aged themselves who cannot afford to pay these costs. If the benefits are 
adequate this cost becomes prohibitive. If the benefits are inadequate, the plan 
cannot be considered a sohition of the problem. 

Why this was done is stated explicitly by the insurance companies themselves. 
In what appears to be a form letter sent to our union on January 7, 1959, Louis 
©. Vorrell, vice president of Continental Casualty Co., says “65 plus is the first 
positive answer to current attempts to force Government into this field.” And 
Joseph F. Follman, Jr., spokesman for Health Insurance Association of America, 
said on February 16, 1959, that public rejection of these new insurance company 
policies for the aged “can only mean a Government scheme on a broadly com- 
pulsory, monopolistic basis * * *.” 


H.R. 4700 A SOCIAL SOLUTION TO A SOCIAL PROBLEM 


The only reasonable way to finance health care for the aged is to do it over 
the entire life span of the population as a whole. Just as it is prohibitively 
expensive to buy life insurance when one is already past age 65, it is equally 
prohibitive to try to buy health insurance when one is past 65. The higher 
cost of medical care for the aged is a social cost and should be shared by the 
entire community. The social security system is the most logical and most 
economical medium by which this can be accomplished. The Forand bill would 
give social security beneficiaries up to 60 days of hospital care a year, and 
up to 120 days of nursing home care a year, as well as pay certain surgical 
costs. Employers and employees each would have to pay an additional one- 
guarter percent payroll tax, and the tax base would be raised from the present 
$4,800 limit up to $6,000 a year. 


“Op. cit., p. 54. 
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WHAT’S HAPPENING IN OTHER COUNTRIES? 


One aspect of this question which is not covered by the report of the Secretary 
of Health, Education, and Welfare is the extent to which health care for the 
aged is provided by other countries. 

The United States is unquestionably the world leader in many respects. In 
providing health care for our aged, however, we are not. In fact, we lag 
behind some 20 nations who have realized for many years the social necessity 
to provide health care for their aged as part of their overall social security 
systems. This list of nations which already provide health care for the aged 
(table 2) deserves careful scrutiny. Included on the list, for example, are a 
number of relatively poor countries. Isn’t it somewhat absurd for the richest 
country in the world to say it-cannot afford this social cost while nations like 
Bolivia, Panama, Peru and the Philippines, Belgium and Iceland, countries 
with only a small fraction of our per capita income, do bear this cost? 
Also included on this list are a group of advanced western nations. We often 
assume the role of leaders for such nations as France, England, Italy, Australia, 
West Germany, Norway, Sweden, etc. These nations, however, have advanced 
to the point where health of the aged is accepted as a social responsibility, 
while we have not. Moreover, those who allege that this program is “socialistic” 
should note that these nations have economic systems like ours. 


TABLE 2. NATIONS HAVING HEALTH CARE SYSTEMS FOR PENSIONERS, JANUARY, 1958 


Albania Iceland Peru*® 

Australia Ireland * Philippines ¢ 
Austria Italy Poland 

Belgium Luxembourg Sweden 

Bolivia Netherlands * Union of Soviet Socialist 
France New Zealand Republics 
West Germany Norway United Kingdom 
Hungary Panama Yugoslavia 

1 Limited to persons with small and moderate incomes. 

2 Voluntary insurance available if annual income is below specified levels. 

Voluntary coverage available. 


Voluntary continuation of coverage after employment ceases by paying combined em- 
ployee and employer contribution. 


Source: U.S. Department of Health, Education, and Welfare, “Social Security Programs 
Throughout the World,” 1958, chart II, pp. 32—59. 


THE COMMERCIAL TELEGRAPHERS’ UNION, 
Silver Spring, Md., July 29, 1959. 

Hon. Witsur D. MILts, 

Chairman, House Committee on Ways and Means, Washington, D.C. 


Dear Siz: The Commercial Telegraphers’ Union, AFL-CIO, which represents 
some 32,000 radio and telegraph employees is very much interested in the pro- 
posed Forand bill, H.R. 4700, which would add health benefits to old-age and 
survivors insurance. 
We believe most sincerely that Federal tegislation is necessary to provide 
adequate coverage and protection for the aged. Most of the employees within 
our industry who have retired or who have been retired because of age or 
illness are finding it extremely difficult if not impossible to meet ever increasing 
medical costs and as a result of this experience our members who are still 
employed understandably look to the future in this respect with much appre- 
hension and misgiving. And we know that for the most part older persons 
everywhere are similarly affected. 
We support fully the representations made by AFL-CIO social security di- 
rector Nelson Cruikshank and Walter Reuther of the AFL—CIO industrial union 
department before the House Committee on Ways and Means of which you are 
chairman. We hope intensely that you and the other members of this committee 
will find it possible to support and work for the adoption of the Forand bill 
at this session of Congress. 
With best wishes, 

Sincerely and respectfully, 

W. L. ALLEN, International President. 
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UNITED ASSOCIATION OF JOURNEYMEN AND APPRENTICES 
OF THE PLUMBING AND PIPE FITTING INDUSTRY 
OF THE UNITED STATES AND CANADA, 
Washington, D.C., July 17, 1959. 
Hon. D. MILs, 
Chairman, Committee on Ways and Means, House of Representatives, Washing- 
ton, D.C. 

DEAR CONGRESSMEN MILLS: I am taking this opportunity to express the interest 
of the United Association and its members in securing favorable action on the 
Forand bill, H.R. 4700, now being considered by your committee. This bill 
would amend the old-age and survivors insurance system so as to provide in- ' 
surance against the cost of hospital, nursing homes, and surgical services to all 
those eligible for old-age and survivors benefits or who would be eligible if 
they applied. 

The United Association, of which I am general president, is a labor organiza- 
tion of more than 255,000 plumbers and pipefitters affiliated with the AFL-CIO 
These members are usually dependent for their livelihood on wages earned in 
the construction industry. While some of our local unions have pension 
plans for older workers, most of our older members are dependent for support 
on social security benefits. After retirement they usually receive no support . 
from either the union or the industry. . 

While the United Association and our local unions have been providing very 
substantially more than half of all working membership and, in addition, their 
wives and families with much needed hospital, surgical, maternity, medical, 
and loss of time benefits, through jointly administered health and welfare 
funds, it has not beeen practicable to provide the same benefits on a broad 
basis to retired workers. Advanced age unduly increases the cost of insurance 
for this older group. Moreover, the incidence and duration of illness is higher 
as men grow older, and, as a result, the various health coverages are more ex- 
pensive. Meeting these costs could saddle any fund with too heavy a burden, 
thereby handicapping the fund in fulfilling its main purpose, namely, to provide 
benefits for active members and their families. 

A study of our health and welfare plans, made 5 years ago, bear out this situa- 
tion very graphically. AtAthat time there were 106 funds involving 179 different 
local unions out of a total of some 750 local unions in the United Association. 
Only 34 out of these plans covered retired members. Only 16 of these 34 plans 
covered dependents of retired members. The cost of providing such coverage 
was then being met through contributions to joint funds on the basis of hours 
worked by active members. While, in these few cases, the joint funds may, in 
good times, be able to withstand the cost of covering retired members without 
specific contributions to the fund on their behalf, nevertheless, in times of unem- 
ployment it is doubtful whether such coverage could be continued. 

These circumstances clearly show the need for health benefits for the aged. 
Rising medical costs are a special threat to them, who have little or no health 
insurance protection. Commercial insurance is unavailable or too expensive, 
and Blue Cross-Blue Shield plans are raising their rates. Public system medical 
allowances fail to meet the need. Health benefits through a self-supporting 
insurance system as provided by H.R. 4700, would fill the gap for an estimated 
15 million older citizens. 

I need not outline the provisions of the Forand bill for the benefit of the 
committee. This has been done very ably by others during hearings now being 
held on the bill. My purpose now is to record the strong support of our member- 
ship for the Forand bill and to request that this letter may be incorporated as a 
part of the hearings now in progress. We hope you can report favorably on 
this bill at an early date. 

Yours very truly, 


Peter T. SCHOEMANN, General President. 


INTERNATIONAL ORGANIZATION OF MASTERS, MATES, AND PILOTS, 
San Francisco, July 1, 1959. 


Congressman D. MILIs, 
Chairman, House Ways and Means Committee, 
Washington, D.C. 
DEAR CONGRESSMAN: Hearings on the Forand bill (H.R. 4700) are scheduled 
to begin on July 13, 1959. This bill, which is designed to add certain health 
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benefits to the old-age and survivors insurance, certainly merits the support of 
all segments of the citizenry of the United States. The International Orgap- 
ization of Masters, Mates, and Pilots fully endorses the Forand bill and requests 
that this letter be incorporated in the record of the hearings. 

The problems of the aged in the maritime industry are basically the same 
as those problems confronting the aged throughout the country. However, 
certain peculiarities in the maritime field, especially in this organization, are 
worthy of note, since they bear directly on phases which the Forand bill covers, 

The International Organization of Masters, Mates, and Pilots is composed of 
licensed deck officers who pursue a seagoing career in the American merchant 
marine, the fourth arm of defense. By virtue of Federal law, the facilities of the 
Public Health Service marine hospitals are available to the membership of 
this organization who meet the requirements of certain regulations. These 
regulations of themselves are felt to be much too restrictive, especially when 
the maritime industry is in a depressed state, such as now confronts us. How- 
ever, Federal law does not permit the use of public health facilities for aged 
seamen who are no longer able to continue a sea-going career. Further, this 
organization appears to be far above average with respect to the its expectancy 
of our older members. 

Through collective bargaining in 1955 a pension plan was angutiensl to cover 
our older members.who qualify by virtue of long years of service in the maritime 
industry. This pension plan is financially unable to sustain any form of medical 
care for the pensioner or his family. Two years ago there was a growing reali- 
zation of the cost of medical care to the aged pensioner and/or his wife 
and an effort was made to alleviate the situation. In this organization it was 
accomplished by the use of welfare fund money to the extent of allocating to 
each pensioner the use of $500 for medical care for himself and wife. Obviously 
this amount of money is totally inadequate but represents a realization on the 
part of the labor-management trustees of the welfare and pension funds that 
medical care for the aged must be given serious consideration. 

It is likewise obvious that the burden of assuming the social responsibility 
connected with medical eare for the aged cannot be handled on an individual 
industry basis but must require Federal action in this field. 

Far greater than the problem of the aged pensioner and wife, in this organiza- 
tion, is the medical problem of the older members who have not yet qualified fora 
pension and who likewise are not qualified, due to the restrictive regulations, to 
obtain medical care in the public health marine hospitals. The problem of this 
group becomes more acute as the depression in the shipping industry grows. 

Most maritime welfare plan benefits cover the dependents of the, working 
member who theoretically is eligible, in his individual case, to medical care at a 
public health marine hospital. However, in order that the coverage of the 
welfare plan be extended to the dependents of the member, he must meet minimum 
working period qualifications, which again, he cannot meet due to the depression 
in the shipping industry, thus leaving both himself and dependent without 
any medical care whatsoever. 

The joint labor-management trustees of the welfare plan covering the mem- 
bers of this organization continue to give their best effort to resolve these 
problems but are only too aware of the inadequacy of the industry to do more 
at this time or in the foreseeable future. 

For all of the foregoing reasons, this organization feels that the Congress must 
enact legislation consistent with the needs of our older citizens. 

Sincerely yours, 
Capt. Rosert E. DuRKIN, 
International President, and 
President West Coast Local 90. 


STATEMENT BY EXECUTIVE VICE PRESIDENT JOHN M. EvLLiotr, AMALGAMATED ASSO- 
CIATION OF STREET, ELEcTRIC RAILWAY AND Moror CoAcH EMPLOYES OF 
AMERIcA, AFL-CIO 


The’ Amalgamated Association of Street, Electric Railway and Motor Coach 
Employes of America, AFL-CIO, is the dominant union in the field of trans- 
portation of passengers by streetcar, motorbus, and trolley coach. Our organi- 
zation is the pioneer among all trade unions in the field of the provision of 
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health and welfare benefits for union members. The Bureau of Labor Statistics 
has reported that the first such collectively bargained agreement which has come 
to its attention was one made in 1926 between the transit compayy in New- 
purgh, N.Y., and one of our local divisions. We are vitally interested in protecting 
the aged against the financial hazards of illness during old age. We believe such 
protection should be afforded not only for our own membership but for all 
Americans. 

The importance of health insurance for the aged cannot be overstated. The 
tragic impact of heavy medical costs on retired persons has repeatedly been 
demonstrated. The retirement incomes of most Americans are extremely modest. 
According to a recent study by the Division of Program Research of the Office of 
the Commissioner of Social Security Administration about three-fifths of all 
persons aged 65 and over had less than $1.000 in money income in 1958. 

When an aged person becomes ill, charges for medical care, hospitalization, 
surgical benefits, drugs, home and nursing care may well amount in 1 year 
to a sum exceeding the entire income of the aged person for that year. Since 
there is little chance of increases in income for an aged person who has had 
a severe illness, such an individual is apt to be left in dire financial straits. 
Moreover, because their incomes are in general so low, many aged persons fail 
to seek medical attention until it is either too late or the illness has become 
seriously aggravated. 

Our organization has sought to secure protection against health costs for 
aged and retired workers through collective bargaining. We have encountered 
bitter resistance from employers in this area. Many employers in our industry 
take the position that once an employee has retired his relationship to the 
employer has ended and his welfare is a matter of no concern to the employer. 
We believe that as a matter of law, and as a matter of morality, there is no 
merit to such a position. The fact remains, however, that it has been used 
to make more difficult the achievement through collective bargaining of the 
benefits this bill would provide through legislation. 

We have managed to obtain some limited protection for retired workers in 
a few contracts which do provide some benefits for hospitalization, and in some 
cases, surgical costs. In some cases retired workers may continue in the Blue 
Cross or Blue Shield program as a part of the group, but at their own expense. 

Our industry has hundreds of employers. Bargaining is on a local basis. 
We shall continue. to strive to protect our old people through collective bar- 
gaining, but it is obvious that we cannot wait to achieve adequate protection 
for retired workers through collective bargaining alone. 

Nor does private insurance afford adequate protection against health costs 
for the aged. The cost of such insurance is too great for most retired persons 
to afford. Less than one-half of the aged persons today have any form of health 
insurance protection. Moreover, those that do have such protection have inade- 
quate protection. Such protection is normally limited to only a portion of the 
large medical costs aged people are likely to incur. 

Moreover, group insurance does not reach enough of the aged under any cir- 
cumstances. It is typically related to employment. In many unorganized estab- 
lishments workers have no private pension benefits and no protection against 
ill health upon retirement. Employees who do not have a regular employer, 
who become disabled before age 65, or who are unemployed at that time, fre- 
quently are found without income available through earnings and without the 
benefit of group health insurance or pension benefits. 

Social security and private pension plans have been growing together. Each 
has played an important role in providing retirement income. Similarly, 
statutory health benefits under the social security program and private efforts 
at providing protection against the hazards of ill health will each have their 
respective roles in our country’s future welfare programs. 

We believe that the Federal old-age, survivors, and disability system should 
be supplemented by the addition of health benefits. We believe that the addi- 
tional contributions required are within our country’s means. We urge the 
Congress to adopt H.R. 4700, and we feel confident that the adoption of that 
program will be an achievement of historic importance. The next generation 
will look back upon the inauguration of such a program with the same sense 
of pride and achievement that this generation feels for the social security 
program as it now exists. 


of 
an- 
sts 
are 
ers, 
l of 
ant 
the 
of 
ese 
hen ; 
Ow- 
ged 
this 
ime 
ime 
al: 
ali- 
was : 
to 
the 
the 7 
hat 
lity 
jual 
iza- 
ora 
, to 
this 
WS. 
cing 
ita 
the 
um 
sion 
out 
ese 
ore 
lust 
0. 
SS0- 
OF 
= 
ach 
ani- 
1 of 


634 BENEFITS FOR OASI BENEFICIARIES 


U.S. SENATE, COMMITTEE ON LABOR AND PUBLIC WELFARE, 
July 16, 1959. 
Hon. Wiisur D. MILs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 

DEAR Mr. CHAIRMAN: I respectfully request that the enclosed report to the 
Legislative Commission To Study the Administration of Public Medical Care 
from the Commission on the Aging, which was submitted to me by Mrs. Eone 
Harger, director of the division of aging of the New Jersey Department of Health, 
be included in the record of your committee’s hearings on H.R. 4700, the 
Forand bill. 

I woud also like to request that the enclosed speech by Gov. Robert B. Meyner 
of New Jersey be likewise included in the testimony. 

Sincerely, 
Harrison A. WILLIAMS, Jr. 


Report to: The Legislative Commission To Study the Administration of Public 
Medical Care. 

From: The Commission on the Aging. 

Subject: “Medical Care and the Economics of Older People.” 


Amount and source of income, people aged 65 and over, New Jersey, 1957 


Number Percent Monthly 
income 
Aged beneficiaries of old age and survivors insurance. --_------- 350, 831 75.9 $62. 33 
Aged recipients of old-age assistance...-.-..-......------------ 19, 328 04.1 ‘saa 


IM institutions. 

2 All others. 

3 Statistical abstract of the United States, 1958. Median monthly income persons aged 65 and over, 
United States. 


These figures show that most.people aged 65 and over have incomes so low 
that they cannot adequately meet their medical needs. In order to meet these 
needs, many older people are becoming recipients of the medical provisions of 
old-age assistance. The high cost of medical, hospital, and nursing home care, 
together with the increased proportion of people who are on old-age assistance 
for medical care only, has resulted in the overall expense of the old-age assist- 
ance program increasing, even though the total number of recipients is decreasing. 
One-third of the old-age assistance recipients are also old-age survivors insurance 
beneficiaries. 

Seventy-five percent of New Jersey’s aged are now covered by old-age and 
survivors insurance. When the medical needs of this group are met, the largest 
part of our problem will have been solved. While Federal policy is being 
decided, we in New Jersey have the immediate responsibility of providing for 
the medical care of all our older people. For humanitarian reasons, we must 
meet our obligations to the medical needs of our older people, regardless of the 
money cost. 

Now required under our welfare assistance laws is the providing of food, 
shelter, and clothing. To these should be added a fourth, medical care, which 
we define as including diagnosis, prevention, treatment, and rehabilitation. 

The New Jersey Commission on the Aging respectfully submits this report to 
the commission on the administration of public medical care. Inasmuch as your 
commission is charged with the responsibility for recommending answers to these 
questions, we wish to indicate the principles of our support to you. We hope 
we can lend further support to your recommendations. 

Members of the commission on the aging, April 29, 1959. 

Present: Mrs. Eone Harger, chairman, Dr. Harold W. Dodds, Sister Mary 
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Andrew, Dr. Everett C. Preston, Mrs. William N. Gurtman, Dr. Lloyd W. Mc- 
Corkle, Mr. Lawrence O. Houstoun, Jr., Mr. David Davies, Mr. William J. 
Joseph. 

Absent: Thomas J. Walker, Esq. By 


REMARKS OF Gov. Rosert B. MEYNER OF NEW JERSEY AT First NATIONAL CoN- 
FERENCE OF THE JOINT Councit To IMPROVE THE HEALTH CARE OF THE AGED, 
WASHINGTON, D.C., JUNE 13, 1959 


Mr. CHAIRMAN: First of all, I want to express my admiration for the groups 
and individuals who have gathered here from all parts of the country to develop 
ideas and plans for the improvement of health care of the aged. Here is an 
issue of profound national concern, and it is most encouraging that you in this 
audience have come to Washington to do something about it. Out of this meet- 
ing of the minds I am sure much progress will be made. 

Ironically, it is the very fact of your success that has created a multitude 
of problems we face today. I am speaking, of course, of the problems stemming 
from a large and growing segment of our population over the age of 65. 

Without the incredible successes of modern medicine, our aged would be rela- 
tively few in number, and their needs relatively easy to meet. 

But you have brought added years to millions, and in the process set the 
scene for sweeping social changes. 

This is a contribution of incalculable worth, whether measured in terms of 
human happiness, reinforcement of the Nation’s skills and talents, or conserva- 
tion of our common store of wisdom. 

As Governor of New Jersey for the past 514 years, I have been in constant 
contact with the plight of the aging. It has become so acute that we have estab- 
lished a division of aging in our State government, where the various facets of 
the problem can be drawn together for observation and action. This year we 
held in Trenton our first Governor’s conference on the aging, where numerous 
specialists gathered to give us the benefit of their experience and wisdom. I 
believe it was the best attended conference of its kind ever held in the United 
States. This demonstrates the growing interest in the problem of the aging. 

I am also serving as chairman of the Special Committee on Aging of the 
Council of State Governments. Three years ago this month, speaking here in 
Washington, I cited the splendid report of the council. It shows that the ranks 
of the aged are growing, both relatively and absolutely ; that the rate of increase 
of older people is twice that of the total population. They suffer from inequality 
of employment; inferior housing; separation, psychologically and physically, 
from family and friends; widowhood for more than half of the older women; 
loneliness; lack of social participation; shortage of trained personnel to deal 
with their problems; and inadequate medical, surgical, hospital, and nursing 
home care. 

The council’s report was forced to conclude that “these problems, in their 
totality, represent the failure of our Government and our society to design a 
program which permits our older citizens to contribute to our economy and to 
live healthful, useful, and happy lives in accordance with accepted American 
standards.” This is an indictment which must lie heavily on the consciences 
of all of us. It cannot be swept under the rug nor, in my opinion, can it be left 
entirely to private and voluntary agencies, no matter how energetic and well- 
intentioned. 

It is somewhat startling to realize that while, at the turn of this century, 
there were only 3 million citizens over the age of 65, today there are more than 
15 million. That is more than 8 percent of the population, and the proportion 
is increasing each year. Only about 25 percent continue in gainful employment 
after 65, or are spouses of earners. Two-thirds of our senior citizens outside 
eae have very low incomes, and from one-fifth to one-fourth have none 
whatever. 

We are faced here not only with the health of 15 million people over 65, but 
of 35 million others between 45 and 64. Together they total about half of the 
eligible voting population of the country, and 50 million people will be heard 
in a democratic society. We must consider that, in the absence of constructive 
action, this huge proportion of our people could be spurred into political action 
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by our neglect. They might be tempted to vote into office men who make rash 
and extravagant promises of financial help. It has happened before. It could 
happen again. Politically, we cannot afford to deal lightly with 15 Million 
persons who need immediate assurance, and 35 million who are hearing the 
status of senior citizens. : : 

According to Dr. Granz Goldmann, in his article “Financing Personal Health 
Services for Older Persons” : 

“The situation is gravely complicated by the economic conditions in which 
older persons find themselves. For the great majority, increased expenditures 
for personal health services come at a time when income from gainful occupation 
has ceased and other financial resources, such as pensions or savings, must be 
used to pay medical bills. 

“Tt can then be said that the crucial economic factors requiring consideration 
in planning for effective financing of personal health services for older persons 
are three: (1) the infrequency of gainful occupation, (2) the low income of 
many of those who are not working, and (3) the lack of any income among 
a substantial proportion of the older persons.” 

That the great mass of our American workers are concerned deeply with 
the problems of their later-years can be seen by the attention given fringe 
benefits, particularly retirement income, in practically all modern wage 
negotiations. 

The bright spot’in the picture is that 6 out of 10 of our older citizens are 
receiving social security, but if we look at the actual figures, we can see that 
the amounts received are barely enough to keep body and soul together, much 
less provide for health emergencies. In July of last year, the average monthly 
benefit actually paid to a retired worker was $65.87, and the average newly 
awarded benefit was $74.57. These figures have been increased about 7 percent 
by recent action of Congress, but they are still adequate only to keep the wolf 
from the door. 

Some groups have suggested increased use of private insurance. But it is 
idle to suppose that many of the people we are discussing can afford to maintain 
private health insurance even at reduced rates. Private companies and even 
the nonprofit voluntary associations tend to be extremely conservative about 
risks. The typical person, after 65, will have an income of less than $1,000 a 
year and very little or no insurance. Yet he will require 2% times as much 
hospital care as a person under 65. The April 1959 report of the Secretary of 
Health, Education, and Welfare to the House Ways and Means Committee recog- 
nizes these facts. It says: “The basic difficulty that private insurance faces in 
its efforts to extend hospital insurance protection tothe aged is that they area 
high-risk, high-cost group. A premium charge based on the experiénce and 
covering the entire cost of a reasonable level of protection for an aged group will 
be higher than many aged persons can afford to pay.” 

While the Health, Education, and Welfare report is largely a factfinding docu- 
ment for the benefit of Congress and does not take a position of its own in the 
controversy, it summarizes arguments for and against congressional action. In 
the arguments for is found the following: 

“A little over 70 percent of all persons aged 65 and over are now eligible for 
benefits under the old-age survivors and disability insurance program. Even- 
tually more than 9 in 10 aged persons will-be eligible. The old-age survivors 
and disability insurance mechanism provides a ready and equitable method of 
spreading the cost of hospital care for the aged over the entire working popula- 
tion. An increase in the present social security taxes would provide immediate 
protection for those now eligible for benefits. Persons now at work would in 
turn become entitled to the same protection when they reach retirement age. 
The individual’s contribution toward the cost of medical care in old age would 
be spread over his working lifetime without breaks in coverage due to change 
of residence or employment.” ‘ 

The cost, of course, of additional old-age survivors disability insurance benefits 
to cover hospitalization is a legitimate inquiry. Who would bear the cost is a 
question the public would want clearly determined. 

Now, in examining the various statements on this subject, I note that the 
organizations of physicians and dentists who oppose the OASDI approach in- 
variably describe the benefits as free medical and free hospital care. I submit 


: that the word “free” in this connection is in error. It is true that if health 


benefits were immediately included in social security, many persons would receive 
benefits over and above their contributions to the social security system. But, 
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from a long-range point of view, there is nothing free involved. By increases 
in social security taxes, to be paid by both employer and employee, funds would 
be raised to finance the plan. It would be no more free than the mqnthly social 
security payments which come out of the money paid over the years by employers 
and employees. These are nothing more than insurance, a highly American con- 
cept, the difference being only that it is administered by Government. Asa 
matter of fact, the social security program has stimulated the growth of private 
pension plans. There is certainly room for both private and public insurance 
in our country. 

So I think, in approaching this subject, we must first clear our minds of ancient 
pugaboos, prejudices, and superstitions. It was only about a quarter of a cen- 
tury ago that social security first came into being. When it was first proposed— 
and I am sure many in this audience remember the furious controversy that was 
kicked up—social security was denounced as socialism, not creeping socialism, 
put galloping socialism. Well, the fires of that controversy have not only been 
banked; they have been extinguished. In the course of time social security has 
received universal acceptance among the American people. In fact, I doubt that 
of all the reform legislation passed in the last 25 years there is any measure more 
popular or more cherished than social security. 

It was passed under a Democratic administration, but during succeeding 
Republican administrations it has not only been preserved but strengthened in 
breadth and in depth. Hardly a year goes by without extension of social secu- 
rity to more and more persons in our population, or without increases in benefits. 
It is no longer a partisan measure; it is a national measure. 

Some of the opponents of an extension of social security insurance to include 
additional health care benefits ask for greater use of Hill-Burton funds in build- 
ing nursing homes and chronic disease units of general hospitals. They ask for 
FHA-type loan guarantees to nonprofit and proprietary health facilities serving 
the aged. It is also a fact that about half the beds for the country’s entire 
hospital population are publicly supported at the Federal or State level. It is 
difficult to see how these facts can be squared with opposition to an insurance 
plan, paid for out of the pockets of employers and employees, to guard against 
the illnesses of old age. 

There is a real division of opinion among individuals in professional organi- 
zations over use of the secial security insurance mechanism to provide health 
care. Even those -who advocate this extension would want to know the facts 
about costs and methods of administration. Undoubtedly a full evaluation 
should be made of the shifting of costs from one group to another in providing 
such care. 

Last year, the Governing Council of the American Public Health Association 
adopted a resolution stating that “Health services for the aged are inadequate 
throughout the Nation” and supporting “appropriate proposals to provide paid-up 
insurance for health services required by aged persons.” The American Hos- 
pital Association recognizes the need for some type of Federal action and is 
looking around for alternatives. The Physicians’ Forum and many other groups 
are supporting the use of the social security system to provide health care 
for our senior citizens. 

A tidal wave of public and professional opinion is gathering to promote 
remedial action. Nor can there be any doubt that the problem is one that 
affects‘the national interest or is one that is properly a matter of national 
concern. Abraham Lincoln said: “The legitimate object of Government is to do 
for a community of people whatever they need to have done but cannot do at all, 
or cannot do so well for themselves, in their separate and individual capacities.” 
This is the test which President Eisenhower often uses in his analyses of public 
problems. Last year, Congress passed a measure calling for a White House 
Conference on Aging in January 1961, and similar State conferences prior to 
that time. In all these meetings the question of health for the aged will receive 
a high priority. 

I seriously doubt that a satisfactory system of insurance could be set up by 
the individual States acting in cooperation with the Federal Government. We 
did so in the field of unemployment compensation, and the result has been a 
patchwork of schedules throughout the country. The States that live up to their 
responsibilities, by providing fair compensation and reasonable time limits for 
men out of work, are discriminated against by States which provide low com- 
pensation and short-time limits. It is generally agreed that men thrown out of 
work through no fault of their own should receive about half their regular wage 
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in unemployment compensation. Despite the constant urging of the President 
and Secretary of Labor, many States fall below this standard. By this means, 
they seek to lure industry from States which adhere to a higher standard. In 
health care, if it were left to the States, we could very well have a repetition 
of this unfair patchwork pattern. 

There are two serious practical difficulties in solving the problem of health 
aid to the aging at the local and State levels. Welfare administration left to 
local autonomy creates islands of injustice and a lack of uniformity develops, 
We see this particularly with respect to general assistance programs when left 
to local jurisdictions without State supervision. 

Secondly, many of our State legislatures are not responsive to the needs of 
the populous areas. Time and again legislatures not reapportioned for decades, 
representing acres rather than -people, refuse to act. The Federal Legislature 
in such cases responds. 

Now it seems to me a most important step should be taken by the present 
session of Congress, and that is to hold public hearings on the various bills that 
have been introduced concerning health measures for the aged. We all realize 
that there are many knotty questions involved; that this is not a simple but a 
complicated matter, and all sides should be heard as we go forward to produce 
solutions to one of the gravest problems of our time. One way or another, upon 
society falls the burden of caring for older persons who cannot care for them- 
selves. They are on the public assistance rolls; they crowd our institutions; 
many older persons, indeed, find their way into mental hospitals where they do 
not properly belong. 

In the absence of a sound and reasonable alternative, I feel we must solve 
at least part of the problem by the American principle of insurance, as repre- 
sented by the social security system. 


STATE OF NEW JERSEY, 
DEPARTMENT OF CONSERVATION AND ECONOMIC DEVELOPMENT, 
Trenton, July 15, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 


Dear Mr. CHAIRMAN: The enclosed report of a special committee to the New 
Jersey Commission on Aging will be submitted to the Commission for its 
consideration. 
It is submitted to you for your information and for inclusion in the record 
of your committee’s hearings on H.R. 4700, the Forand bill. ° 
Sincerely, 

Davin S. Davies, Evecutive Assistant. 


REporRT OF A SPECIAL COMMITTEE TO THE NEW JERSEY COMMISSION ON AGING 


It is axiomatic that a person who is sick long enough and severely enough 
eventually will exhaust his resources, and the resources of family, too, if he is 
fortunate enough to have others upon whom he can depend. Indigency by virtue 
of medical expenditures is a threat to nearly every person, and particularly 
to those 15 million Americans who are 65 years of age and older, 9 million of 
whom have yearly money incomes of less than $1,000. 

The diseases of old age are chronic diseases. Chronic illness, debilitating 
in itself, is disastrous to the majority of the Nation’s senior citizens who are 
unable to pay the cost of hospital, surgical, and nursing home care. 

A comprehensive health program for senior citizens is universally recognized 
in this country as the single most critical need of the elderly. 

Given the universal recognition of the problem there must also be universal 
agreement that adequate insurance must be provided for our senior citizens 
against the costs of maintaining good health. 

How is such insurance to be provided? 

The loudest voices now being heard are calling for an expansion of existing 
private insurance programs. The best that can be said for those who make 
such proposals is that they are not facing squarely the medical problems of 
_ the aged. For example, the most liberal private insurance program now available 
to persons 65 years of age and older provides the following benefits: $10 per 
day for 31 days of each hospital confinement; $200 for surgical benefits and 


“i 
3 
as 
By 
5 
4 
ist 


BENEFITS FOR OASI BENEFICIARIES 639 


50 percent of miscellaneous hospital expenses up to $125. The cost of such a 
policy is $6 per month, or $72 a year. 

What does such protection mean to a senior citizen in New Jefsey who has 
money income of $1,000 a year? ‘ 

The average cost of a hospital bed in New Jetsey is.$25 per day. If the 
privately insured person spends 31 days in a hospital where he is charged 
$25 per day his total bill for the hospital bed will be $775 of which his insurance 
will cover $310, leaving $465 for the privately insured patient to pay. This 
combined with his annual premium means that he will be spending more than 
half of his income for a stay in the hospital, and he will not yet have begun to 
pay doctor bills or the cost of such nursing home care as he may need subsequent 
to being discharged from the hospital. 

How significant, then, is the boast by those who propose that private insur- 
ance programs do the job that 40 percent of all persons 65 years of age and 
over have some kind of private medical insurance? Obviously it is a hollow 
claim that says nothing about the ability such insurance gives the policyholder 
to pay his medical bills. 

The fact is that older people have need for far greater coverage than is 
available, and that they are less able to pay the rates required. Hopeful 
reflections on the growth of private insurance indicates an unwillingness to 
recognize that the health needs of the aging represent a major social ill—one 
that cries for constructive remedy. 

The New Jersey Commission on Aging, the first agency to develop a program 
for older people within the executive branch of a State government, has con- 
sidered various proposals to deal with the problem of health protection for 
senior citizens. 

Action by individual States has been rejected as contributing to the patchwork 
of social legislation such as workmen’s compensation, temporary disability in- 
surance and unemployment insurance, the inconsistencies of which work to the 
disadvantage of the insured. 

The commission believes that this Nation has already learned how best to do 
the job. The experience of planning and administering a program to provide 
minimum income for the bulk of persons 65 years of age and over should be 
turned to account now. This social security program is approved throughout our 
society, there being disagreement only upon how quickly increased financial as- 
sistance should be given our senior citizens and the amounts of such increased 
assistance. 

We are called upon now to show how well we have learned. Our times dictate 
that we take immediate steps to broaden the Nation’s social security program 
to include comprehensive health protection for our senior citizens. 

It should be noted that as presently expressed in proposed legislation, the ad- 
dition of health protection to the social security program does not come anywhere 
near providing a comprehensive health protection program for the aged. This 
ean be illustrated in many ways, but there is no more vivid demonstration of 
this than the fact that minimum nursing home care today costs $2,400 a year, 
only one-third of which would be covered if the proposed legislation were law. 

Yet, while H.R. 4700 cannot be considered comprehensive by any standard of 
medical needs, it does embrace the principle of broad-based prepaid insurance 
partieularly geared to the hospital, surgical, and nursing home needs of the 
aged. 

Governor Robert B. Meyner has spearheaded the endorsement of this principle. 
In remarks delivered last month before the First National Conference of the Joint 
Council to Improve the Health Care of the Aged, he succinctly summarized the 
health problems of persons 65 years of age and over. He then endorsed a pro- 
gram of the kind proposed in the Forand bill, pointing out that the addition of 
health protection to the social security program would be attacking the problem 
of health protection for senior citizens through the American principle of insur- 
ance. 

The New Jersey Commission on Aging joins with Governor Meyner in endors- 
ing that principle. 

Members of the special committee: 

Chairman: David S. Davies, executive assistant to the commissioner, New 
Jersey Department of Conservation and Economic Development. 

Lawrence O. Houstoun, Jr., executive assistant to the commissioner, New 
Jersey Department of Labor and Industry. 

William J. Joseph, assistant director, division of pensions, New Jersey 
Department of the Treasury. 
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AMERICAN ASSOCIATION OF WORKERS FOR THE BLIND, INc., 
Washington, D.C., July 20, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House Office Building, Washington, D.C. 

Dear Mr. MILts: In accordance with the request of the American Association 
of Workers for the Blind; I am enclosing for your information, a copy of a 
resolution expressing their views concerning your bill H.R. 4700. This resolution 
was adopted at a recent convention in Detroit, Mich. 

If possible, I would like this resolution included as a part of the printed 
hearings on this bill. 

Thanking you, I am 

Sincerely yours, 
GrorGE KEANE, 
Chairman, Legislative Committee. 


Whereas many recipients of old-age and survivors insurance are financially 
unable to meet the expenses of hospital and adequate medical care; and 

Whereas Congressman Forand has introduced a bill into the Congress of the 
United States to assist such persons: Therefore be it 

Resolved, That the members of the AAWB, in convention assembled on July 
10, 1959, do hereby endorse and urge passage of the said Forand bill, H.R. 4700, 


STATEMENT OF IRVIN P. SCHLOSS, LEGISLATIVE ANALYST, AMERICAN FOUNDATION 
FOR THE BLIND 


I am glad to have this opportunity to state the views of the American Founda- 
tion for the Blind on H.R. 4700 and related bills, which are designed to establish 
an insurance program under the social security system to cover the cost of 
hospitalization, surgical service, and nursing home care for persons 65 and over 
who are entitled to receive social security retirement pensions. 

The American Foundation for the Blind believes that this proposed legislation 
is desirable, timely, and meritorious if certain modifications are incorporated. 
The modifications we respectfully recommend to the committee are: (1) broaden- 
ing of the benefit to include medical service rather than just surgical service, so 
that beneficiaries would be able to have the cost of nonsurgical medical care 
covered ; (2) inclusion of medical rehabilitation for physical restoration purposes 
as a benefit, with the requisite extension of the 120-day maximum hospitalization 
period for such cases; and (3) broadening the basis for eligibility to include 
disability insurance beneficiaries between the ages of 50 and 65. 

The concept of the proposed legislation is sound, practical, and in the best 
interests of the American people. By making it possible for persons to provide 
during their optimum years of employment through a contributory insurance 
plan for their medical care needs after retirement age when their income is 
substantially curtailed, this legislation would enable our senior citizens to receive 
adequate medical care for which they themselves had paid. At present, many 
older persons must do without the medical care they need because they cannot 
afford it, or else they must seek it on a charity basis—a demoralizing prospect 
for an individual who has spent his productive years as a typically independent 
American citizen contributing to the growth and development of our national 
economy. 

The typical retired worker finds himself in a difficult position today. Steadily 
increasing living costs force him to make every penny of his social security 
retirement pension stretch as far as it can. He and his wife begin to do without 
many small pleasures they enjoyed a few short, years before the retirement he 
had so keenly looked forward to. He views with alarm the steadily increasing 
payments for doctor bills and medicines—expenses not covered in the legislation 
being considered—as the chronic ailments which attend the aging process become 
more persistent and frequent. An acute health situation requiring surgery or 
hospitalization for a period of 2 or 3 weeks arises and virtually wipes out his 
savings’; and as a result, he and his wife live in dread of another similar occur- 
rence because they do not have the financial resources required for today’s medi- 


* cal care. I know that the situation I have just described is duplicated many 


times over in our country today. With an adequate medical care insurance pro 
gram under the social security system, it need not happen, 
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Our reason for recommending the change to medical service rather than surgi- 
cal service only in H.R. 4700 is that many of the chronic illnesses of.older people 
which require hospitalization call for the services of a medical doctor and not 
asurgeon. Cardiac conditions are a primary example. 

Medical rehabilitation for physical restoration purposes is another vital 
service which should be included. Arthritis and other crippling diseases which 
can be ameliorated through physical restoration services frequently require pe- 
riods of hospitalization substantially longer than the 120-day maximum provided 
for in H.R. 4700. The results achieved in enabling such persons to become am- 
bulatory and take care of their needs more than justifies the inclusion of this 
service. 

The inclusion of disability insurance beneficiaries between the ages of 50 and 
65 among those eligible for benefits under H.R. 4700 is our third recommendation. 
These individuals are faced with the same financial difficulties as persons receiv- 
ing old-age pensions and should have adequate medical care available to them 
under this type of contributory insurance program. 

According to the Social Security Administration, more than half a million 
old-age pension recipients are also receiving public assistance under the aid-to- 
the-aged program. Similarly, approximately 25,000 recipients of retirement pen- 
sions and disability insurance payments have found it necessary to go on the 
public assistance rolls in the aid to the blind and aid to the permanently and 
totally disabled categories. There can be no question that the high cost of 
medical care is a highly significant contributing factor. How much better it 
would be for the country economically and for the individual psychologically 
if he received adequate medical care because he had insured himself for it 
and no longer needed public assistance to make ends meet. 

Approximately 175,000 blind people—or nearly half of our blind population— 
are over 65. Many are blind from cataracts and other conditions which fre- 
quently accompany aging. An adequate medical care program under the social 
security system would make many operations for sight restoration possible— 
operations which just aren’t being performed because the people concerned 
cannot afford them. 

At the recent convention of the American Association of Workers for the 
Blind, held in Detroit, Mich., July 5-10, 1959, a resolution urging enactment of 
H.R. 4700 was unanimously adopted. This resolution was referred to the con- 
vention by the AAWB home teachers group, workers who know firsthand from 
going into the homes of blind persons how much good this type of insurance 
program would do and how much it is needed. 

The American Foundation for the Blind respectfully urges the Committee 
on Ways and Means to take favorable action on the proposed legislation, incor- 
porating the modifications recommended above. 


House OF REPRESENTATIVES, 
Washington, D.C., July 16, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 
Deak CHAIRMAN MILLs: Enclosed you will find a copy of a resolution adopted 
by the common council, city of West Allis, Wis., in support of H.R. 4700. 
Your consideration in making the resolution a part of the record of the hearings 
on this bill will be appreciated. 
With best wishes, I am 
Yours sincerely, 
CLEMENT J. ZABLOCKI, 
Member of Congress. 


OFFICE OF THE Crry CLERK, CriTy oF WEST ALLIS, WIs., 
July 14, 1959. 
I hereby certify that the attached is a true and correct copy of a resolution 
adopted by the common council, city of West Allis, Wis., at a regular meeting 
of said common council held on the 7th day of July 1959. 


[SEAL] Pui Evviorr, City Clerk. 
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10103 
By Alderman Sterzinger 


Whereas there is presently pending in the Congress of the United States a 
bill known as the Forand bill, H.R. 4700, which provides for medical and surgical 
benefits to retired persons under the social security system and also provides 
for an increase in contributions for this purpose to the present social security 
fund by one-fourth of 1 percent for employees and one-fourth of 1 percent for 
employers and three-eighths of 1 percent for self-employed persons on earnings 
up to $4,800 a year ; and 

Whereas there are many West Allis residents who have attained eligibility 
in the social security system and are in need of such benefits: Now, therefore, 
be it 

Resolved by the mayor and Common Council of the City of West Allis, That 
the city of West Allis is in favor of such legislation ; and be it further 

Resolved, That the city clerk transmit a certified copy af this resolution to 
Senator Alexander Wiley, Senator William Proxmire, and to Representative 
Clement J. Zablocki; and be itfurther 

Resolved, That Senators Wiley and Proxmire and Representative Zablocki are 
hereby urged to favor this legislation. 

Adopted July 7, 1959. 


Approved July 10, 1959. 


Pu City Clerk. 
ARNOLD W. Kina, Mayor, 


STATEMENT OF THE MEDICAL ASSOCIATION OF ALABAMA 


The Medical Association of Alabama requested appropriate time to testify 
before the Ways and Means Committee, in opposition to H.R. 4700. Since time 
was not available we trust that this statement will be included in the printed 
record. 

I am Dr. M. Vaun Adams, of Mobile, Ala. I am a member of the house of 
delegates of the American Medical Association and chairman of the committee 
on legislation of the Medical Association of Alabama. I have been in the private 
practice of pediatrics for 28 years. 

The membership of the Medical Association of Alabama is opposed to the 
philosophy of government which has been embodied in the Forand bill (H.R. 
4700). It is contrary to the thoughts of the pioneers who made this Nation 
great, contrary to the thoughts of the responsible citizens (and taxpayers) who 
make their own living, who believe in individual initiative and self-determination. 

Legislation of this type will, without doubt, socialize the practice of medicine, 
as it has in many other countries. It will eventually destroy and socialize all 
of the learned professions. This regimentation of the profession will tend to 
stifle the ambitions, dull the spirit, and have detrimental effects on the character 
of younger generations. Such mobilization, as is proposed, will result in the 
deterioration of medical practice as it is known today. 

The tremendous progress of scientific medicine has been accomplished under 
the free enterprise system, without paternalistic governmental decree. It is 
unrealistic to assume that any bureaucratic agency, administered under political 
guidance, can ever hope to achieve such an enviable record. Where any type of 
legislation, interposes a third party between the physician and his patient, the 
gradual disintegration of health care is inevitable. 

The medical profession strongly advocates the utilization of voluntary pre 
paid health insurance and hospital insurance. The evolution of newer types 
of insurance coverage, such as the deductible, the catastrophic and the partici- 
pating are prime examples of progress in voluntary health insurance. 

We believe that each State and county, particularly each county, should take 
care of those who are unable to care for themselves. In 1957, the Legislature 
of the State of Alabama established a plan for the care of the medically 
—- Appropriations will be increased every 2 years, according to the 
plan. 

Even now approximately 50 percent of elderly persons, who are medically 
indigent, are already registered on the welfare program in Birmingham, Mobile, 
Montgomery, and Huntsville. We believe this is a community responsibility. 
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The medical profession is working, and will continue to cooperate and work 


with all agencies interested in solving the problems of the aged. Lest you be 
misled, however, only a small part of the problems of the aged are caused by 


jack of medical care. Many elderly people, because of fear or for other reasons, 


a refuse to take advantage of available medical tare. We must strive hard 

val to preserve our Own individual freedom as well as our community freedom. 

leg Any discussion of social security, and its ramifications, naturally gravitatesto ~ 

ity economic feasibility and the national debt. It troubles many of us to watch the 

for soaring cost of government during the last two or three decades. At some time 

igs in life every man must make an accounting of himself, to himself, and so it 
should be with the Government. The unpredictable cost of unrestrained social 

ity and health legislation could easily cause economic chaos. ' 

re, The experience of other nations shows that the cost of executing compulsory 
health plans will far exceed the original estimates. There will certainly be a 

iat serious shortage in hospitals, nursing homes, beds, nurses, and in X-ray as well 
as medical technicians. 

to Without doubt, the ultimate goal of the sponsors of the Forand bill is the 

ive complete socialization of medicine, and then the socialization of dentistry and 


all the other professions. They are attempting to destroy a way of life which 

ire has accomplished great deeds and has also given us independence, individuality, 

and freedom. 
The Medical Association of Alabama wishes to thank the Ways and Means 

Committee for the opportunity of presenting some fundamental and basic con- 

cepts, which we believe are of the utmost importance in a discussion of H.R. 


4700. 
STATEMENT OF JESSE D. HAmMeER, M.D., REPRESENTING THE ARIZONA MEDICAL . 
ASSOCIATION, ON H.R. 4700 a 
od Mr. Chairman and members of the Ways and Means Committee, my name is 
ted Jesse D. Hamer. I have been engagéd in the private practice of medicine in 
Phoenix, Ariz., since 1928. I am a past president of the Arizona Medical Asso- 
of ciation, and I represent the doctors in my State in the house of delegates of 
tee the American Medical Association. 
ate The doctors of Arizona afte becoming increasingly concerned with the tendency a 
which has grown in recent times whereby the Federal Government is looked to i, 


the for the solution of problems which were previously handled by the individual, 
R. his family,. or his local community. We sincerely believe that the fostering 
ion of this attitude can only result in a diminution of the freedoms Americans have 
“ho historically enjoyed. 


pony We believe that H.R. 4700 is but one more paying block on the road to com- 

ne, plete Government control in the daily lives of Americans. We therefore oppose 
il its enactment. 

a The committee has beén informed of the programs already in existence or in 


tor the process of expansion in many of our States and communities which are 
the leading to a solution of the health problems of the aged. This action has been 

stimulated, to some degree, by organizational promotion in each of the States 
in preparation for the White House Conference on Aging in January 1961. 
4 Recently 900 individuals gathered in a preliminary workshop preparatory to this 
cal conference at Ann Arbor, Mich. Under the direction of the Department of 

Health, Education, and Welfare, State and local groups are being encouraged 
the to study and develop sound public health programs for their people and to ex- 

change ideas concerning the most constructive experiments that are already in 
operation in many of our communities. 


red Health should be one of the functions of the community’s total way of life; 

ici- and furtherance of health goals should be dependent upon local initiative, we 
support, and participation. Health should also be closely related to such factors be 
ake as housing, nutrition, and the basic standard of living. Therefore, the first ; 
ewe steps toward dynamic planning for health is the formation of local and State 

1 citizens’ councils wherever they do not already exist to serve as the conscience x 
md of the community on all matters of general welfare. os 


These councils can bring together lay and professional groups for the study 
ally and solution of health problems not only for the aged but for all segments of 

the community. In many instances the local health department, State health 
department, hospital authorities, medical societies, public welfare departments, 
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State and local officials have joined forces. Such councils are gathering factual 
data to establish the nature of health needs and to develop methods for effective 
implementation of programs to meet them. 

It is through the encouragement of these grassroot movements with intimate, 
face-to-face associations, and the satisfaction to be derived from the sense of 
sharing in a creative activity that these problems can and will be solved. 

It is through such planning as the White House Conference on Aging that our 
citizens will learn by direct participation in planning for their own health and 
that of senior citizens that the problem is closely enmeshed with their daily 
lives. This can only end in a broadening and strengthening of the availability 
of local facilities. 

In order to have fewer sick people, the development of preventive health 
programs based on constant research should go hand in hand with the expansion 
of curative facilities. We should have positive aims for the reinvigoration of 
the human mind, body, and spirit and not merely be interested in the alleviation 
of a suffering created to a great extend by our social defects. 

Far too much of our welfare work is now devoted to compensating people for 
misfortune that might have been prevented. To be sure, we must protect the 
sick, the weak, and the incompetent. But it is high time that we spend more 
of our energies in protecting the well, the strong, and the taleated if our 
Nation is ever going to develop its fullest human, civic, and ethico-political 
capacities. Our responsibility must be the creating and protecting of the gifted 
individual while improving the status of the less fortunate through health 
care or otherwise. 

We accept the premise that good medical care should be made available for 
all the people. How can it be financed for the low-income groups? Can voluntary 
health insurance take care of the major needs for hospitalization and medical 
care? 

We believe that it can be done—even with the lower income groups. Doctors 
historically have lowered their fees commensurate with the individual’s ability 
to pay. Blue Cross and Blue Shield are making available new and better policies 
at a reasonable charge for the oldsters. 

We, in Arizona, that is the medical profession and those charged with the 
responsibilities of administering hospitals, have through this State’s Blue 
Cross-Blue Shield plan been doing something concrete and constructive about the 
aged for a number of years. In fact, we have engaged in this activity for nearly 
10 years. 

And just what has this activity been? First, let me say, it has been manifold 
in conception. For example, where aged people enroll in Arizona Blue Cross- 
Blue Shield groups they have been eligible for coverage and benefits the same 
as anyone else regardless of how old they may be. Their ages, or the fact that 
they might utilize the services more frequently, have in no way affected their 
rates or placed limitation on their benefits. In other words, they have been 
eligible for coverage identical to that available to people at younger age levels. 
So this is prime example No. 1 of how we have been providing for the aged 
in our State. 

Secondly, we have periodically made nongroup enrollment available to Arizona 
residents under 65 years of age. What this means is that people enrolling before 
they reach 65 on a nongroup basis could continue to carry their Blue Cross-Blue 
Shield after reaching 65 with no fear of cahcellation, no reduction of benefits, 
or no increase in dues because of their age. It is a fact that many people, leaving 
their place of employment where they had hospital-surgical-medical coverage 
other than Blue Cross-Blue Shield, discovered that they had to give up their 
coverage upon termination or retirement. These same people have come to Blue 
Cross to get coverage to replace the commercial coverage which they lost. 

Thirdly, in this connection, we feel it is pertinent to point out that a Blue 
Cross-Blue Shield member leaving a group is not terminated by the prepayment 
plan, but rather is carried as a direct payment member, regardless of his age or 
the amount of utilization registered against him. 

And fourthly, only recently Arizona Blue Cross-Blue Shield has come forth 
with what is popularly known as a senior citizen certificate. This particular 
type of coverage is for people over 60 years of age with no age limit whatsoever. 
This, together with the previous group and nongroup coverages, now makes it 
possible for practically every bona fide resident of the State of Arizona who 
is in good health to obtain hospital-surgical-medical coverage. At the present 
time the senior citizen program is being offered on a semiannual basis. Our 
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senior citizen certificate has been offered to the general public very recently. 
It was advertised and promoted extensively, and a healthy response is anticipated. 

Various independent insurance systems in indystry, labor unions, and private 
carriers are offering policies for health protection: to those aged 65 and over. 
To achieve a realistic goal, the medical profession will throw itself wholeheart- 
edly behind all cooperative insurance plans whether for hospitalization or medical 
service. Altogether, we can foresee within the next few years most of the older 
generation who desire such coverage in possession of such a policy. : 

Health programs must be continually built from the individual and community 
level upward. The process need not be slow if the State and public health offi- 
cers, the medical profession, and insurance industry will do their share and mesh 
their efforts with those of the hometown folks. With determination, applied 
intelligence, and constructive effort on every level of government, and between 
civic and professional leaders, we can continue to improve the health picture for 
all and make it possible for every American family to obtain the medical service 
it needs. 

The Arizona Medical Association appreciates this opportunity to submit its 
opinion on this subject. 


RESOLUTION OF ARKANSAS MEDICAL SocreTy, SMITH, ARK. 


Whereas legislation has been proposed that would amend the Social Security 
Act to provide for the Federal purchase of certain health care service for social 
security beneficiaries ; and 

Whereas such legislation would further increase social security taxes which 
are already scheduled to reach 9 percent of payroll—up to $4,800 income; and 

Whereas care for the older citizen calls for a flexibility of medical approach 
and technique—not the rigidity inherent in Government controlled programs; and 

Whereas the proposed legislation is a political approach to a health program ; 
and 

Whereas a nationalized program of this sort would weaken the patient-physi- 
cian relationship ; and 

Whereas a bureaucratio system for solving individual health problems of the 
aged would result in political-abuses and administrative waste: Now, therefore, 
be it 

Resolved, That the Arkansas Medical Society does hereby go on record against 
adoption of H.R. 4700 introduced in the 86th Congress by Representative A. J. 
Forand, of Rhode Island. 


STATEMENT OF THE CoLoRADO STATE MEDICAL Socrery RE H.R. 4700, 867TH CoNnGRESS 
AMENDMENTS TO THE SocraL SECURITY ACT 


Mr. Chairman, my name is Irvin FE. Hendryson. I am a practicing physician 
in Denver, Colo., and I am appearing here before your committee on behalf 
of the practicing physicians of the Colorado State Medical Society and also on 
behalf of the overburdened taxpayers of our State, who see in this proposed 
legislation, H.R. 4700, further establishment of bureaucracy, further waste, 
and further centralization at the Federal level of matters that we feel should 
be directly handled at the local level. 

Aside from these indicated and obvious dangers, we feel it is our duty to warn 
you that this proposed legislation will not provide the kind of medical care 
that we all wish for the aged. The regulatory mechanisms written into H.R. 
4700 in dealing with the contractual arrangements which will be made through 
the Department of Health, Education, and Welfare with hospitals and physicians, 
are certain to deprive the aged patient of his free choice of hospital and his 
free choice of physician. It will substitute a type of medical care which is far 
inferior to the high standards of medical practice as we know them today. 

There are other ways of getting at this problem which have been tried in various 
forms in many States. In Colorado we have established a plan which has been 
in operation now successfully for a period of 18 months. It provides hospital, 
medical, and surgical care for recipients under our old-age pension plan. It per- 
mits the patient to select his own physician, and it permits him to be hospitalized 
in the hosiptal of his choice. There are no strings attached concerning which 
physician may be available under the plan. As it now stands the recipients of this 
medical care are provided the same care you would be provided in a private 
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hospital of your own choice with care being supplied by your own private 
physician. 

Through legislative enactment funds have been set aside and the Blue Crogs 
and Blue Shield plans have been designated as the fiscal agents for Colorado's 
hospitals and doctors, almost all of whom are cooperating thus in giving health 
care to our aged. In effect these pensioners are holding Blue Cross hospitali- 
zation and Blue Shield medical care coverage and are using it in the same fashion 
as though they were buying insurance themselves. In this particular instance 
the funds are paid from various State excise and sales taxes. The care is still 
being administered, however, at a local level where we have an opportunity 
to sce actually what the aged pensioner is receiving for his money. 

We have a strong feeling against the Federal Government becoming involved 
in this type of health care. Predominately we worry in Colorado about the 
tremendous shrinkage in tax dollars that pass through the Federal Treasury, 
When we send a dollar to Washington it comes back to the community as a mighty 
small piece of change. We are sure that this is wasteful and extremely dangerous, 
with taxes ever mounting and becoming an almost insufferable burden to bear. 

We of the medical profession have been accused of narrow sightedness and self- 
interest in opposing this legislation. These charges are made by peopte who them- 
selves have special interest in the legislation. Health, gentlemen, in all of its 
aspects and ramifications is our business, just as government is your business, 
We do have a better working knowledge of what is good and what is bad in 
health matters as regards the general population than any other group. We 
doubt very seriously that the Hoffas, the Becks, and the Reuthers have con- 
tributed anything to the advancement of modern medical care, as we know it 
today. 

The very fact that has brought the problems of the aged into focus is the 
increase of life expectancy during the past 55 years. It is medicine, with its 
skills and techniques and its devotion to duty, which has raised the estimated 
expectancy from 47 years in 1900 to 70 years in 1955. During all of this time 
it has been the system of medicine that has evolved in this country (the greatest 
the world has ever known) which is responsible for this change. For a few 
persons now to suddenly come on the scene and insist that what American 
medicine has been doing for 55 years is wrong and that only they know what 
is best in medical care is absurd. The choice that is being presented seems to be 
for our country to abandon all that we have that has proven to be workable 
and good, in favor of a type of Federal centralization and control which has been 
proven in other countries to be inferior. 

I would like to urge, gentlemen, that this proposed legislation be discarded 
and that every encouragement be given to the care of our aged at the local level 
by whatever plan seems to best fit each given situation. It is common knowledge 
that the growth of voluntary health insurance plans, even in its short history of 
operation, has already covered a large segment of the aged population. This can 
be increased and strengthened if given a chance. The free enterprise system is not 
dead, gentlemen, nor is it decadent. If given only a fair chance it can solve 
the problem which we have before us. The solution is not in wasteful Federal 
centralization and control. This approach to the problem will only lead to com- 
pounding more problems as time goes on. The ever-increasing population of the 
aged will assure this. Their medical management cannot be accomplished by 
waving the magic wand of Federal legislation followed by the creation of another 
bureaucracy with all of its weaknesses and faults. Aging is a continuing prob- 
lem that we all must face and it should be faced at the community level. 


STATEMENT OF THE ConNECTICUT STaTE Mepicat Society, Re H.R. 4700, 86TH 
Concress, Soctan Securrry AMENDMENTS OF 1959, By ELLWwoop C. WEISE, 


Sr., M.D. 


I am appearing here today as the representative of the 3,220 physician mem- 
bers of the Connecticut State Medical Society, who have authorized me to present 
or yeod of the medical profession in my State concerning the Forand bill, 

-R. 4700. 

It is the considered opinion of our society that H.R. 4700 is not merely another 
program which, if enacted, must of necessity increase the already heavy burden 
of taxation on all the people. While the unquestionably tremendous cost of this 
scheme is a matter for major concern to every taxpayer, our examination of the 


i 
5 
wy 
| 
| 
| 
% 
| 


ont 


his 
he 


BENEFITS FOR OASI BENEFICIARIES 647 


Forand bill has disclosed in it a basie but undeclared provision which is of far 
greater importance to Americans than money. This well-concealed foundation 
on which all of the other provisions rest, reflects a philosophy whiclr we believe 
to be foreign to our way of life and one which seeks to make legal the abrogation 
of the cherished freedoms of every man, woman, and child in the Nation. Con- 
necticut doctors have always viewed Forand-type bills as pieces of “foot in the 
door” legislation, which are designed to further break down the traditional 
American system and open the way for full-scale Government control of our 
economy. Once the basic freedoms of those who provide medical care have 
been surreptitiously taken away, the writing will be on the wall for every other 
productive segment of our still comparatively free society. Nor will the inalien- 
able rights of the present and future recipients of medical care on these terms 
remain inviolate. 

This was the primary reason which caused our house of delegates, on April 29, 
1958, to go on record as being opposed to the Forand bill and allied bills. This 
opposition was neither blind, nor selfish, nor political. Since 1958, our attitude 
toward the Forand bill has not changed. We still consider it to be a costly, ill- 
conceived, and potentially dangerous legislative measure to which we are 
unalterably opposed. 

Over the years, refinements and modifications of the original proposals have 
been made, each designed to entice first one group in the medical care field and 
then another into lending their support to the bill. These several enticements 
have not had their planned effect. They have not been successful because they 
have failed to conceal the basic danger of the program. We fervently hope that 
the members of this committee will consider it significant that as recently as 
June 1959, a joint statement was made by the Joint Council To Improve the 
Health Care of the Aged, which was subcribed to by representatives of the Amer- 
ican Medical Association, the American Hospital Association, the American 
Nursing Home Association, and the American Dental Association: 

“All four member organizations of the joint council are unequivocally opposed 
to compulsory Government health insurance for any segment of the population.” 

It has been frequently stated by some that organized medicine merely opposes 
legislation; that it has a negative attitude and that while rejecting the hastily 
contrived solutions to health problems offered by others, proposes none of its 
own. If indeed such statefnents were ever true in the past, it has been force- 
fully demonstrated that this is not the case today. Under the competent direc- 
tion of the American Medical Association, component State and county medical 
societies all across the Nation have been diligently working to determine the 
health care needs of the aging and are giving their fullest cooperation to allied 
health agencies in the development of prepayment and insurance plans to meet 
these needs. This job is being done by people who are really qualified to 
undertake it and they are making almost unbelievable progress toward their 
goal, all within the framework of a free society and at almost no cost to the 
Government. 

Connecticut physicians are actively participating in this work. Through the 
Connecticut State Medical Society, they have been represented at the First 
National Conference of the Joint Council To Improve the Health Care of the 
Aged. In preparation for the White House Conference on the Problems of the 
Aging, to be held in 1961, our Committee on Aging is planning to hold joint 
meetings with Connecticut chapters of the American Dental Association, the 
American Hospital Association, and the American Nursing Home Association 
and to participate with these agencies in a New England regional meeting for 
the purpose of working out methods of providing medical care to our senior 
citizens at reasonable cost. On April 28, 1959, our house of delegates unani- 
mously adopted the resolution: 

“That the Connecticut State Medical Society pledges its continued support 
to the development of effective health and prepayment programs for all indi- 
viduals, including those over 65.” 

The society is conducting a relative value study which will be of aid to Blue 
Shield and private insurance carriers in making better programs with broader 
coverage available to those over 65 at the lowest possible cost. 
we ° aa these several efforts, some rather startling facts have come 

ght. 
(1) There are approximately 200,000 residents of Connecticut over age 65. 
(2) Of these, well over half have some form of insurance against hospital 
costs, more than 100,000 being entitled to protection by Blue Cross alone. 


ite 
0's 
ith 
on 
ce 
‘ill 
ity 
ed 
he 
ry. 
ity 
us, 
f- 
‘m- 
its 
SS, 
in 
We 
on- 
“it 
the 
its 
ted 
me 
est 
ew 
an 
nat 
be 
ble 
en 
led 
vel 
ige 
of 
an 
not 
lve 
ral 
m- 
the 
by 
her 
ob- 
TH 
SE, 

5 

m- 
ill, 
ver 


648 BENEFITS FOR OASI BENEFICIARIES 


(3) In addition to some 16,000 covered by welfare agencies on the State 
level, a very substantial percentage of our senior citizens have found it 
financially possible to insure themselves against the cost of physicians’ 
services. This large number has increased by literally tens of thousands 
since the first of the current year. Two private carriers had a tremendous 
enrollment of new members during the months of January and February 
and other private companies are beginning to report similar experiences, 

Connecticut Medical Service, our Blue Shield plan, reports that over 
26,000 subscribers covered under group plans are over age 65 and that 
there are additional thousands who have retained coverage on an individual 
basis since their retirement. On April 1, 1959, Connecticut Medical Service 
offered for sale its society-approved individual contract and, in the first 
3 months enrolled some 6;000 new subscribers over 70 years of age as well 
as over 6,500 new subscribers in the 60-69 age group. 

(4) Most of this insurance coverage is reasonably adequate and, with 
the cooperation being given by the medical profession and other groups, 
will be made more complete in the near future and without greatly increas- 
ing its cost. 

(5) While, as physicians, we are primarily concerned with medical sery- 
ice, our evaluation of the cost of such service as being almost prohibitive 
under Government control is shared by others. 

The widespread unrest of Americans as they watch the soaring costs 
of Government ventures is reflected in our press every day. 

An editorial in the July 9, 1959, issue of the New Haven (Conn.) Journal- 
Courier entitled “ ‘Free’ Medicine in Orbit” is a recent example. It cites 
the dismal financial experience of Britain’s National Health Service as a 
warning and states that “In the first full year of operation, 1949-50, the so- 
called free health service cost £440 million to operate, which was nearly triple 
the amount of the estimate when the law was passed * * *,. In 1958, the cost 
really zoomed into financial outer space—to £705 million * * *. This year 
the service is going to cost more still—£740 million, or $2 billion. And 
Britain has a far smaller population than the United States, and all prices 
and costs are much lower there than here.” 

It would appear then that, in Connecticut, there is actually little need for 
the costly and freedom-restricting measures which are proposed in the Forand 
bill, and that such remaining need for medical care of the aging as still exists 
is being rapidly dissipated by voluntary plans and local community responsi- 
bility. We are confident that this experience will be shared by most other 
States. We feel that, whatever their intent may be, the knowledge, the interest, 
and the judgment must be seriously questioned with respect to those whe demand 
haste in meeting the health needs of the aging and who continue to insist that 
it must become a function of the Federal Government. When any individual 
(or group) starts out to do good, he must consider carefully whether the 
immediate good which may result will not be more than outweighed by the 
ultimate harm which may be done, not only to those who were supposed to be 
benefited, but also to other groups of the society and even to society as a 
whole. 

Gentlemen, this concludes the statement of the Connecticut State Medical 
Society. It is our sincere recommendation that H.R. 4700, 86th Congress, not 
be favorably considered by this committee. —~ 


MEDICAL SOCIETY OF DELAWARE, 
Wilmington. 
Representative WILBUR D. MILLs, 
Chairman, Ways and Means Committee, 
U.S. House of Representatives, Washington, D.C. 

DEAR CONGRESSMAN MILLs: In view of the limited time available to your 
committee to receive testimony from the various State medical associations 
regarding H.R. 4700, the Medical Society of Delaware has waived its oppor- 
tunity to speak before the committee in favor of the American Medical Associa- 
tion, sd) that a more comprehensive verbal statement might be presented.for your 
consideration. We would appreciate, therefore, your having the following state 
ment from the Medical Society of Delaware read into the record of the commit- 
tee’s deliberations. 
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First, let me say that the Medical Society of Delaware is entirely sympathetic 
toward the intent of H.R. 4700, which is to assure the availability of hospital 
and surgical care for the retired. Neither I nor the society for which I speak 
would deny for a moment that this is a desirable end. We support it whole- 
heartedly. On the other hand, we feel most strongly thatthe methods proposed 
by H.R. 4700 are neither the best nor the most desirable means for accomplish- 
ing the purpose. 

In circumventing the functions of State and local governments, this bill 
strikes at the heart of our federated and democratic form of government. This 
js no question of national defense, flood control, organized crime or other 
problem with implications beyond the legal and moral responsibility of local 
governments. It can and should be dealt with on State and local levels. We 
feel that passage of the bill would further erode community government, and 
would pervert the role of social security, which has been the provision of an 
income floor for those unable to provide it for themselves. We do not oppose 
this traditional role. We emphatically oppose the use of social security as a 
vehicle for creation of a welfare state. 

Local efforts toward voluntary care and insurance programs which are now 
in planning and in operational stages could be so undermined by H.R. 4700 
that the aged person needing financial assistance would find no agency to 
which to turn execpt the Federal Government. If, such a situation would not 
actually constitute a welfare state, it would certainly put us irrevocably on the 
road to one. 

In our own State, Delaware, we cannot deny that some aged persons have 
had significant problems in financing health care. There are, however, forces 
that have been at work to alleviate these problems and I should like to discuss 


em. 

We feel that there is little unusual about Delaware’s aged population, as 
compared to that of the Nation as a whole. That is, about one person in 12 in 
our population is 65 years of age or older, and that person utilizes hospitals about 
314 times as much as one in the below 65 age group. In common with other 
States, we have found State facilities for care of the aged overcrowded and 
understaffed. But the State has been acting upon its problems, has made real 
progress and has demonstrated that it is possible to resolve difficulties of this 
kind on a state level. 

At the State welfare home, a hospital primarily designed for care of the 
elderly, we have been caring for 471 patients in space designed for 386. In 
addition, the home has maintained a waiting list of 70 or more, whom it has been 
absolutely unable to accommodate. Now, however, we are ready to open, on 
August 1, a new building of 200 beds, designed specifically for use as a chronic 
disease hospital. This building has been erected with State funds, supple- 
mented by Hill-Burton funds, whose help we readily and gratefully acknowledge. 
With these additional facilities, we will now be able to redistribute the patients 
to an optimum use of the facility, and accommodate the entire waiting list. We 
shall have vacant beds immediately available for those Delawareans who wish to 
enter the hospital. We expect, in short, to be equipped to meet the need for 
the services of the hospital. 

While the welfare home deals with many types of disease, it is by no means 
alone ‘in providing care. All eases of mental illness are referred to the State 
Hospital for Mental. Diseases which has at the moment approximately 500 
patients aged 65 or over. Chest diseases are referred to the State-owned Bissell 
Hospital, which is caring for 33 patients over 65. Thus, approximately 2.9 
percent of the State’s aged are cared for directly by State institutions. This 
is without regard, of course, to those receiving public assistance or welfare 
grants. Similar supportive funds and facilities are available through voluntary 
health agencies, religious and fraternal organizations, families and, of course, 
health insurance. 

Voluntary health insurance is doing a much better job of protecting the aged 
than is usually realized. In our State 45 percent—nearly half—of all persons 
over 65 are covered by Blue Cross-Blue Shield alone. There are, as you know, 
an increasing number of private or commercial companies who are actively 
expanding their underwriting for persons over 65. The Health Insurance 
Council, representing carriers of over 90 percent of the Nation’s commercial 
health insurance, estimates that 80 percent of the aged who need and want 
health coverage will have it by 1975. Other informed estimates range as high 
as 90 percent by 1970. While we cannot reasonably distinguish between these 
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estimates on our information we feel confident that the interest in the elderly 
ate ee by nonprofit carriers will both raise the percentage and lessen 

e time. 

As an example, our local Blue Cross-Blue Shield plan began only last month 
to offer hospital-medical-surgical coverage designed especially for the over-65, 
and limited to that group. The plan dispenses with services not needed by the 
elderly, such as maternity benefits, and provides services not available to the 
young, such as nursing visits at home. Surgeon's fees, anesthesia, X-rays and 
consultations are on the same basis in both plans, although hospital stays are 
more limited in the over-65 policy. 

The concept of home care of the sick, under the physician's supervision, is 
growing and offers, in our opinion, one important means of caring for the 
chronically ill while materially decreasing the cost of care. One Delaware 
hospital has been experimenting with this program for about 3 years, and re- 
ports excellent results. We expect home care to become a significant factor 
in geriatric medicine, as it is refined and developed. We also feel that Blue 
Cross’s action in paying for home care visits will accelerate-its utilization. 

Each hosptal in Delaware receives from local government $550 per bed per 
year, which is used to defray, in part, expenses incurred by patients who are 
unable to pay. Deficits beyond that amount are made up through philanthropy 
and other methods common to hospitals everywhere. 

As mentioned earlier, we find more aged with some type of prepayment plan 
for medical care than without one. Still, the indigent patient does not pay the 
physician. Delaware physicians, as a group, have always, on their own initia- 
tive, accepted reduced fees from those for whom full payment means hardship, 
and waived fees from those who could not pay. All physicians have worked in 
hospital clinics without expectation of pay. It is a time-honored privilege and 
duty of the physician to set his own fees and to work without compensation if 
he so chooses. The Medical Society of Delaware sees no necessity for depart- 
ing from this custom. 

Having outlined, briefly, Delaware’s program for the aged ill, I should like to 
discuss for a few moments our reasons for thinking this approach superior to 
that of H.R. 4700. First, Delawareans, by coping with their problems locally 
and finding at least some of the solutions have found pride in their hospital 
system. The community problem has given rise to community responsibility 
and has, we think, strengthened relationships between the aged patient and the 
rest of the population to a very desirable extent. Woman’s auxiliaries and 
service groups have undertaken the entertainment and emotional support of 
patients in State institutions to a degree seldom if-ever found in the general 
hospital. 

Second, operating costs per capita are much lower in chronic disease institu- 
tions than in general hospitals. This is true, among other reasons, because 
many expensive emergency and acute illness facilities necessary to the general 
hospital are dispensed with as unnecessary to the chronic disease hospital. 
This results in care costing from 50 to 80 percent less than care in general hos- 
pitals. Patients in these facilities who need major surgery are transferred to 
general hospitals and transferred back for convalescence. I want to emphasize 
that care in these public facilities is by no means inferior to that in general 
hospitals. It is merely different, and requires different equipment and different 
expenditures. The enormous saving to the taxpayer is obvious. 

Provision of care at general hospital rates, as advocated by H.R. 4700, would 
tremendously increase the financial burden upon the taxpayer. In Delaware, 
a very small State has been able to erect and maintain facilities for providing 
these specialized types of care. On a per Capita basis, it should certainly cost 
no more to provide similar care in larger States. It is obvious that the rates 
for maintaining these institutions would not go up at the same rate that patient 
capacity could be expected to rise. ° 

To the beneficiary with marginal financial resources, H.R. 4700 would provide 
an active incentive to enter a general hospital and to stay there as long as 
possible, within the limits of 60 days’ hospital and 60 days’ nursing home care. 
This would be true simply because it would be cheaper to be hospitalized than 
not hospitalized. The situation would have three immediate effects : 

1. It would result in pressure upon physicians to treat by surgery rather than 
by more conservative means. We do not especially fear the effect upon the 
physican, but we do depend upon patient cooperation and we doubt that economic 
pressure created by the bill would encourage the patient to cooperate with 
conservatism. 
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2. With the patient’s incentive to regain his feet and leave the hospital under- 
mined, we would expect a significant increase in length of stay among patients 
in this group. Therefore, convalescent patients whose need for favilities may 
be dubious, can be expected to occupy beds urgently needed by others in today’s 
crowded hospitals. 

8. The increased utilization of hospitals that we expect would make it im- 
possible to project reliable cost figures for the Forand bill. Experience in 
Saskatchewan, where a program similar to this proposal exists, indicates that 
hospital utilization rates among the aged are nearly three times the U.S. aver- 
age. Thus, the $2.3 billion per year estimated necessary to implement the bill 
might well pay for less than half of its actual cost. 

As a practical matter, health care for the aged is not more than one aspect 
of the group’s greater problem, which is financial and social integration with 
the community. Housing, recreational facilities, food and shelter are also to be 
considered. We question the wisdom of embarking upon a program of indis- 
criminate financial aid involving enormous expenditures for a relatively small 
segment (surgery) of one aspect (the medical) of such a multifacet problem, 
particularly when, in our opinion, such an approach is unnecessary. The impli- 
cations of the approach, in terms of all phases of the problems of the elderly, 
are staggering. 

I want to make it perfectly clear that we in Delaware do not feel that we 
have arrived at final solutions to the health problems of the aged. But we do 
feel that we, in common with many other States, are making definite and 
significant progress. It is our opinion that steps taken on the State level much 
more nearly fit the actual needs of the aged than do those proposed by H.R. 4700. 
It is the great weakness of the Forand bill that it completely ignores the area 
in which the elderly patient most needs help. The aged sick person most often 
needs long-term medical care. This bill offers relatively short-term surgical 
care. We cannot help but conclude that this approach shows as much concern 
for the dramatic appeal of the bill as for its actual usefulness, and that it has 
been conceived by persons who simply fail to understand geriatric medicine. 
We feel that State and local programs, administered by persons close to and 
intimately familiar with the problems of persons in their jurisdiction, can aid 
the elderly more efficiently, more intelligently, and with better use of available 
funds than could any Federal program designed for rigid application in all 
50 States. 

Respectfully yours, 
. ALFRED R. SHANDS, Jr., M.D., President. 


THE MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, 
Washington, D.C., July 10, 1959. 
Hon. Leo H. IrRw1n, 
Chief Counsel, Ways and Means Committee, 
House of Representatives, Washington, D.C. 


Dear Mr. Irwin: At the request of the executive board of our medical society, 
I am conveying to you its views with respect to H.R. 4700, the so-called 
Forand bill. 

The board, speaking for the society, supports the American Medical Associa- 
tion in its opposition to H.R. 4700. At the same time, the board is conscious of the 
urgent need for an adequate medical care program for the aging population. 

Elaborating upon the latter point, the board is encouraged by the. progress 
now being made by Blue Shield plans and commercial insurance companies which 
are providing greater protection against medical care costs for the aged at 
reduced rates. However, the cost of physicians’ services is only one facet of the 
Sager the most serious being that of the costs of hospitalization and nursing 

ome care. 

Obviously, nonprofit voluntary prepayment hospitalization plans such as Blue 
Cross cannot reduce rates to subscribers unless there is a corresponding lowering 
of rates by hospitals. The hospitals, on the other hand, must maintain their 
present rates and perhaps increase them if they are to remain solvent. Obvi- 
ously, there is no easy answer to this problem. The board, however, does not 
believe the Forand bill to be the best solution. It is of the opinion that voluntary 
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methods, even if supplementary funds are required, should be given a fair trai] 
before the Government assumes the responsibility. 

Our society naturally concerns itself primarily with the situation in the 
District of Columbia. Through its council on rehabilitation, with the assistance 
of Government funds, it is concluding a 3-year study of the handicapped in the 
metropolitan area. In this category is a sizable segment of the aged. Its com- 
mittee on public health has long been concerned with raising the standards of 
care in nursing homes. The committee on medical care has developed a relative 
value unit scale (a guide for physicians in setting their fees) which it is planned 
will be used in developing a plus-65 prepayment program in cooperation with the 
District’s Blue Shield plan, Medical Service of the District of Columbia. The 
society is also actively cooperating with and is well represented on the District 
Commissioners’ Committee on Aging. 

Assuring you of the society’s deep interest in this urgent problem, I am 

Very truly yours, 
W. LeRoy Dunn, M.D., President. 


MEDICAL ASSOCIATION OF GEORGIA, 
Atlanta, Ga., July 16, 1959. 
Representative D. MILs, 
Chairman, Ways and Means Committee, 
U.S. House of Representatives, Washington, D.C. 

DEAR CONGRESSIONAL MILLS: The Medical Association of Georgia, representing 
some 2,800 doctors of medicine in Georgia, is strongly opposed to the Forand 
bill (H.R. 4700) because it would authorize a federally subsidized and controlled 
system of hospital, surgical, nursing home, and dental care for approximately 
14 million social security beneficiaries, irrespective of need. 

The Forand bill would legislate the aged population into a state of dependency. 
This bill would stifle community responsibility and initiative and discourage the 
further advancement of voluntary medical and health programs. 

In 1957, and again in 1958, the Medical Association of Georgia’s 145 repre- 
sentative delegates unanimously adopted resolutions stating that this type of 
Federal legislation would be detrimental to the health needs and health care of 
Georgia’s senior citizens, 

In Georgia, the medical association, cooperating with other organizations and 
agencies, has initiated programs and plans to improve voluntary ways and 
means of health care of the aging. The four major health organizations in 
Georgia, namely, the Georgia Hospital Association, the Georgia Dental Associa- 
tion, the Georgia Association of Nursing Homes and the Medical Associdtion of 
Georgia, have approved a positive action program under the auspices of the 
Georgia Joint Council To Improve the Health Care of the Aging. 

The Georgia joint council, in liaison with State, county and local govern- 
mental agencies and interested civic groups, will participate in the Governor’s 
commission on aging. This council, realizing its responsibilities, is making 
progress in assuring health care to the aged and in devising ways to meet eco- 
nomic problems of patients with prolonged illnesses. 

The Medical Association of Georgia supports the tradition of local jurisdic- 
tion—that the care of the sick and aged is a family problem; a local community 
problem; and in some aspects a State problem. The association believes that 
solution to the health needs of this segment of the population in Georgia can 
best be met and adequately provided for at these primary levels where patient 
care is a personal responsibility and duty. 

In summary, the physicians of Georgia urge rejection of H.R. 4700 as this bill 
would ultimately destroy the very community incentive that can best provide 
for the needs of the aging. The medical profession in Georgia, along with other 
health eare facilities and civie agencies, must be allowed to fulfill the respon- 
sibility of providing health care which H.R. 4700 would transfer to Federal 
Government. 

Our association wishes to thank you and the other members of the House 
Ways and Means Committee for the consideration of our views presented herein. 

Sincerely, 


LuTHeER H. WotFr, M.D., President. 
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STATEMENT OF THE IpAHO State MepicaL AssocraTION, RE H.R, 4700, 86TH 
CONGRESS, BY DONALD WoRDEN, M.D. 


I am Donald Worden, M.D., of Lewiston, Idaho, ‘immediate past president of 
the Idaho State Medical Association. I was one of the original group that 
founded our Idaho Physicians Service—a physician-sponsored medical and 
hospital prepayment plan—and have continued to serve in some capacity during 
its 14 years of service to the people of Idaho. I have also served as mayor of my 
town for 8 years. 

My allotted time for a statement was finally reduced to 2 minutes, and I gladly 
withdrew so that a more complete statement could be made by someone else. 

The Idaho State Medical Association vigorously opposes H.R. 4700 because 
they are confident that such a program would be prohibitive in cost, would lead 
to overcrowding of already overtaxed hospital facilities, would result in poor 
medical practice as a result of the inevitable regulations and restrictions inherent 
in any Federal program, and would be an invitation for demands for shifting 
personal responsibility to the Government by other segments of the population. 

Abuses of hospitalization are difficult to control even in a local program where 
close supervision is possible. They would present a greatly magnified problem 
without these local controls. Fourteen years’ experience in this field gives this 
opinion a very solid foundation. 

Aside from the enormous cost of overhospitalization is the factor of overtaxed 
facilities. The building of new hospitals would not be an answer, as the serious 
shortage of graduate nurses in our area would make it impossible to staff and 
operate them. This is probably the most serious problem that we have to face. 

Our prepayment plan extends coverage to people over 65 and this contract 
is noneancellable. In Idaho we do not believe that people without funds are 
denied needed medical or hospital care. I have practiced 34 years in eight hospi- 
tals and I have never had a patient refused hospital care because of inability to 
pay. We would oppose such a progfam if it were limited to hospital coverage 
because this is the area that would result in the most serious repercussions. 

Demands for immediate action, if heeded, usually result in the poorest probable 
solution. Good government, as well as good medicine, usually results from 
gradual evolution toward & goal and we seriously petition our Representatives in 
Congress to give serious appraisal to the great advances made in the past few 
years by the medical profession and private insurance companies in this field. 

I would.appreciate this statement being included in the record of these hearings. 


STATEMENT OF THE INDIANA STATE MepicaL ASSOCIATION, Re H.R. 4700, 86TH 


CONGRESS, BY DonaLtp BE. Woop, M.D. 


I am Dr. Donald E. Wood, a practicing physician in Indianapolis, Ind. I 
am representing Dr. Kenneth L. Olson, of South Bend, Ind., president of the 
Indiana State Medical Association. I am here to file with your committee a 
statement on behalf of the 4,217 practicing physicians of Indiana who comprise 
the Indiana State Medical Association. This statement is intended to show 
that the provisions contained in H.R. 4700, known as the Forand bill, do not 
meet the need and are not necessary so far as Indiana is concerned. 

The physicians of Indiana, in cooperation with many groups such as the 
State board of health, the Governor’s Committee on the Aged and Aging, the 
State universities, professional and civic organizations, and local community 
committees, have had a deep interest in the problems of the aging for several 
years. Studies have been made and are currently underway in many communi- 
ties throughout the State. Experimental pilot programs in various fields have 
been instituted and are in operation. We believe these programs already have 
evidenced the ability of Indiana people and communities to solve any and what- 
ed problem exists in the group of individuals which H.R. 4700 is intended to 

nefit. 

From our studies of H.R. 4700 as now written, and from our studies of the 
problem of the over 65 age group in our State, we do not believe the Forand 
bill intends to solve the problem, but serves only as a vote-getting mechanism, 
a means of increasing the social security taxes from which the public will gain 
little or no benefit. 

For your information and your record, let us give you some statistics on 
Indiana so far as the aging problem is concerned: Estimated population as of 
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today of people in Indiana age 65 and over, 442,000. (Estimate by Indiana 
State Chamber of Commerce.) (1950 U.S. census, population age 65 and over, 


361,026.) 
Of the above number, we know the following: 
Veterans of military service 112, 000 
Protected by Blue Cross and Blue Shield 105, 000 
Protected by private insurance carriers 128, 331 
Drawing pensions or retirement from private sources_ 110, 510 
Domiciled in mental institutions__ 3, 381 
Domiciled in TB hospitals_ 19 
Pomiciled in soldiers’ and sailors’ home_____-_--_------~- 475 
Incarcerated in penal institutions_____ 100 
Miners covered by UMW retirement and welfare fund_--_---------~-_- 2, 500 
Drawing monthly social security benefits totaling $17,978,200 per month 
Average number of people receiving medical aid per month from the 
Indiana State Department of Public Welfare_____-_---------------- 30, 875 
Own their own homes. (Report, Indiana Commission on Aged, Septem- 


In a study of nursing homes in Indiana, we have studied the homes in 44 of 
Indiana’s 92 counties and to date we find the following facts concerning census 
and payments for care: 


People 65 years of age and over reside in nursing homes_-_ 4, 384 
Paid for by the township trustee______-____-__- 66 
Paid for by a combination of social security and welfare 301 
Paid for by private organizations____._-_____.__.__-_--- 811 
Paid for by the individual or family 2 ems 1, 951 


The remainder of the nursing homes throughout Indiana will be studied within 
the next 2 weeks by personal visit by our staff. We will have a complete pic- 
ture of the type of resident in our nursing homes and facts as to who is paying 
for their care. Indications in the approximately 50 percent of our counties are 
that the majority of the residents are able to provide for their own care. 

We only regret that time has not permitted a complete census of our total 
population over 65. This plan is off the drawing board and, in a matter of 
weeks, a complete census of our 65-year population, their economic status and 
their needs will be collected by hundreds of volunteer workers throughout the 
State. 

We firmly believe a thorough analysis must be made of every suggested prob- 
lem and every recommended remedy. We are not convinced this has been done 
by those who are credited with supporting H.R. 4700. Instead, they appear to 
be making educated guesses based on hearsay and meager localized statistical 
information which has been projected as the true situation throughout the 
Nation. 

Facts readily available to the Congress can prove conditions vary in every 
section of our Nation. It is proved there is a segment of our population which 
rejects hospital, surgical, and medical care for religious belief. It is proved 
a segment of our population does not believe in insurance and would not accept 
it if given or offered for as low as a dollar a year. None of these facts has 
apparently been taken into consideration in the formulation of this proposed 
legislation. No legislation can be offered which will solve the problems of all 
our citizens other than under a dictatorship type in which all could be forced 
to follow the will of the dictator. History is full of evidence showing that even 
this type of government has not solved all problems, but on the other hand, has 
created many, and eventually unrest always develops among the masses. 

From our experience, we firmly believe the majority of our people want only 
a few basic benefits. They want to be free souls, they want the right to make 
their own decisions and to determine their own destinies * * * they want the 
opportunity to work * * * they desire the opportunity to occupy a place in 
gainful employment so long as. they are able to produce and until they them- 
selves decide to change their mode of living * * * they want the opportunity 
to earn their income, to spend or save as they desire, without the Government's 
taking all their money except that which is necessary for a bare existence. No 
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man appreciates living a humdrum existence because high taxes leave him 
little or nothing with which to do the things he desires to accomplish. 

Since 1939, the people of Indiana have witnessed an increase of 1,421 percent 
in Federal taxes levied on them in addition to an.increase in State and local 
taxes amounting to 687 percent during this same period. Now, you are propos- 
ing to add again to the already too high tax burden, which will leave still less 
for family needs and wants. 

The youth of today are beginning to calculate the amount of money which 
legislation such as this will take from them during the 45 years of their earning 
capacity and comparing the benefits with those they could provide for them- 
selves from private investments and insurance programs with this same amount. 
A careful analysis will soon prove H.R. 4700 is no bargain-for the people of 
our Nation. 

We have mentioned previously that many people in Indiana are actively en- 
gaged in many different experimental or test programs and searches for facts 
and problems in order that the people and the community together can approach 
an intelligent solution to whatever problems they may find. We would like, as 
briefly as possible, to tell you of these programs. 


THE ALLEN COUNTY STROKE PATENT PROJECT 


Planned in 1958, the Visiting Nurses Association of Fort Wayne undertook 
the responsibility of administering this project. Financial assistance was ob- 
tained from the Indiana State Board of Health for the employment of extra 
personnel to carry on the project. 

Fifty-three stroke patients have been admitted to the project since its beginning 
in January of 1959. Of these, six have been moved to nursing homes, one to a 
boarding home, one has moved from the city, four have expired, nine have 
progressed to the point where health guidance only is being given. Of the 
remaining 32, many are making spectacular improvement, many are making better 
use of their remaining functions and others are learning to live with their 
afflictions. Several patients who have had 6 months or more elapse since the 
occurrence of their stroke are making good progress * * * beyond their hopes. 

This test program had as its purpose, “to demonstrate that the stroke patient 
can, with visiting nurse service and housekeeping aid, carry on a restorative 
program at home to the end that independent living will be achieved more 
rapidly for more patients.” 

The objectives of this test program were: 

(a) To define the kinds of service that are needed in homes which are 
reasonable in cost and effort as they relate to the standard of living in 
each home. 

(b) To determine the number, amount and level of patient care that is 
needed to reach and maintain restoration. 

(c) To determine whether it is administratively feasible and practical 
for a voluntary nursing service agency to recruit, train and utilize “house- 
keeping aids.” 

(d) To determine the influence of housekeeping aid service in extending 
nursing care. 

The ebjectives of this plan necessitated the following: 

A. Orienting and initiating visiting nurse staff to integrate this plan into 
present program. 

B. To evaluate current caseload of “stroke” patients as to specific serv- 
ices neded by patient. 

C. To establish criteria for the selection of patients to receive housekeep- 
ing aid service. 

1. Patient requires some daily exercise or practice of affected parts 
to promote the return of normal function of affected part. These exer- 
cises are of such a nature that nonprofessional assistance, when super- 
vised, can be useful. There is no family member available or competent 
to do this service as often as it is required. 

2. Patients who do not have the assistance that they require to main- 
tain daily hygiene (bathing, mouth care, elimination care) are expected 
to be only temporary patients and that either family or community agents 
will obtain permanent care. 

3. Patients similar to those described in 2, above, who need assistance 
with nutrition and food services. 
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D. To recruit and train housekeeping aids in accordance with the criteria 
listed below. 

BE. To select and assign patients to receive housekeeping aid service ac- 
cording to above criteria. 

F. To obtain physical evaluation of each patient as he is admitted to the 
program. 

G. To conduct actual housekeeping aid services in accordance with the 
purposes of this project. 

H. To obtain periodic physical evaluations of the patient and his progress, 

I. To analyze and study information 12 months after initiation of the 
program and annually thereafter. 

The following guides were established for defining functions and duties of 
housekeeping aids: 

A. Carryout personal care procedures after demonstrated and approved 
for care of the patient. 

B. Carryout exercise practice (such as crutch walking) or other written 
instructions for rehabilitative procedures after demonstrattion and ap- 
proval. 

C. Assist with those housekeeping tasks which the patient or family are 
temporarily unable to carryout, but which are directly related to patient 
care and well-being. 

This program, while in operation only a few months, has shown much can 
be done in handling age 65 and over stroke victims. Present findings are ex- 
pected to lead to great advancement in helping to keep these people useful and 
happy citizens and prevent many from becoming totally dependent upon charity 
to look after their wants until death. 

It is impossible to evaluate the amount of emotional release to both family 
and patient as a result of having a change of atmosphere, which this plan 
allows. Also, in cases in which the aid has helped with exercises and encour- 
agement of the patient, both patient and family benefited. The road toward 
maximum restoration following a stroke is long and difficult when viewed asa 
whole. When short-term goals are established, and appreciated when reached, 
all those involved with the restorative process gain new strength and courage. 
It is worthy to note also the increased interest the children are taking in their 
parents who are involved in this test program. It seems they, too, have caught 
the spirit of hope and interest, and want to have a part in the care and assistance 
of their parents. This is a different attitude of the children toward the aged 
parent than that which has been.experienced in the past. 

We sincerely believe further testing of this program will conclusively show 
that proposals, such as H.R. 4700, are not only not necessary but useless in 
situations such as those provided for under this program. 

While this test program has been beneficial in learning what can be done, 
and how patients and their families would accept such a program, it represents 
only a small portion of the research necessary to determine the total problem. 

In still another test program currently being conducted in Indiana we refer 
you to the Bartholomew County (Ind.) retirement study. 

The study of the problem of the aging and the aged in Bartholomew County 
is designed to bring into focus: “What do the people, as citizens of Bartholomew 
County, need to know about the problems of the aging and the aged in their 
community ?” 

In order to answer this question, it was necessary for the committees of the 
foundation to develop studies: 

1. To collect data about needs and problems which people face before 
and after retirement ; 

2. To inventory resources available for meeting of these needs and the 
extent to which they are being used ; 

3. To determine if there are needs which are not being adequately met; 

4. To gather information about the attitude of older and/or retired work- 
ers toward themselves, toward each other, toward the world in general, and 
the attitudes of other age groups toward them; 

5. To evaluate the influence of these studies and projects within the 
community and the effectiveness of the methods used ; 

6. To provide a procedure for community self-study, and the means 
with which such study can be carried out, for use by other communities. 
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These studies lead to action designed : 

1. To help the community develop and conduct programs and services 
designed to meet the needs of people before and after retirement. 

2. To promote a better understanding of the-problems of aging among 
the participants and general public in the community ; ; 

8. To help participants gain insights and experiences in the use of 
systematic methods in community problem solving ; 

4. To pass on information and experience which may prove useful to other 
agencies and/or communities in the State of Indiana and the entire country 
in conducting similar studies. 

A view into the future indicates it is necessary to study further the needs 
and problems of the individual, as well as the availability and use of com- 
munity resources in order to discover what additional services and facilities 
will be required to meet adequately the needs of a growing number of older 
persons in Bartholomew County. 

Further, it imples that plans for meeting the needs of the expanding aged 
population cannot be left to chance. The study foundation can serve a real 
purpose in providing information upon which facilities and services are developed 
interms of actual community needs. 


HOW DO WE GET THERE? 


Some of the steps that can be taken are: 

A. Encourage continued study by committees in terms of gathering data 
for future action ; 

B. Utilize the local, State, and National resources available to aid in the 
activities as determined by committees ; 

C. Inform the general public through educational programs and specific 
projects ; 

D. Establish means through which the foundation can grow and develop 
leadership within the county ; 

EK. Evaluate continuously the activities of the foundation as a means of 
projecting future action. 


WHAT HAVE WE DONE? 


The activities of the study foundation are carried on through committee 
action in seven major areas of community interest; namely, education, religion, 
health, recreation, housing, employment and income, and factfinding. 

Following a series of community meetings and discussions, a group workshop 
was held in which 275 citizens participated. This was only the beginning 
of a pattern of group action which is now functioning in Bartholomew County 
inan effort to find ways and means of facing the problems inherent in the aging 
and the aged population. 

Out of this workshop were evolved seven major committees. The result is 
that some 250 people have found themselves meeting in committees and sub- 
committees, inspecting institutions, exploring literature and thinking about 
problems of older people—and of younger ones who are getting no younger— 
which had seldom, if ever, occurred to them before. 


COMMITTEE ACTIVITIES 


} As the citizens continue to meet, discuss and study their specific areas of 
interest, action has resulted in accomplishments through the efforts of the 
following committees : 


1, Education for retirement 


This committee seeks to determine content for and give general arientation on 
Preparation for retirement, and to help those who have retired to adjust and 
livehappily. In keeping with this purpose, it has— 

(a) Initiated and conducted retirement study courses for employees ap- 
proaching retirement age; 

(b) Obtained the cooperation of the adult education division of the Colum- 
bus city schools ; 

(c) Appointed liaison representatives to all other committees. 

(d) Appointed a subcommittee on program ; 

c e) Compiled questions for securing information desired about individ- 
uals. 
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2. Employment and maintenance of income 

This committee’s principal concern is with determining the need, finding op 
portunities, and securing resources to help older people continue to be em. 
ployed. Its achievements to date are: 

(a) Appointment of subcommittee to obtain information from individuals 
and employers, and to explore ways and means of providing employment 
opportunities and services for older people ; 

(b) Obtaining cooperation of Indiana Employment Security Division 
for establishment of an employment registration and placement service for 
those over age 65. The job placement service was inaugurated on October 
24,1957. Services rendered as of February 20, 1958, are 51 registrations, 71 
interviews, 21 referrals, 15 job placements, and 18 employers’ use of services; 

(c) Acquaintance of local employers and prospective employees with the 
plan for Senior Achievement, Inc. 


8. Fact finding and research ; 

This committee, in cooperation with the university, is concerned with the 
planning, coordination, and conduct of various community surveys. To further 
its work: 

(a) Subcommittees have been appointed to meet with, to evaluate and to 
assist in the preparation of the surveys which are being planned by the con- 
mittees ; 

(b) A special census to determine the actual population of Bartholomew 
County was completed. The census project is the largest undertaking of 
the foundation to date. It involved organizing the county into township 
and city block areas in order that canvassers would be contacting people in 
the vicinity of their own homes. Subdivisions were set up in each of these 
areas and each was led by a chairman who received special training for this 
purpose. More than 600 volunteers contacted about 10,000 families in the 
county. 

The information obtained from the census has already proved to be 
valuable to some groups in the community. Some representatives of city, 
county, and township school systems have been able to pinpoint several 
specific problems related to expansion and future development and therefore 
have been better able to deal with these problems. 

In addition, one of the major benefits is that many of the canvassers 
learned more about their community and became aware of the problems 
connected with the aging and the aged in Bartholomew County. Drawing 
on data from this census, several research projects have already been 
started, such as: 4 

(1) Survey of attitudes of the high school students toward the aging 
population ; 

(2) Poll of the attitudes of adults by decades in relation to the aging; 

(3) A study of leisure time activities for individuals who have lived 
10 years beyond the expected life span ; 

(4) The development of an instrument for measuring attitudes of the 
adult population. 

The census project was completed with the preparation and distribution 
of a report on the census of Bartholomew County in December 1957. 
ae (c) Reports outlining the factual information desired by each committee 
7 have been prepared and submitted to the university, and are the basis for 
; the proposed survey. 


4. Health (mental and physical) 

This committee is primarily concerned with studying the health needs and 
related problems of the individual, availability and use of community resources, 
and additional services and facilities required to meet the needs of the growing 
number of older persons in the county. This committee has progressed by— 

(a) Exploring data relative to health problems of the aging and the 
aged ; 
- (bo) Appointment of liaison representatives to all committees; 
“ (c) Appointment of subcommittees for program, recruitment, projects, 
and statistics ; 
(d) Group experience in thinking through and developing information 
needed to plan for health needs of the aging and the aged; 
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(e) Preparing a schedule of questions for securing information about 
health problems of individuals: 
(f) Undertaking an analysis of community facilities available for health 
services. 
5. Housing and living arrangements , 

The purpose of this committee is to study and evaluate needs and desires of 
older and retired people as related to housing. It also seeks to determine how 
housing for them can be improved. Its activities to date include: 

(a) Preparation of a questionnaire for a housing survey in the area of 
institutional and private housing ; 

(b) Joint meetings with the health committee ; 

(c) Appointment of liaison representatives to other committees ; 

(d) Sponsoring of community meetings on housing for the general public ; 

(e) Cooperation with county official bodies in developing plans for a new 
county home. 


6. Recreation and leisure time activities 


This committee is concerned with investigating the need for additional recrea- 
tional programs and facilities for people of retirement age and with planning 
tomeet these needs. To date, this committee has— 

(a) Compiled and submitted to the fact finding committee a list of ques- 
tions to which answers are needed for effective long-range planning; 

(b) Sponsored a fun fest for senior citizens, at which questionnaires on 
areas of interest were filled out; 

(c) Appeared before the park board to inform them of programs and 
plans of this committee ; 

(d) Secured the cooperation of the city department of parks and recrea- 
tion ; 

(e) Cooperated in a general community meeting on recreation. 


1. Religion and retirement 


This committee is concerned with collecting information about the eter 
related activities of individuals and programs and services for the elderly 
presently provided by various churches. This information will be available to 
all churches as an aid in planning programs to meet the needs of the elderly. 
This committee’s accomplishments include: 

(a) Study and preparation of a list of questions to secure information 
about individuals and church programs for the elderly ; 

(b) A public meeting on “Church Members in Later Maturity,” held to 
focus the attention of the community on some of the problems of the aging 
and the aged; 

(c) Meetings with the ministerial association for the purpose of inter- 
preting the aims of the foundation and enlisting the cooperation of the 
churches. 

WHAT ARE THE PRESENT PROGRAM PLANS? 


The seven study committees are continuing their analysis of the problems of 
the aging and the aged. Program plans currently being initiated by the several 
committees are: 

A. Public meetings on special topics as determined by committees, to be 
conducted in cooperation with the adult education division of the Columbus 
city schools ; 

B. The forming of subcommittees to collect information and to initiate studies 
and projects; 

Recreation programs for the aging and the aged as a demonstration of 
need ; 

D. The sponsoring of a social recreation leadership institute of general com- 
munity interest in cooperation with the Indiana State Board of Health; 

E. The instituting of a series of craft classes in cooperation with the Columbus 
Department of Parks and Recreation ; 

F. Collaborating with the Bartholomew County Health Council with respect 
to problems of the aging and the aged in the conduct of its current evaluation 
of community health facilities ; 

a — the elderly about the extent of their participation in church 
ctivities ; 
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H. Creation of program subcommittees responsible for developing interesting 
content and variety in method at all levels. 

I. Continuation of the current series of preparation for retirement discussioy 
groups, with plans for a repetition of the same series in the fall. 

J. Continuation of the employment registration and job placement service jp 
cooperation with the Indiana Employment Security Division. 

K. Establishment of a work project for senior citizens, such as Senior 
Achievement, Inc.; 

L. Continued study and evaluation of the activities and accomplishments 
of each committee. 

The interest of the community is not only reflected by citizens participation 
on the study committees but also by the character of the continuing organization 
which has been created by ‘a representative group of civic leaders. The con. 
mittees, in their planning, anticipate involving an increasing number of citizens 
in the activities of the foundation. 

Eventually, through the processes of group study and action, and through 
involvement of many individuals, it is expected the citizens of Bartholomew 
County will have a better understanding of the problems of the aging and the 
aged. 

WHAT MAY WE EXPECT AS OUTCOMES? 9 

A. Better appreciation and understanding of the conditions and problems 
which arise as a result of aging and retirement from work; 

B. Knowledge of how to work together more effectively to meet community 
problems as they arise; 

C. Realization that all individuals have problems with which they must make 
adjustments for effective living: 

D. A better understanding by individuals of what they can do to prepare 
themselves for later life; 

E. Achievement of positive attitudes toward retirement from an individual 
and a community point of view. 

FF. Better use of community facilities and resources by the aging and the 
aged ; 

G. Information basic to providing facilties and services necessary to meet the 
problems of the aging and the aged; 

H. Development of a model community self-study guide ; 

I. Accumulation of data and the reporting of a total experience which may 
be useful to other communities. 


WHAT IS THE VALUE OF COMMUNITY PARTICIPATION ? 


The means of arriving at the end result often is as important as the result 
itself. The processes which the community uses will determine its success in 
reaching the ultimate goals. The sharing of experiences and exchange of data 
among committee members, community groups, and agencies create a_ better 
understanding of the problems of the aging and the aged. 

The power for meeting situations and achieving results rests in the ability 
of the people to express themselves, to communicate, and to learn how to utilize 
other resources in addition to their own initiative for finding solutions to 
problems. . 

The retirement study project in Bartholomew County may be viewed as a 
genuine grassroots activity, indicating that the community is willing to take the 
necessary steps to solve its own problems. In the light of past occurrences, there 
is no question that the community also has the ability to solve these problems. 

As this study progresses and knowledge is gained, it may well serve as a basis 
for studies by other communities and may help them in problem solving. If 
so, its results will be felt throughout the entire State. 

But in Bartholomew County there is hope-:for more than statistics—there is 
hope for a better community in which lives can be lived to the end with satisfaction 
and enjoyment. 

STATE AND NATIONAL SIGNIFICANCE 


Cgmmunity self-studies such as the citizens of Bartholomew County are 
engaged in appear to be rare. Inquiries from various Indiana communities 
have indicated a strong interest in knowing how they are going about it, not 
only in factual findings but in program framework. It is anticipated that the 
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jata and experience gained in Bartholomew County will prove useful in the 
jevelopment of other similar programs in many counties of Indiana. 

The Indiana State Commission on the Aging and the Aged has from the outset 
evinced great interest in the study. Inasmuch as the State commission’s funds 
jo not permit establishment of community projects, the Bartholomew County 
retirement study is serving the commission as a laboratory and as a pilot 
roject. 
' It is our further belief that the information and data garnered in Bartholomew 
County will prove of value to many other communities in the United States and 
to the Whole “aging”? movement. 

Nationwide attention has already been attracted in many ways, as illustrated 
by the recognition given to this study by the U.S. Department of Health, Educa- 
tion, and Welfare in the February 1958 issue of its publication, “Aging.” 


INSURANCE FOR THE AGED 


The physicians of Indiana have offered to the people of Indiana since 1946 a 
emplete hospital, medical, and surgical insurance program. This protection 
has been available to all regardless of age, color, or creed. It has been available 
toall without regard to physical condition, and no physical examination has been 
required. It provides for complete payment for a semiprivate room in a hos- 
pital and full payment for all hospital services, regardless of cost. It provides 
for all professional services in the hospital, as well as emergency outpatient 
hospital services. In addition, it provides for payment for surgery in the hos- 
pital, home, or physician’s office, and for the physician’s call on the patient 
in the hospital for medical cases, surgery calls being covered under the surgery 
section. This program costs a single individual $7 per month or the family 
of two or more $12.40 per month. 

We are, therefore, of the opinion that H.R. 4700 does not meet the need nor 
solve the problem for the people who are covered or eligible for coverage under 
social security. We firmly believe it is only a vote-getting mechanism and a 
means to further increase the tax burden upon the people of this Nation. Under 
present findings on a national basis, less than 1 percent of the people will receive 
benefit from this program, and even that benefit will be limited. The truly 
indigent will not be covered, as the great majority of them are not participants 
insocial security. - 

We believe further study should be made of the people falling in this age 
group, and that such study should be made upon a local basis. This is the only 
true means of finding what problems, if any, exist, and then intelligently develop- 
ing a program to met any found problems. 

We believe the proposals in H.R. 4700 are ill advised, unrealistic, and usurp 
from the people the right to exercise their own initiative in solving their needs 
at the local level. Therefore, we respectfully request your committee to con- 
tinue to hold this proposed legislaton until such time as the communities of our 
Nation have an opportunity to complete work now being undertaken. Private 
initiative, self-reliance, and human ambition have been the strength in building 
our great Nation—not confiscatory taxes and Government paternalism. We work 
as doctors of medicine to extend the life and improve the health of the people 
of America—we do not subscribe to any program which would bring about moral 
decay in the self-reliance and self-initiative of these same people. Let us think 
about ways to rebuild-our Nation and our people to new ambitions and new 
strength, and stop the weakening process which is a part of paternalism. We, 
the medical profession—and we feel we can say the same for the religious groups 
and the people of every community throughout the land—can assure you those 
who are unfortunate will not be allowed to suffer in want. But we believe we 
er accomplish this better and more economically than it can be done by Federal 
egislation. 

Thank you for the opportunity to present our views. 


TESTIMONY OF GLENN R. Peters, M.D., on H.R. 4700, THE ForAND BILL 


Mr. Chairman and members of the Ways and Means Committee, my name is 
Glenn R. Peters. I am a doctor of medicine, practicing surgery in Kansas 
City, Kans., and am currently president of the Kansas Medical Society. I am 
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grateful for the opportunity Mr. Mills has afforded the medical society I repre. 
sent to express our view on H.R. 4700, the bill intending to provide certain 
medical and hospital benefits to that segment of our aging population that can 
qualify under the social security program. 

The Kansas Medical Society and I, personally, as a physician, hope the com. 
mittee will see fit to reject this measure upon the grounds that have already 
been presented to you by representatives of other medical societies. These 
include the radical expense Mr. Forand’s proposal will incur upon the public, 
the deviation of this proposal from the standards of democracy upon which this 
Nation was founded, and the demonstrable fact that the benefits here offered 
can more adequately and more economically be obtained through other means, 

I wish to support the views of spokesmen from other medical societies on 
those arguments and beg to discuss only the last-mentioned point—the fact that 
other programs can offer a more adequate solution at less cost than is to be 
provided in the bill now under your consideration. 

First, by way of introduction, may I remind you that no one will deny the 
existence of a problem with reference to health care of the aged. We also 
admit to the argument that this problem is as yet in large measure unsolved. 
We must remember, however, that the problem is a new one which was not even 
anticipated when the present aged population was building its retirement pro- 
gram. In 1900 life éxpectancy in the United States stood at 49 years. The 
jump to 70 years was never seriously expected until it had suddenly been 
attained. So the problem came upon us before we were prepared to meet it. 

Even this is not as disastrous as may be deduced from statistics. I know that 
the aged ill are being cared for in Kansas. I know they will continue to be cared 
for and that the ability to pay is not a prerequisite for medical attention, 
Therefore, it is contrary to fact in my State to suggest this bill must pass if the 
aged are to escape neglect by the medical profession. 

We believe the aged do not want charity, and we propose they do not need 
charity, even when offered in the disguise of Federal assistance, whether it is 
doled to them from the right hand of welfare or by the left hand of social 
security. 

All over this Nation, and that includes the State of Kansas, people are now 

becoming dedicated toward giving our aging population a solution that will 
leave them independent and will retain for them the dignity of choice in their 
health care. In direct opposition to some public expression on this subject, I 
am convinced the average senior citizen would still prefer to handle his own 
affairs if the way to do so might be shown him. 
The suddenness with which this problem came upon us left everyone unpre- 
pared, but we have reason to be encouraged over the enthusiasm with which all 
segments of the population are exploring the subject. Today, we do not have 
the answer, but the answer will be found, and it will be a better solution than here 
offered under H.R. 4700. Of that I am sure. I am sure, also, that this better 
solution cannot be achieved if the present bill is enacted into law because the 
sheer magnitude of Federal intervention will stifle free enterprise. 

So it appears to the Kansas Medical Society that the Federal Government can 
afford to take a long and serious look at what is being tried, that calm judg- 
ment should rule on whether such efforts have a reasonable chance for success, 
and that the gentlemen on this committee should weigh with care the question 
of whether the Federal Government would serve the aged better by assuming 
their obligations and prescribing the circumstances of their care or by assisting 
local or private projects that could function if a stimulus were offered. 

In Kansas we are trying a variety of experiments and will attempt still more 
in a most sincere effort to solve this problem. Commercial insurance companies, 
national as well as local in scope, are now searching statistics for an estimate 
of the basic cost for health care of the aged. We have a firm commitment from 
some, and believe others will follow, that they will write such insurance at cost 
with no profit to the company if the medical profession will contract to make this 
a service, as contrasted with an indemnity plan. 

In Kansas we already operate a service program under Blue Shield, and I 
believe I know Kansas physicians well enough to gamble they will do this for 
the aged population, also, if the fees for service are at least reasonable and 
if insurance companies will prepare contracts with realistic benefits. We are 
spending many hours on this effort and believe a low-cost insurance-type pro- 
gram can be evolved that the aged will like, that the insurance company can sell, 
and that the physician will respect. 
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The variations open under such a plan are endless. Could, for example, 
Blue Shield write the basic coverage, only, and leave all supplementary bene- 
fits to other insurance companies? Could more hospitals, as are some in Kansas 
at this time, build separate convalescent or nursing home units where day care 
js drastically cheaper than hospital rates can ever become? Could there be 
yalue received from an experiment now conducted in one county in our State 
where Blue Shield is paying home nursing care and even housekeeping ex- 
penses where necessary to convalescents who, except for such care, would 
have to remain in hospitals? Is the work of the Health Insurance Council which, 
in Kansas at least, consists of representatives of health care agencies in addi- 
tion to insurance companies of interest to the Federal Government? 

All these and others are being considered. Some are in operation. Others 
will be soon, and in other States the story is similar. Studies are now underway 
also at the Federal level which could well point toward solutions that might 
make H.R. 4700 an ill conceived and regrettable action. It appears to us that 
not only would a long look be advisable, but any action taken before these sur- 
yeys have had an opportunity to prove themselves would be most unfortunate. 

We will be happy today or at any time to give you the details of all the 
projects we are exploring. I did not do so now in deference to the extreme 
pressure upon your time. I do, however, most respectfully suggest that the 
people of this Nation have a remarkable ability for working out their destiny 
even in the face of considerable odds. 

It appears to us in Kansas that the new problem of the aged is not exceptional 
in this regard. Until now, health insurance coverage simply wasn’t available 
to the aged. We do not know they cannot pay a reasonable amount for this 
nor that these people or their families might not prefer to do so. We do not 
know yet whether present costs might be sharply reduced if physicians, hospitals, 
pharmacists, and insurance people cooperate toward that end. We have be- 
gun an effort to learn that answer. 

We do not know whether people might like to purchase a health policy during 
earlier years that will be paid in full when they reach the age of 65, with 
benefits available for life. There are a great many other questions which 
might be answered without Federal intervention if a little more time could be 
obtained. 

I have tried to present-an argument through the introduction of a question. 
The point is philosophical as to the proper role of Government in the personal 
affairs of its citizens. I can and will be pleased to support with detailed ac- 
counts the suggestions I inserted as illustrations, but for the purpose of my pres- 
ent intent, I think the position of the Federal Government is the basic problem. 

Quite simply stated, if it is less than politic to do so, I would close my pre- 
sentation by most respectfully suggesting that providing health care for senior 
citizens is each individual’s responsibility. Once an adequate insurance plan 
is devised, should family, private, and local resources remain insufficient, the 
Federal Government might then become much concerned. 

But for the Federal Government to provide benefits regardless of need before 
either the problem or its ultimate solution is understood and before other 
resources have been explored, as will be the case if H.R. 4700 is now enacted into 
law, appears to me to be not only an unnecessary Federal activity, but quite prob- 
ably unduly expensive for all citizens, and certainly out of keeping with the 
position I believe the Government should adopt in domestic intervention. 

This last is my personal conviction, but I firmly believe it to represent the 
opinion of the great majority of the members of the Kansas Medical Society 
for whom I speak, and in this belief, I submit that opinion as the principal 
reason the Kansas Medical Society at this time opposes the passage of H.R. 4700. 

I wish to thank Mr. Mills for granting me this opportunity to express my views 
and each member of this committee for your courtesy. 


RESOLUTION OpposING THE ForRAND BILL 


Whereas legislation has been proposed that would amend the Social Security 
Act to provide for the Federal purchase of certain health care services for social 
security beneficiaries ; and 

Whereas such legislation would further increase social security taxes which 
are already scheduled to reach 9 percent of payroll—up to $4,800 income; and 

Whereas care for the older citizen calls for a flexibility of medical approach 
ae technique—not the rigidity inherent in Government controlled programs; 
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Whereas the proposed legislation is a political approach to a health problem; 
and 

Whereas a nationalized program of this sort would weaken the patient-physi- 
cian relationship ; and 

Whereas a bureaucratic system for solving individual health problems of the 
aged would result in political abuses and administrative waste: Now, therefore, 
be it 

ResoWwed, That the Louisiana State Medical Society does hereby go on record 
against adoption of H.R. 4700 introduced in the 86th Congress by Representative 
A. J. Forand, of Rhode Island. 


MAINE MEDICAL ASSOCIATION, 
Brunswick, Maine, July 7, 1959. 
Re H.R. 4700, the Forand bill. 


The Honorable WILBuUR 
Chairman, House Ways and Means Committee, 
Washington, D.C. 


Deak Mr. Mitts: After due consideration of this proposed legislation, the 
Maine Medical Association does hereby go on record as unanimously opposed to 
H.R. 4700, the Forand bill. 

Very truly yours, 
Car E. RicHarps, M.D., 
Chairman, the Council of the Maine Medical Association. 


THE MASSACHUSETTS MEDICAL SOcIErTy, 
Boston, Mass., July 2, 1959. 
Hon. D. MILs, 
Chairman, Committee on Ways and Means, 
House Office Building, Washington, D.C. 


My Dear Mr. Mitts: The Massachusetts Medical Society is strongly opposed 
to H.R. 4700, the Forand bill. 

Our members are aware of and disturbed over Federal encroachment on the 
practice of medicine via social security legislation, and as responsible citizens, 
we cannot help but be alarmed at the constant amendments to the Social Security 
Act made without regard for the ultimate soundness and stability of the program. 

We recognize that there is definitely a problem of providing hospitalization and 
surgical care for certain elderly persons. But, we feel that precipitous action by 
Congress to provide such care through the Social Security Act is dangerous not 
only to the national economy, but also to the practice of medicine. We suggest 
that before Congress acts hastily the program be studied carefully in order to 
determine the extent of the problem and whether or not it can be solved on a 
voluntary basis by Blue Shield, Blue Cross, and private insurance companies. 

Steps have already been taken in Massachusetts to solve the problem. Blue 
Cross and Blue Shield have eliminated the 65-year age limit for original enroll- 
ment. It is estimated that more than 40 percent of the 500,000 persons over 65 
in Massachusetts are protected by Blue Shield. 

Health insurance protection for elderly persons is fast becoming as prevalent 
as it is for the employed population, shown by the fact that the gross of coverage 
for the aged population has, in large measure, come about in the last 5 years 
alone. 

We should like to stress that it is unknown what percentage of the aged popu- 
lation is actually medically indigent and cannot afford medical care. It is 
emphasized that a good percentage of this group may in all probability not be 
affected by enactment of H.R. 4700 because they are not social security 
beneficiaries. 

Although social in nature, these questions are pertinent: What would be 
the effect of such legislation on the moral fiber of the young people? Will they 
forego preparing for old age knowing that the Government would take care of 
them in the declining years of their lives? Will children of aged persons no 
longer’ feel a responsibility for their care? 

We believe that once such a bill is enacted, other segments of the population 
would take steps to become included, and from the proved experience of the 
disability provisions of the Social Security Act, there is no reason to doubt that 
there would be attempts to lower the age to 60, then 55, etc. 
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We feel that the health insurance industry has already proved its ability to 
handle the extensive insurance needs of our growing population and that ade- 
quate coverage of citizens 65 and over is becoming well established. ~ 

We urge that you oppose H.R. 4700. 
Sincerely yours, 

Car F. MARALDI, M.D., 
Chairman, Committee on National Legislation. 


MINNESOTA STATE MEDICAL ASSOCIATION, 
St, Paul, Minn., July 17, 1959. 
Representative WILBUR D. MILLs, 
Chairman, Ways and Means Committee, 
House of Representatives, Washington, D.C. 


DEAR CONGRESSMAN MILLS: The physicians of Minnesota fully recognize the 
health care needs of our older citizens and are totally sympathetic toward de- 
velopment and expansion of effective and sound methods of meeting this need. 
Together with the people of Minnesota, we are actively improving and augment- 
ing medical care facilities as outlined below. 

Hospital and nursing home construction in Minnesota both public and private, 
has shown rapid growth in the past several years, and at the current rate of 
growth, it will approach the ideal requirements in the near future. 

In Minnesota we have already reached 93 percent of the ideal number of 
first-rate general hospital facilities for the State as set out by Hill-Burton 
standards. 

With regard to nursing homes, the 1957 Minnesota Legislature considered but 
did not pass a Hill-Burton-type measure to stimulate construction of new facil- 
ities. In the interim, the need for new nursing homes having been demon- 
strated, private, public, and church organizations have been busily at work. 
So much has already been accomplished that the 1959 legislature gave only 
casual consideration to the previously proposed measure. Progress is so rapid 
that additional requirements, as established by the Minnesota State Department 
of Health, have been reduced from 7,006 beds just a year ago to 4,980 at the 
present time. 

This remarkable progress by voluntary effort will be further augmented by 
legislation just passed that empowers municipalities to build and operate nurs- 
ing homes, 

For the medically indigent group of people over 65 years of age, comprising 
7 percent of our senior citizens in Minnesota, and 0.7 percent of our population, 
unlimited medical care is now provided, with local administration and free 
choice of physician and facility without the restrictions imposed by H.R. 4700. 

For the remainder of our senior citizens, some 300,000 in number, steps to 
provide medical care at reduced rates are being taken. These are in the form 
of reduced insurance costs, reduced fees, and lower hospitalization costs. These 
are exemplified by a new low-cost service-benefit Blue Shield plan for those 
over 65; the development of minimal-care units in the hospitals; and the estab- 
lishment of nursing homes adjacent to existing hospitals. Our industries are 
using and expanding prepayment insurance plans for retired workers, and 
unions are making plans in connection with welfare funds. 

The physicians of Minnesota are actively participating in the solution of the 
general problems of the aged by full cooperation with other groups and other 
disciplines of endeavor. They represent a nucleus of citizens eager to help 
any plan which might solve the increasing health problems of our older citizens. 

The physicians of Minnesota are opposed to H.R. 4700, however, for the 
reasons given below, and we urge instead encouragement of existing mechanisms 
to successfully meet the problem. 

Exact information is lacking as to the needs of the aged for health care. 
One has only to review the lack of information demonstrated by the planning 
committees for the 1961 White House Conference on Aging at the local levels 
and to note, also, the resultant creation of the large number of local and 
regional groups for this purpose. No clear-cut, concise data are available, 
except as impressions. To embark on a program of legislation of the type out- 
lined in H.R. 4700 at this time is akin to treating a patient without making a 
diagnosis. The kind and amount of medical needs of the aged should be accu- 
rately determined before legislation is considered. 
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This proposed legislation is not insurance in the real sense; it is a political ap. 
proach to a health problem. A Government-sponsored program inevitably costs 
more than actuarial figures would indicate, because there is no one with real ip. 
centive to see that costs are kept within actuarial bounds. In addition, once 
such a program is started, the demand for services mushrooms and yet is politi- 
eally irresistible. 

The experience of other countries proves this statement to be true. For exam- 
ple, the Lougheed report on the Saskatchewan hospital insurance plan states: 
“After 1 year of operation it was discovered that original forecasts of costs 
were about 50 percent too low. Those costs have continued to grow and in 1957 
accounted for 23 percent of the total net general expenditure of the Saskatchewan 
Provincial Government.” 

The original estimate of the*gross cost of the English National Health Service 
for the year 1957-58 was over $490 million, while the actual cost for the period 
was over $2 billion, or over four times the original estimate. In addition, to our 
knowledge only one public hospital has been built since the arrival of the National 
Health Service—despite the obsolete hospital facilities which were cited as one 
of the main reasons for the establishment of the plan originally. This is dra- 
matically significant when contrasted to the great progress in Minnesota cited 
above. 

The present explosive growth of the general problems of the aged should not 
panic us into acceptance of Forand-type legislation. Many important steps have 
been made and will continue to be taken to meet these problems through private 
enterprise. While some 43 percent of this group now has some form of health 
insurance, no one even knows what the total insurance coverage of the over-65 
population is. At the current rate of growth of existing plans, 70 percent will 
have health insurance coverage in 1965 and 90 percent in 1970. 

Pooling, reinsurance and similar techniques are available to speed development 
of these plans and to broaden their benefits. Farm group health plans are under- 
developed, at the present time, and should be further encouraged. Blue Cross 
and Blue Shield plans are in the process of offering sound, nationwide coverage, 
and commercial insurers have already inaugurated national plans for the aged 
with intensive campaigns. We urge the use of these existing tools and their 
expansion by all means possible. We deplore the prospect of their rapid destruc- 
tion by enactment of the Forand bill. 

We also wish to point out that approximately 45 percent of the persons over 
65 in Minnesota at this time are ineligible for the proposed Forand-type cover- 
age, as they are not recipients of social security. In view of the fact that 23 States 
(including Minnesota, with others to follow rapidly) already have coverage 
available to all the population over 65, and in view of the fact that these plans 
offer more extensive and more desirable coverage than H.R. 4700, we believe it 
would be tragic to institute a permanent and practically irrevocable plan that 
would destroy such programs and the incentive for their further development. 

Given reasonable time and proper encouragement, we firmly believe that the 
temporary problems that seem to have exploded for the aged will be solved by 
the same private enterprise and initiative that has given this country the finest 
health care in the world. Since it is our belief that the adoption of H.R. 4700 
would destroy voluntary efforts to provide health care for our aging citizens, it 
seems to us most unwise to assume these unnecessary and staggering costs. 

Attached is a copy of a resolution adopted unanimously by the house of dele- 
gates of the Minnesota State Medical Association on Monday, May 25, 1959, which 
demonstrates our attention to this matter before hearings on H.R. 4700 were 
scheduled. 

In summary, the physicians of Minnesota are aware of the problems involved 
in providing health and medical care for our senior citizens. We are pledged to 
meeting this challenge by implementing existing plans, and we wish to be per- 
mitted to carry out this pledge. We believe that H.R. 4700 is unnecessary and 
destructive. We urge that a concerted national effort be made to publicize and 
strengthen the existing health plans which are so near to a solution of the 
problem at the present time. We will support what we believe to be suitable 
legislation to stimulate and encourage individual enterprise and effort to provide 
health care for the aged, and we would endorse thorough studies of sound new 
methods to meet this challenge. But we are unalterably opposed to H.R. 4700. 


Respectfully submitted. 
B. B. Souster, M.D., President. 
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RESOLUTION Was ApoPTED BY THE HOUSE OF DELEGATES ON MonpDay, MAY 
25, 1959, ON RECOMMENDATION OF THE RESOLUTIONS COMMITTEE 


Whereas the problems of aging are recognized by the American Medical Asso- 
ciation as major and serious; and ‘ 

Whereas Minnesota physicians recognize the broad implications of these prob- 
ems: and 
Whereas we, as citizens, fully recognize our responsibilities and are actively 
participating in the ultimate solution of these problems, both sociological and 
medical, Therefore, be it 

Resolved, That the Minnesota State Medical Association commend those 
groups, private citizens, and public officials who have taken an earnest interest 
and have provided leadership in the recognition and study of the problems 
associated with the ever-increasing number of senior citizens. We fully appreci- 
ate the value of specially organized groups, such as the Governor’s Council on 
the Aging, established by Gov. Orville Freeman, and sincerely hope that members 
of the Minnesota State Medical Association will be freely called upon for their 
assistance in studying the general problems of the aged and the specific problem 
of medical care for senior citizens. 


STATEMENT OF OPPOSITION BY RALPH PERRY, M.D., PRESIDENT, MISSOURI STATE 
MepIcaL ASsocIATION, St. Louis, Mo., RE H.R. 4700 (86TH ConG.) Juty 10, 
1959 


There are two basic reasons why Missouri physicians and the Missouri State 
Medical Association believe House Resolution 4700, the Forand bill, should not 
be passed. 

First, we believe that any such legislation to provide hospital and medical care 
for social security recipients on a Federal governmental basis is unnecessary in 
the light of present-day progress in providing care on a private and voluntary 
basis. 

Second, we believe that such legislation represents a threat to the quality of 
medieal care in this country and can lead only to progressive socialization of 
medicine, with all the attendant disadvantages to the public that that would 
mean. 

The progress in the last year or so in providing protection for the older age 
groups both through the nonprofit community service Blue Cross and Blue Shield 
plans and the commercial insurance companies has been phenomenal. This 
progress will continue, if unhampered by government, and will become greater 
and better. 

In Missouri, specifically, membership in the State’s Blue Cross and Blue 
Shield plans is open to anyone without regard to age. Several commercial insur- 
ance companies are also providing coverage for those over 65. Protection is 
available and at reasonable costs. 

We recognize that there will still be some who cannot afford such protection 
and who will not be able to afford to pay for their care. There are such people 
today. There is a great question, however, as to whether anyone has, or can, 
show substantial evidence that these people are not receiving full and adequate 
medical care. On the contrary, there is substantial evidence that there is no 
lack of care for them on a private, voluntary basis without Federal intervention. 

Physicians have traditionally accepted the responsibility to provide their serv- 
ices free of charge to those who could not pay. The local communities have 
taken this same responsibility in regard to hospitalization and are carrying it out 
excellently. No one in America today need suffer from a lack of medical care, 
no matter what his age. Care is being provided and without Federal Govern- 
ment control. 

Physicians believe in the principle of care for the patient regardless of his 
ability to pay. The house of delegates of the Missouri State Medical Association 
voted unanimously to decline payment for physician’s services under the Federal- 
State matching program to provide medical care for welfare recipients. The 
physicians are willing to furnish care for these indigent patients on the tradi- 
tional basis as they always have—they do not feel there is a need for Govern- 
ment payment for this traditional care or for Government intercession in the 
relationships between these patients and their doctors. 
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We believe the costs of the program outlined in H.R. 4700 have been seriously 
underestimated. The experience in Great Britain and other European countries 
and in the United States with Medicare and the Veterans’ Administration bear 
out the contention that initial estimates of cost fall far short of actual expenses, 
As physicians we know the costs of providing care, and we believe the Forand 
bill would be a great deal more costly than published estimates indicate. This in 
turn would mean an even greater tax burden on the people. 

Intervention of the Federal Government into the field of medical care inevit- 
ably affects the relationship between the patient and his physician. In any 
governmental program there must be control. These controls must in every 
case react in one way or another to interfere with the quality or quantity of the 
care of the patient, and the patient suffers. This is true now in programs already 
in existence in this country—the veterans home town care program, the Vendor 
programs, and certainly in the Medicare program. Whatever the good points 
of these programs, the fact of government payment and government control 
interposes an adverse element between the patient and his doctor that does not 
prevail when an independent patient freely seeks care from an independent 
physician. 

The dangers of H.R. 4700 are not alone in its own provisions, although these 
are certainly great enough. It would be unrealistic to believe thft, once put 
into effect, the principles underlying the Forand bill would not be extended until 
medicine was completely socialized. Extensions of the program can be foreseen 
in each succeeding session of Congress, until every American becomes a ward 
of the Federal Government for complete health care, while the cost of the 
program becomes impossible to support in addition to essential programs such 
as defense, and the quality of the medical care received by those who are ill 
deteriorates. 

Because such legislation is unneeded in view of the progress in providing pro- 
tection for those over 65 by priviate means, because such Federal programs are 
far more costly than provision of the same services on a voluntary and private 
basis, because intervention of the Federal Government into the health care field 
in this way will undoubtedly mean a lessening of the quality of medical care 
available to the public, the physicians of Missouri and the Missouri State Medical 
Association urge that the Forand bill, House bill 4700, not be passed. 


MontTANA MEDICAL ASSOCIATION, 
Billings, Mont., July 20, 1959. 
Hon. D. MILLs, 
Chairman, Ways and Means Committee, 
House of Representatives, Washington, D.C. 

Dear Mr. Mitts: As a representative of the Montana Medical Association, I 
wish to record its opposition to H.R. 4700, hearings upon which were conducted 
by your committee during the week of July 13. We agree with the objections 
to this bill as set forth by the several representatives of the American Medical 
Association who presented testimony before your committee. I am aware of 
the objections that have been voiced by Leonard Larson, M.D., chairman of 
the board of trustees of the American Medical Association and of the other 
representatives of the American Medical Association whom you have heard. 
I was in Washington on July 14 and assisted in the preparation of their 
testimony. 

We believe that here in Montana we are solving the problem of the care of 
the aged in a manner which is better than could be offered by a federally 
subsidized program. I would like to submit respectfully the following to your 
committee in support of this last statement: 

(1) Since 1954, 266 additional nursing home beds, licensed under hospital 
laws, have become available and 116 more nursing home beds have become 
available and licensed under nursing home laws. 

(2) Nursing homes under construction, which will be licensed under hospital 
laws, will provide another 68 beds. 

(3) Chronic disease facilities presently under construction in Montana, which 
will also be licensed under hospital laws, will provide another 194 beds. 

(4) In addition to the above there are in Montana as of June 30, 1959, 96 
nursing and boarding home facilities with a total of 1,585 beds. 
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(5) There are 9 nursing homes affiliated with hospitals with a total of 128 
peds and 10 other nursing homes with a total of 435 beds. 

(6) This results in a total of 115 facilities with 2,148 beds actually in existence 
at the present time. ¥ 

These figures may not seem impressive to members of your committee residing 
in large urban areas; nevertheless, they are impressive to us who reside in a 
State which has a population of scarcely more than one-half million, where the 
communities are smaller in size and where there exists a considerably greater 
tendency to care for our older age citizens in the homes of their children than 
may occur in the more crowded urban areas of this country where space is 
greatly limited. 

In addition, through the State board of health, we are working in Montana to 
improve the quality of patient care in nursing homes. Using a pilot study in 
Bozeman, a working agreement has been established between the board of health 
und the nursing homes to organize assistance through local resources, including 
local health departments, welfare departments, the American Red Cross, civic 
groups, ete.; to develop an understanding and working relationship between local 
physicians and the nursing homes; to assist the nursing home facilities in devel- 
oping and maintaining an adequate record system. 

At the request of the House of Delegates of the Montana Medical Association, 
Montana Physicians’ Service (Blue Shield) initiated on July 1, 1959, a series 65 
coverage for individuals 65 years of age or older. This plan in Montana em- 
bodies both medical-surgical coverage and hospital coverage. More than one 
type of plan is being offered but, as an example, one plan provides complete 
paid-in-full benefits for medical-surgical services which include medical care, 
surgery, care of fractures, X-ray therapy, anesthesia, diagnostic X-ray and 
laboratory services up to $50 (after $10 deductible), and 120-day renewable 
benefits. Similarly, different types of hospital plans are being offered. One of 
the hospital plans, for example, pays $12 per day for 120 days of inpatient care 
during each period of disability and is renewable 90 days after discharge for 
another 120 days of care. In addition, it pays up to $150 toward the cost of 
listed extras. It should also be noted that the physicians in Montana are accept- 
ing lower fees from Montana Physicians’ Service for care rendered under the 
series 65 plan. 

The Montana Medical Association has, in addition, a very sincere committee 
on aging. This committee is studying actively the problems that exist in Mon- 
tana and will have additional recommendations to submit to the house of dele- 
gates of the association at its next annual meeting in Butte during September. 
I believe that the physicians in Montana are accepting the responsibility not only 
for the organic diseases of their patients, but that they are working toward a 
solution of the social and economic results of such illnesses as they affect the 
individual and as they affect the community. It has been our feeling here in 
Montana that our citizens do not want charitable security, artificially created by 
taxation and legislation, but, rather, they desire an opportunity to maintain their 
productive usefulness to the community and thereby maintain their individual 
integrity and incentive. 

We expect to actively participate in the White House Conference on Aging to 
be held during January 1961. We believe that to draft or to enact legislation 
such as H.R. 4700 before this conference will certainly be similar to treating a 
disease before its nature and its extent are fully known. Certainly, our repre- 
sentatives, who will attend the White House Conference on Aging, will be well 
aware of any problems that may exist in Montana. In addition, studies which 
are now being conducted will bring to light further solutions to the problems of 
the aging population and these solutions will become effective in Montana as 
soon as possible. 

I would like to state in closing that I was very impressed with the way in 
which you conducted the hearings before your committee last week. The hear- 
ings were conducted with fairness, with impartiality, and with dignity. I left 
with the strong feeling of conviction that your committee plans to develop all of 
the facts relevant to this problem and that the solution as recommended by your 
—* will be the one which every member feels is a proper one for this 
country. 

Sincerely yours, 
JOHN A. Layne, M.D. 
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NEBRASKA STATE MEDICAL ASSOCIATION IN OpposiITION TO H.R. 4700, 86TH 
CoNnGRESS, JULY 17, 1959, Hous—E Ways AND MEANS COMMITTEE 


Mr. Chairman and members of the committee, Nebraskans believe in free 
private enterprise. Since pioneer days, we think we have tuken good care of 
our elder citizens. We thiuk we are doing so now, and we feel that we can con- 
tinue without Federal help and we hope without Federal Goverument interfer. 
ence. We still realize that the Federal Government has no money—only the 
power to tax and as more and more Federal programs are proposed to do things 
that we ourselves should, can, and want to do, we are hampered in our efforts 
and have less and less money with which to accomplish these enus, 

In Nebraska we recognize two classes of the over age 65 group, which is quite 
apparently not done in H.R. 4700. This bill seems to conclude that all citizens 
over age 65 are indigent. There are many, many over age 65 people in Nebraska 
who are able to care for themselves, both physically and financially. Approxi- 
mately 10 percent of our population are over age 65. The number of these people 
who are dependent on society for their food, clothing, housing, and medical care 
is unknown, and would require detailed survey to establish. It would seem fair 
to assume that the number is-comparatively small. We arrive at this conclusion 
because of many factors. Blue Cross—Blue Shield reports that durifig 1958 they 
paid out approximately $700,000 to 12,000 to 14,000 people over age 65 on policies 
for medical and hospital care. This is only one company. We may reasonably 
assume that the total number handled by all of the insurance companies in Ne 
braska writing this type of insurance must cover and protect a considerable 
segment of this age group. It would appear ridiculous to set up a program of 
Government aid for this type of individual. State records indicate that there are 
approximately 15,700 individuals over age 65 on old-age assistance. This is the 
group that presents our problem, but it is in no way touched by the Forand 
influence. 

What are we doing about these citizens? Certainly we are doing many things, 
We would like to point out some of these programs in Nebraska. 

At the present time we have three units now in operaton for domiciliary care 
for the aged. These units are conversions of hospitals where new hospital 
facilities have been erected. Patients in these units have close proximity to 
medical care as well as hospitalization. 

A law was passed in the last session of the Nebraska Legislature which makes 
it possible to permit the expenditure of inheritance tax funds for the relief of 
incapacitated or indigent persons through the construction of convalescent or 
geriatric units. 

One of the more important facets of the care of the aged is, of course, the 
physician’s care. What has Nebraska done about this problem? At the 1958 
annual session meeting of the House of Delegates of the Nebraska State Medical 
Association, the Nebraska Blue Shield was directed to formulate a policy to 
cover the needs of the over age 65 group. This was to be done in cooperation 
with Blue Cross to provide hospitalization. Such a plan was to provide service 
at a reduced cost. The plan is now in operation. Each member may receive 
60 days per year hospital care; 60 days per year in-hospital medical care, plus 
service benefits for surgical procedures. And the cost is only $7 per month. 

The hospitals in Nebraska are doing their part in this program. It is a well- 
recognized part of the reason for existence for all hospitals that a portion of 
their budget should provide for care for the indigent. This is traditional, espe- 
cially so of church-supported hospitals. A check of the three major hospitals 
in Lincoln, our capital city, and a reasonably prosperous community of 130,000 
people, indicates that these hospitals provide as a part of their regular operating 
budget a sum of approximately $60,000 per year for care of the indigent. Passage 
of the Forand bill probably would not change nor take away this operational 
objective of these hospitals. A check of a number of Nebraska hospitals in- 
dicates that this same service rendered over the State is considerable. 

Housing plans well distributed over the State are going into operation, part 
of which falls into the low-cost category for the benefit of our elderly citizens. 

The Committee on Aging of the Nebraska State Medical Association is cogni- 
zant of this problem and its many facets, and total effort is being expended 
toward resolving these difficulties into a smoothly operating program. 

We may conclude that Nebraska is making a well-unified effort to give proper 
eare to our citizens. H.R. 4700, known as the Forand bill, would add nothing 
to our efforts. In fact, it would interfere with our progress ‘and eliminate a part 
of our present effort. 
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STATEMENT OF THE MEDICAL ASSOCIATION OF NEVADA, RE H.R. 4700, BeEForE Ways 
AND MEANS COMMITTEE, HOUSE OF REPRESENTATIVES, BY LESLIE A. MoREN, M.D. 


Mr. Chairman, I am Dr. Leslie A. Moren, a general practitioner, member of the 
Elko Clinic, Elko, Nev. I represent the Nevada State Medical Association 
though the views I exnress are shared by many other responsible citizens, from 
all walks of life, in Nevada. We wish to register before this committee our 
opposition to H.R. 4700, known as the Forand bill. 

We oppose this bill in its entirety as a matter of principle, and will not take 
up the time of your committee discussing individual features or proposals con- 
tained in H.R. 4700. 

First, H.R. 4700 represents unwarranted regulative interference by the Federal 
Government in a sphere of human problems that are more expeditiously and less 
costly handled on the State and local levels. We in Nevada have had many 
examples of bureaucratic controls handed down by rigid regulations coming 
through channels and working to the detriment of our citizenry. We are fed 
up with such controls, having the effect of law, plaguing us almost daily and 
making more nettlesome and costly the conduct of our practice of medicine. The 
stoffs to develop and oversee the rules and regulations empowered by H.R. 4700 
would add tremendously to the cost of providing good medical care and 
services to the persons snowed under by this bill without adding one bit to the 
actual care received by patients. The very nature of this proposal makes it a 
political dice game, to be changed perhaps by each session of Congress with the 
statisticians calling the turn and forgetting, conveniently, the impacts on the 
recipients or purveyors of the services. 

Second, the individual doctors in Nevada and the Nevada State Medical 
Association are justly proud of providing the best possible medical services 
to all classes and age groups, resident or transient, in our great State. Every 
doctor gives tremendous portions of time, effort, heartache, and plain hard work 
to the care of indigent and low-income patients, accepting this as part of his 
professional and personal duty to society. This is part of the heritage and 
ethics of our great profession. H.R. 4700 would do much to break down this 
feeling of personal responsibility of individual physician to his patient. It 
matters not how pious the language of the bill, stating the Government is not 
authorized to interfere in hospital administration or in the practice of medicine, 
for the “rules and regulations” herein stated or implied, and certain to be forth- 
coming should the bill become law, there will inevitably follow the intervention 
of a bureau between patient and doctor, working far too often to deprive the 
patient of the best individual care he deserves. Statistics mean much in help- 
ing to determine possible courses to pursue in the diagnosis and treatment of 
illnesses, but they are completely invalid regarding an individual patient’s 
problem. No two ulcers are alike. No two coronary attacks are identical. Yet 
this bill would soon permit the dam of regulations to burst, and the “orders 
to conform” would require that patients’ problems would have to be put in 
neat orderly slots or cubbyholes so regulations, for the sake of controls, would 
not be abused. 

Be not amused at this picture of how medical care would deteriorate. Last 
November I participated in a month-long medical service study tour of West 
Germany. One of the startling, tragic problems I learned about in that great 
nation, where 85 percent of the population is covered by the smothering blanket 
of their social welfare program, is that the general practitioner on the welfare 
panel must see 50 to 80 patients in his office daily. Gentlemen, that permits the 
doctor barely enough time to say “How do you do, this is Thursday, goodbye,” 
much less afford any time adequate for thoughtful and careful diagnosis or for 
considerate and sound plans of treatment. No doctor can rest easy thinking of 
his patients when bureaucratic controls force him to work under such condi- 
tions. The principle of compulsory health insurance, embodied in H.R. 4700, 
and based on inadegqnate studies of needs, or solutions, would end in the loss 
of medical care standards placing first the best interests of the patient. 

Third, the source of control of medical practice would, under the Forand 
bill, pass from individually responsible doctors, responsible to patient, colleagues, 
and community, to a hydraheaded, pass the buck, invisible bureaucracy that 
would defy, deny, and refuse to recognize personal patient needs. The current 
pressures of local welfare boards, prodded by State welfare boards already 
partially controlled by Federal boards that get into the act because of “regu- 
lations” now in effect due to Federal-State matching moneys, would be inten- 
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sified by the addition of more regulatory commissions of the Federal Govern- 
ment to the point where doctors cannot afford useful time for patients, 

At the present time, the American Medical Association, and the component 
State and local medical societies, are cooperating with other organizations in q 
thorough, intensive study of the problems of aging and of the aged. We hope 
this study will provide factual data that may help point the way toward better 
understanding of the needs in this field, and toward possible practical solutions 
for providing improved, zestful, useful living for our elder citizens. The Forand 
bill assumes that Federal agencies alone have the knowledge and potential skill 
to solve this, and by providing controlled compulsory health insurance, ignoring 
the necessity for consideration of other socioeconomic factors playing an in- 
tegral part. Such action truly exemplifies putting the cart before the horse, 

Lastly, H.R. 4700 would strike a crippling blow to improving and expanding 
efforts of private insurance companies to make available voluntary insurance 
programs for elderly people. These programs, by both nonprofit and for-profit 
associations and companies, carry on the vital traditions of personal respon- 
sibility so necessary for the preservation of our great Republic. We as respon- 
sible and concerned citizens must resist all attempts, by whatever group, to 
chip at the pillars or freedom essential to individual rights. 


STATEMENT OF THE New HAMPSHIRE MepicaL Socrery Re H.R. 4700, 86rn 
CONGRESS, THE FoRAND Bint, HousE WAys AND MEANS COMMITTEE, JULY 9, 
1959 


My name is Clinton R. Mullins, a physician and surgeon of Concord, N.H. I 
am president of the New Hampshire Medical Society and of the New Hampshire 
& Vermont Physicians’ Service, more commonly referred to as Blue Shield. 

Ours is one of the senior organized medical groups in the Nation, the society 
having been formed in 1791. 

Not unmindful of the economic pressures now on us all, physicians of our 
State have repeatedly, year upon year, given of themselves, their talents and 
professional experience to provide medical care for all requiring such service, 
regardless of the individual’s ability to meet the financial obligation. 

Because of this philosophy of service, physicians of New Hampshire look with 
a jaundiced eye upon socialized medicine, advocates of which envision the 
Social Security Act as a vehicle for providing comprehensive Government 
health care. 

The physicians of New Hampshire do not favor. H.R. 4700, nor any similar 
type of legislation. The need this measure would allegedly fill is already 
being met by those whose responsibility it is to provide broader medical services. 

It is my pleasure to inform this committee that in New Hampshire, more 
than 42 percent of our people over 65 are already enrolled in Blue Shield. 
If you take into consideration the new social security qualifying age of 62 for 
some eligibles, another 12 percent would be added. 

Statisticians of our plan have determined that coverage for this older age group 
has increased 8.2 percent since 1950. 

With more than 54 percent of those in the social security age group already 
participating in Blue Shield, and a lesser, but nonetheless significant, number 
covered by other insurance carriers, it appears obvious that the problem viewed 
by the sponsor of this legislation—at least in New Hampshire—resolves itse 
as no problem at all. ™ 

It would serve no useful purpose for me to attempt to detail even some of 
the reasons why physicians of New Hampshire do not favor this measure. 
These reasons have been stated by other organized medical groups already and 
will be reemphasized during this hearing. 

This whole scheme to tinker with the Social Security Act reminds me of 
a New Hampshire farmer friend of mine. He was telling me about his egg 
business one day and made the remark: 

“No matter how hard you scramble bad eggs, you just can’t make a good 
omelet out of ’em.” 

That is what we think of H.R. 4700, too. 
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PRESENTED IN BEHALF OF THE MEDICAL SoclETY OF NEW JERSEY BY F. CLYDE 


Bowers, M.D., PResIpENT, THE MeproaL Socrery oF NEW JERSEY, IN OPPOSITION 
to H.R. 4700 (FoRAnpD) 


As president of the Medical Society of New Jersey, I am privileged to be the 
spokesman for the more than 6,500 physicians who are its members and for 
the approximately 3,000 members of its women’s auxiliary. 

Founded in 1766, the Medical Society of New Jersey witnessed and assisted 
at the birth of the United States of America. Almost seven generations of our 
members have—as citizens—loved and served their country, and—as physi- 
cians—have loved and served their fellow men. It is pricisely because of that 
twofold dedication—to our country and our fellow men—that we of the Medical 
Society of New Jersey, as citizens and as physicians, wish to record ourselves 
in fundamental opposition to the principles which H.R. 4700 embodies and to 
the effects which it would bring about. 

We view this measure not only as incompatible with the economic health and 
stability of our Nation, not only as a dire threat to the maintenance of high 
standards of medical care, but as corruptive of the character of our citizens and 
destructive of their rights and responsibilities as freemen. We view it, in short, 
as a threat to our vitality and well-being as a people, as an instrument for the 
silent and subtle abandonment of our basic forms of government, and for the 
substitution instead—by calculated, sinister, and implacable steps—of a Social- 
ist welfare state. 

The United States of America, thanks to God, and our distinguished progeni- 
tors, established a form of government which exalts the rights of the individual 
above those of the state, which makes the citizen the master and government 
the servant, and finally which trusts to the initiative, industry, judgment, respon- 
sibility, and integrity of the citizens to insure their own well-being and the 
Nation’s life and survival. 

Across the years and the generations intervening since the birth of this 
Nation, we of the Medical Society of New Jersey—with fervent delight—have 
witnessed the triumph of this type of citizen, of this form of government, of 
this way of life. We and all other patriotic Americans have gloried in the 
achievements and triumphs of our great Nation. We hold it to be the greatest, 
most enlightened, and -best Nation the world has ever known. We want it 
to continue and-to go forward as such, despite the envy and the machinations 
of other peoples and their leaders, and despite the efforts of those within our 
boundaries—through guile or ignorance—to bring it to disaster. 

The source of the strength and greatness of the United States of America 
lies in the character and resourcefulness of its citizens. On them our Nation 
depends. Once the character of our citizens is debauched—as by dishonesty 
it can be debauched—and once the strength of our citizens has given way to 
induced debility, our Government will topple and fall. Save for the strength 
which the people give it, it has no strength of its own. 

This is the fundamental fact underlying all legislation that would and does 
encourage the citizens of the United States to depend upon and draw their 
strength from the Government; they cannot do so and remain free. And when 
the citizens have lost or surrendered their freedom, the United States will no 
longer be a free country but a slave state. 

If‘that is what others want, that is not what we of the Medical Society of 
New Jersey—as citizens and as physicians—want or are willing ever to accept. 

‘That is why—basically and unremittingly—we oppose H.R. 4700; and that is 
why we oppose, and will continue to oppose, any and all legislation of like 
character. 

We view it as leading to the abandonment of our free Republic and to the 
establishment of a welfare state. We regard it as constituting as great a 
threat to the welfare of our people and of our country as do the forces of our 
enemies directed against us from without. 

Permit me to offer the rationale of the position of those whom I have the 
honor to represent. 

As citizens— 

We believe that it is right and proper for government to provide for citizens 
those necessities which they cannot provide for themselves. 
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We believe, with Lincoln, that this Nation was conceived in liberty—indi- 
vidual liberty for every citizen—and that that liberty was wrested from, and 
should be protected against. the tyranny of the state. 

We believe that individual liberty demands in the citizen initiative, inde- 
pendence, and an abiding sense of personal responsibility. 

We believe that these three qualities must be encouraged and sustained in our 
citizens if they are to have within themselves the strength to meet and best 
the challenges of life. 

We believe that our Government derives its strength from, and depends upon, 

s citizens. 

"i We believe that any system which encourages citizens to draw their strength 
from and to be dependent upon government is therefore hostile to the true 
gond of the citizens and of the Nation. 

We believe that our national history splendidly demonstrates the power and 
greatness that flow from the vigor and valor of free citizens working with united 
strength. 

We believe that anything which would diminish the freedom or impair the 
vitality of our citizenry should be resisted as a threat to the welfare of our 
country. 

As physicians— 

We believe that free and responsible citizens should provide for their own 
health care, and that tax programs should be so curtailed as to leave such 
citizens the financial means—either by personal savings or private insurance— 
to make such provision. 

We believe that it is the function of government to insure health care for only 
those citizens who are not in position to take care of themselves, and that in 
doing so government should employ only the simplest and least restrictive means. 

We believe that this ean he done within the limits of proportionately expanded 
and pronerly adiust voluntary insurance programs. 

We believe that physicians and patients alike have the right to be free 
from governmental domination and control. 

We believe that the maintenance of high standards of medical care and con- 
tinning progress in medical research and development are only possible in the 
absence of governmental domination and control. 

Permit me likewise to summarize our opposition to H.R. 4700. Specifically 
we oppose H.R. 4700 hecause— 

(1) It falsely and fatnously assumes that when the citizen reaches the age 
of 65 (a) he becomes automatically and immediately the victim of disease and 
debility, and (hb) he heeomes automatically and immediately incompetent and 
pannerized—mentally and financially incanohle of taking care of himself. 

(2) It is a blank check for a potentially unlimited tax program, which 
threatens to become an equal if not greater burden to all citizens than is the 
income tax. 

(3) It offers, at the exnense of the taxnarers, to nrovide health service for 
all recipients of social security henefits (16 million of them at the present time) 
without regard for their individual ability to pay for the costs of such benefits 
themselves. 

(4) For the really indigent who have not accumulated social security entitle- 
ment it makes no provision at all. ‘ 

(5) It wonld adversely affect the health care of all citizens not receiving 
social security benefits (but who sunply the social security tax monev to nay 
for those who sre) by encouraging the overuse of hospital facilities by social 
security claimants. 

(6) It would make available to social secnrity beneficiaries only the services 
of those hospitals, nursing homes, or physicians under contract to the Federal 
Government. 

(7) It wonld sive to an agenev of the Federal Government the nower—throngh 
interpretation of what constitutes “reasonable costs”—to set fees for the services 
of hospitals, nursing homes, and physicians—the power of life and death over 
their economy. 

(8) It would give full administrotive control of the program to an agency 
of the Eederal Government—thns exnanding the bureaucratic nower of the Cen- 
tral Government over the sovereign States and the individual citizens. 

(9) Tt is a giant sten forward in the socialization of onr Government and 
our lives, exalting and increasing the power and control of the Federal Govern- 
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ment, by invading and restricting the autonomy of the sovereign States and the 
freedom of the individual citizens. s 

In cone usion, we call attention to the fact that our case against H.R. 4700 
is not bound up exclusively with the damage it will do to the standards of medical 
care, or With the way in which it will ride roughshod over the rights of physicians 
and patients alike. We do oppose it for these reasons but, more importantly, 
we oppose it because of the deeper and more deadly damage it will do to 
us as a people and a nation. 

It is our conscientious conviction that H.R. 4700 is perniciously bad legisla- 
tion. Of it Patrick Henry might well have been thinking when he said: “The 
question before the House is one of awful moment to this country. For my own 
part I consider it as nothing less than a question of freedom or slavery * * *” 
We hope you will see it as such and reject it. If you do so, the Nation—and, 
indeed, the world—will be in your debt. 


New Mexico MEDICAL Socrery, 
Albuquerque, N. Mez., July 10, 1959. 
Hon. D. MILLs, 
Chairman, Committce on Ways and Means, 
House of Representatives, Washinyton, D.C. 


Dear Mr. CHAIRMAN: The New Mexico Medical Society wishes to express its 
appreciation for the opportunity to present its case to your committee, on H.R. 
4700. The members of our State medical society are opposed to this bill for 
the reasons Set forth in this presentation. 

The American people as a whole, and the medical profession, have become 
aware of the problems that are being presented by the rapid increase in the 
number of our aged population. It should be emphasized here, however, that 
people 65 years of age and older, although they are increasing in great numbers, 
actually are not as old as these people were two or three decades ago. With 
the increased longevity, the physiological age of people is remaining younger 
over a much longer period. Certainly, these people should be allowed to continue 
to be active and to continue to assume personal and community activities and 
not be placed “on. the shelf,” so to speak, to become wards of the state and grad- 
ually deteriorate. Such a state would be enhanced by legislation that would 
relieve them of any financial responsibility for their health. It is well known 
that the ‘elderly citizen who continues to be active and interested remains in 
a healthy environment, which is a big factor in his continued good health. One 
of the most important aspects of this, to the community, is that as long as these 
older people are active and productive, they will be contributing to the economy 
of the community rather than being dependent on such economy. The evidence 
that our people as a whole have become interested in this program is the progress 
that is being made in reaching a solution to the problem. True, no definite 
solution has been made as yet, but there is much evidence that progress is 
being made. 

Our health insurance underwriters have developed hospital and medical insur- 
ance plans which are now in effect in many States. Such a pian was inaugurated 
in New Mexico approximately 4 months ago. This plan offers these people more 
hospitalization, than that proposed by the social security legislation and the 
physicians have agreed to accept a low fee schedule for these services. ‘This 
fee schedule is approximately 50 percent of the average medical fee schedule 
in the State. Such a plan gives to the individual a complete freedom of choive 
of physician and complete freedom of choice of hospital and does not require 
any contract between any of the interested parties. 

Plans are also being developed in the State to construct apartment buildings 
for the elderly group. These apartments would have facilities that would 
make it safe and easy for these elderly people to enter and leave their apart- 
ments. Services will be available in these apartment buildings for medical 
and nursing care when needed. In addition, recreation facilities are being 
planned in the apartments, where social functions, parties, and other recrea- 
tional activities may be held by this group of elderly people. This again we 
feel is most important in contributing to the happiness of these people, which 
in turn is a big factor in their health. 
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The State is also developing plans for a Governors’ conference to be held prior 
to the White House Conference on the Aging. This we feel is one of the very 
important reasons why legislation of the type provided by H.R. 4700 should not 
be passed at the present time. I believe we all agree that when groups are 
working on a solution to problems such as these, that these groups should be 
given the opportunity to see what can be accomplished before enacting legisla- 
tion that would automatically terminate the activities of such groups. 

Further, we feel that H.R. 4700 is the type of legislation that is dangerous 
for our country in that it is one of the most forward steps toward that of a 
welfare state. This, I am sure we all agree, we want to avoid if possible. Such 
a state would not only destroy the incentive of our population but would also 
destroy the incentive of the medical profession. This has been definitely shown 
by the progress in those countries in which such a system exists. On the other 
hand, one can point to advances made by American medicine as being far more 
rapid than that of any other country in the world. All of this has been accom- 
plished under an entirely free enterprise system. 

The members of the State medical society are also quite concerned about 
the cost of this program and, certainly, the effect that it may have on the 
overall cost of our Government: We are sure that no one knows at, this time 
just what the cost of such a program would be. However, we welf know the 
figures presented by those who have made an analysis are quite alarming, be- 
ginning with the estimated cost of $2 billion annually at the onset, and rising 
within a very short period to several billion. This is something that we 
as individuals cannot really comprehend. There is a serious question in our 
minds as to whether or not such a great and unpredictable drain on the present 
social security funds might not jeopardize the entire purpose for which the 
Social Security Act was intended; namely, that of providing financial protection 
for the aged citizens. 

The New Mexico Medical Society sincerely recommends that House bill 4700 
now before the Congress, not be favorably considered by your committee. I 
wish to thank you very kindly for the opportunity of making this presentation 
to you. 

Sincerely yours, 
Lewis M. Overton, M.D., President. 


Devits LAKE, N. DAK., July 7, 1959. 
Representative D. MILLs, 
Chairman, Ways and Means Committee, 
House of Representatives, Washington, D.C. 

Deark Mr. Mitts: As president of, and representing the North Dakota State 
Medical Association, I wish to officially register our opposition to H.R. 4700, the 
Forand bill. 

It is our considered opinion that this piece of legislation is not needed, and we 
offer the following reasons to support this opinion. 

1. The cost would be at least $2 billion a year. 

2. The Forand bill would increase social security taxes. There is no proof 
that these increases would be sufficient to pay for the program. Cost estimates 
are invariably short, as we are now witnessing under the Federal highway con- 
struction program. 

3. The recipient would not be free to choose his own physician, hospital, or 
nursing home. 

4. The great majority of Americans—those who are not receiving social 
security payment—would be adversely affected by passage of the Forand bill. 
Overuse of hospitals by social security claimants seems certain to occur. 

5. Political abuse and waste can be expected. . 

6. The Forand bill would certainly raise havoc with voluntary health insurance 
programs which are currently rapidly increasing their overall coverage of the 
65-years-and-older group. 

7. Government action at this time would be hasty and unwise, since all the 
facts of the problem are not known and have not been fully evaluated. 

Sincerely yours, 
JOHN C. Fawcett, M.D., 
President, North Dakota State Medical Association. 
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STATEMENT OF THE OKLAHOMA STATE MEDICAL ASSOCIATION RE H.R. 4700 TO THE 
Ways AND MEANS CoMMITTEE, U.S. House oF REPRESENTATIVES, JULY 17, 1959, 
py ALFRED T. BAKER, M.D. ‘ 


H.R. 4700, all of its provisions and implications, are unanimously and un- 
alterably opposed by the physicians of the State of Oklahoma. The following 
paragraphs are intended to represent only a few basic objections to this legis- 
lation; objections which are shared by many intelligent Oklahomans from all 
walks of life and fields of endeavor. 

H.R. 4700 presupposes a national state of emergency on the basis of question- 
able supportive evidence. Pressure for its passage comes on the eve of the 
White House Conference on Aging, a national study which will very likely result 
in recommendations completely divergent from those contained in the bill in 
question. H.R. 4700 therefore represents a paradox of logic; its supporters 
embrace a line of reasoning that permits them to solve a problem before it is 
defined. 

There are other considerations which raise grave doubts as to the timeliness 
and need for such drastic regimentation of our elder citizens. 

Does the provision of health care for the aged represent an insurmountable 
obstacle that can only be squelched by Federal spending, or does it simply present 
another challenge for the physicians, allied professions, hospitals, insurance, and 
prepayment companies to overcome through normal channels of progress? Vol- 
untary and prepaid health insurance programs are already solving the financial 
aspects of health care and, with physician cooperation and encouragement, such 
companies are accelerating their efforts on behalf of those persons over the age 
of 65. Oklahoma physicians have faith in such programs and confidently look 
to a future of even higher health standards through the provision of expanded 
coverage to include the aging segment of the population. 

Medical progress under a free enterprise system and the fruits of the free 
enterprise system itself are responsible for the increased longevity that has 
inadvertently created this challenge.. The hard-earned success story of American 
medicine and its allied professions and organizations must not be scuttled in 
favor of legislation which would write the first chapter of an ill-fated, regressive 
history of regimented and inferior health care. It is ironic that the product of 
medical and economic progress is now being wielded against us by those who 
would destroy an,important part of the economic foundation of our great Nation. 

General economic inflation and its effect on fixed-income groups is the real 
villain of the aged. More Federal spending will only add to the inflationary 
plight of our senior citizens. Energetic pressure groups sponsoring H.R. 4700 
could better serve the elderly by directing their activities toward the reclamation 
of a solvent government and sound money. Federal domestic spending programs 
should be curtailed until a balanced budget is achieved and a start made toward 
reducing the huge national debt. 

The increased Federal taxes believed to be necessary to support H.R. 4700 
will not be welcomed by those who fully understand the hazards of socialized 
medicine. To make matters worse, rampaging costs of socialized medical pro- 
grams in other countries would indicate that the estimated tax increases are 
overly conservative and shamefully misleading to those who are anticipating a 
“blue sky” medical program for a nominal paycheck deduction. Wage earners 
are already pleading for relief from the tax burden and should not be enticed into 
such a scheme without full understanding of the consequences. 

When the brunt of the tax increase is felt by union wage earners, it is not 
unlikely that the labor officials who are vociferously supporting H.R. 4700 
will make demands on management for compensatory wage increases. Govern- 
ment spending will again take its inflationary toll. 

The passage of H.R. 4700 would trade health care freedom for a regimented 
program that would actually lower the quality of care available to our senior 
citizens. It would not only fail to solve the real problem of the elderly—living 
on a fixed income in an inflationary economy—but it would actually aggravate 
an acute discomfort into a chronic malady. 

Health care financing can be adequately dealt with through a cooperative 
approach on the part of the health professions and the organizations offering 
voluntary health protection. A stable economy would make the task easier and 
would also ease the cost of living strain that has been imposed upon our fixed- 
income groups. 

H.R. 4700 is a poor palliative for the plight of the aged. Oklahoma physicians 
oppose this legislation with unanimity which is only exceeded by their enthusias- 
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tic support of a concerted effort to provide even higher health standards for 
people of all ages through voluntary enterprise. 


STATEMENT PREPARED FOR PRESENTATION TO U.S. HOUSE OF REPRESENTATIVES 
COMMITTEE ON WayYS AND MEANS REGARDING THE ForAND BILt (H.R. 4700) 


(By Arch W. Diack, M.D., Portland, Oreg., past chairman, Committee on Public 
Policy, Oregon State Medical Society, July 16, 1959) 


My name is Arch Diack. I am an individual physician practicing general 
surgery in Portland, Oreg. I have strong feeling about the Forand bill and 
what it means to both our elderly citizens and to the profession of medicine. [| 
am making these statements in behalf of the physicians of Oregon, and as official 
spokesman for the Oregon State Medical Society. 

The old-age problem that has recently burgeoned on the scene is due directly 
to the advances of medical science. Millions more of our people now live to old 
age. Modern medicine has in fact populated Mr. Forand’s political world. 
Society’s treatment of our elders has varied from abandoning old Eskimos in the 
snowbank to placing the native elder in a position of tribal sage and adviser 
where usefulness and self respect were maintained to the end. Now today, no- 
body, least of all the doctors responsible for “promoting” our citizens into old 
age want to deny our senior citizens adequate care. By the same token, if you 
think that doctors abhor the thought of socializing old folks, you are absolutely 
right. Our real problem is to keep Americans who are over 60 years of age 
useful, self-respecting participants in society as long as possible, and with their 
dignity and individuailty left intact. Indeed, the antithesis of good health is to 
feel unwanted, unproductive, and generally useless to oneself and one’s com- 
munity. 

Physicians understand these needs well. These same people have been our 
patients through life, and we hear constantly of their hopes and desires to remain 
individuals, rather than be reduced to dependent wards of society. Physicians, 
trained of necessity to be individuals, have an inherent fear of control over the 
quality of service thev may render. To most of us the following is fairly ob- 
vious, if the Forand bill passes: 

The tax increase proposed to cover “free health care’ would soon prove 
inadequate (as has the care of families of service personnel). This inevitably 
will lead to some sort of restriction by administrators, which in effect will 
dictate the quality of medical care offered or limit the choice of physicians to 
those willing to practice “cheap” medicine, and to indivdual physcians this is 
abhorrent both for themselves and for their patients. 

Although the actual requirements of the old-age group are little understood 
and much work remains to be done to know exactly what the economic-social 
problem actually is, physicians in Oregon have gone on record strongly sup- 
porting a local cooperative physicians plan for offering the elderly patient, who 
is medically indigent. good prepaid medical care with free choice of physician 
at a reduced fee schedule. 

Physicians, if not the general public, are well aware that the term “free health 
care” is composed of a large “half”—hospital, nursing home, medicine or insti- 
tutional costs, and a “small” half—physicians’ fees for medical and surgical 
services. Health care must be kept as a strictly personal and individual service 
to preserve the citizen’s individuality and to maintain the tremendous superior- 
ity of American medicine. 


THE RHODE ISLAND MEDICAL Soctery, 
Providence, RI. 
To the Members of the Congress of the United States: 

In view of the hearings on H.R. 4700 (the proposal to amend the Social 
Security Act to provide for the Federal purchase of certain health services for 
social security beneficiaries) you should know what Rhode Island is doing to 
aid its older citizens to meet their health care costs. Here are some of the 
highlights: 

1. Rhode Island has the highest enrollment for its Blue Cross hospitalization 
‘ program and its physicians service (Blue Shield) surgical-medical plan of any 

State in the Nation. More than 75 percent of the State’s population is enrolled 
in Blue Cross and 65 percent in physicians service. 
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2. There is no age limit for either Blue Cross or physicians service in Rhode 
Island. Approximately 70 percent of the people in the State who are over the 
age 6D have Biue Cross, 50 percent have physicians service, and 400 are enrolled 
whose uges rauge between 9U and UY years. 7 

3. Unuer the plysicians service program the surgical fee, as well as that of 
the assistunt surgeon and the anestuetist, are Ccolupielely puid for the subscriber 
and his spouse when the annual incowe is less thau $3,000, thus assuring an 
eluerly retired Couple complete surgical cust indemnity. 

4. The number of persous over 6D yeul’s dependeut upon aid from the State 
department of social weifare hus steauily deciiued in receut yeurs (31 percent 
in 8 years), an inaication that the vountary programs are meeting their needs. 

5. In a recent (January 1959) appraisal of the provision of aid by the Rhode 
Island Department of Scciul Welture to meet medical costs fur persuus on 
public assistance, George E. Bigge (member, U.S. Sucial Security Board, 1937- 
46) stated: 

itn the field of medical care it is diflicult to find comparable experience in 
other States with which to cumpure the experieuce in Rhode Island * * * . 
Only 12 States have undertaken to provide comprehensive services such as 
Rhode Island provides * * *.” 

“The relutively low expenditures (per capita) be (the director of medical 
services) attributes to cluse Cooperation with the professional societies which 
has euabled him to set stanuards and fees which are extremely reasonable * * *.” 

“In another connection the director enumerated total free services to public 
assistance recipients (exclusive of GPA) in Rhode Island during the year 
1956-57 totaling $552,099 * * * as furiher evidence that the professions are 
cooperating wholeheartedly in attempting to provide medical care at a reason- 
able cost to the State.” 

6. The Rhode Island Medical Society is not content to consider the present 
programs as cumplete, and it is currently engaged in a study of additional methods 
to aid older age persuns meet any custs fur their health ueeds. 

We in Rhode Island see no justification fur subsidization of the hospital and 
surgical care costs of social security beneficiaries when the accomplishments of 
our voluntary system have been so successful. 

We believe that whut has been done and what will be done in Rhode Island 
to aid the aged—and fur that matter all citizens—to meet their health need costs 
at the local State level can and will be duplicated in similar manner in all the 
States. 

We believe that the Congress can best aid all citizens, and particularly those 
in the older age category, by halting the inflation which, as the President noted 
publicly recently, is a “robber and a thief that takes the bread out of their 
(older persons) mouth, the clothes off their backs, and it limits their access to 
the medical care and facilities they need.” 

We believe that the medical profession and hospitals will do their part to 
bring about continued improvements in voluntary health insurance programs, 
but we are convinced that we must have equally strong support from employers, 
labor organizations, insurance companies, and the people themselves. 

We believe that our common efforts must be directed toward developing pro- 
grams for keeping elderly people well and productive through proper health 
maintenance and proper living. A healthy elderly person, with the assistance of 
voluntary prepayment health plans, will not only be in a position to purchase 
a Major portion of his health care needs, but, in our opinion, he will want to 
do so because of the maturity and wisdom through living experience that has 


given him increased years of life. 
ALFRED L. Potter, M.D., President. 
JULY 9, 1959. 


STATEMENT OF THE SOUTH CAROLINA MEDICAL ASSOCIATION RE H.R. 4700, 86TH 
CONGRESS, HEALTH BENEFITS FOR AGED UNDER SocraAL Security, BEFORE Com- 
MITTEE ON WAYS AND MEANS, HOUSE OF REPRESENTATIVES, JULY 17, 1959, BY 
Dr. JosepH P, CAIN, JR., PRESIDENT-ELECT 


The purpose of this statement is— 

1. To publicly reaffirm the continued interest and concern of the South 
Carolina Medical Association with the problem of adequate medical care 
for our senior citizens. 

2. To show that the Forand bill is inadequate to solve the problem of 
medical care for the aged. 
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3. To point out what steps have been taken in the State of South Carolina 
to care for this problem. 

4. To show that such legislation as the Forand bill is entirely unnecessary 
in solving the problem in South Carolina. 

All persons over 65 fall into one of the following categories: 

1. Those who are covered by OASI. 

2. Those who are unable to care for themselves and are on the welfare rolls 
of the State. 

3. Those who have a modest income and/or own some small piece of prop- 
erty and are able to support themselves until some catastrophic illness comes 
along. 

4. Those who are financially independent or who are well cared for by 
their family or from some other means. 

The Forand bill would take care of only the first group. In South Carolina 
this means only about 25,000 out of the approximately 175,000 over age 65, or 
less than 14 percent. From this standpoint alone, it would seem ridiculous and 
unfair to spend billions of dollars on a program which would leave 86 percent of 
the aged not protected. 

Even so, this care would not_be adequate. The bill proposes to give services 
of a surgical nature only and this limited to acute cases. In our Hospitals, in 
patients over 65, 12 are admitted for medical care for each one requiring surgery. 
It would seem, therefore, that any program which omits medical care, would 
be woefully inadequate for this group. 

Surgical care: The fact that surgical care under the Forand bill could be 
given only by a member of the FACS or member of a surgical specialty board, 
or a member of the surgical staff of a hospital accredited by the Joint Commis- 
sion on Accreditation, would in many cases unnecessarily remove the patient 
from the care of his family physician, whose long acquaintance and intimate 
knowledge of his patient is of vital importance in any geriatric problem. 

I would like to point out in this regard that, even though accreditation is 
desirable, less than half of the hospitals over the country have this accreditation. 
It is by no means necessary in order for a patient to get adequate and satisfac- 
tory medical care. All of the hospitals in South Carolina are licensed by the 
State board of health, which guarantees that they are adequately staffed and 
equipped to render good medical care even though only 27 out of 81 are accredited 
by the Joint Accreditation Board. 

Certainly, it is obvious from this figure that most of our people of all ages 
go to hospitals that have not yet received the nod of the Accreditation Board. 

When any legislation attempts to restrict the choice of physicians or hospials 
in any way, it is interfering with free choice which should not be denied any 
citizen ; and when it directly or indirectly restricts care in their local hospitals, 
it is adding to the problem rather than helping it. 

From the points above it should be clear that the Forand bill is an attempt 
to extend the benefits of OASI, and only that. It should not be confused in 
any way with a solution to the problem of medical care for the aged. In this 
regard it is totally inadequate. 

Next, I would like to show what has been done in South Carolina in order to 
help with this problem : 

1. At the present time, 16,000 persons over 65 are enrolled in the Blue 
Cross-Blue Shield plans in our State. 

2. Approximately 7,000 other persons are insured with other commercial 
companies operating in our State. 

3. Blue Cross-Blue Shield in South Carolina is now offering a compre 
hensive hospital and medical care plan to be sold to persons over age 65 
who desire it. The rate for this contract including both hospital and medical 
eare would be $5.80 per month per person. This would include medical 
care as well as surgical care and would pravide a free choice of physician 
and hospital without restrictions. 

In order that this program be offered to the people at a reasonable rate, the 
physicians of South Carolina have agreed that their fees collected under Blue 
Shield should be approximately two-thirds of those which they collect under the 

. In addition to this contract, the South Carolina medical care plan is 
also offering a prolonged illness contract, for those who want it. This would 
cost approximately $2.25 per family per month, and would materially extend 
the benefits of the basic Blue Cross-Blue Shield contract. 
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5. The State of South Carolina has a fund to pay for hospital services 
for those on the welfare rolls of the State—34,000 people over 65 fall in 
this category. 

6. Most counties of the State have emergency welfare ae to pay for 
hospitalization of those persons not on relief but who find themselves finan- 
cially embarrassed by reason of sudden or unexpected illness. 

7. Other funds already in existence such as those provided by the State 
eancer fund, the heart fund, veterans hospital facilities, etc., help mate- 
rially in these specific fields. 

Recapitulating, we find that those over 65 who have adequate means can pay 
for medical care or buy insurance as they choose. 

Those with limited income can budget for hospital and medical care at a cost 
of $2 per week. Those in this group who find themselves unable to budget 
ean call on the county emergency funds. 

Those on the welfare rolls have adequate funds available for hospitalization 
and no physician would think of charging these bona fide unfortunates. 

This leaves only 14 percent to be cared for by the Forand bill, and it seems to 
us that rightfully they should be allowed to avail themselves of the insurance 
which has been offered by American free enterprise. 

Most of this has been accomplished during the past year. Committees of 
the South Carolina Medical Association, Dental Association, Hospital and Nurs- 
ing Home Associations continue to study ways and means of solving these and 
other problems connected with the care of the aged of which medical and hos- 
pital care is only a small part. The State of South Carolina has a special legis- 
lative committee set up to study the various aspects of geriatrics and make 
recommendations to be considered by next year’s legislature. Also, the South 
Carolina State Council on Care of the Aging has been organized and brings to- 
gether the best thinking of all interested groups. 

Surely, free enterprise, with the cooperation of the local government, can 
solve this problem. Let’s give them a chance. 

The Forand bill is not the answer. 


‘ HOovusE oF REPRESENTATIVES, 
‘ Washington, D.C., July 14, 1959. 
Hon. WILBUR D. MILLs, 
Chairman, Ways and Means Committee, 
House of Representatives, Washington, D.C. 


DEAR Mr. CHAIRMAN: The enclosed statement was sent to me by Mr. John C. 
Foster, executive secretary of the South Dakota State Medical Association, with 
the request that it be included in the record of hearings by the House Ways and 
Means Committee on H.R. 4700. 

May I ask you as chairman of the committee to request the committee’s con- 
sent for including this statement in the record? 

Very sincerely yours, 
GEORGE MCGOVERN. 


STATEMENT OF THE SouTH Dakota STATE MEDICAL ASSOCIATION ON H.R. 4700 
FOR INCLUSION IN THE PROCEEDINGS OF COMMITTEE ON WAYS AND MEANS, HOUSE 
OF REPRESENTATIVES 


Gentlemen, the South Dakota State Medical Association, through its com- 
mittees on aging and on legislation has considered the provisions of H.R. 4700 
and finds it must record strenuous objections to the proposal. 

1. It is our feeling that H.R. 4700 attempts to solve a problem the dimensions 
of which are presently unknown. It would appear that the sponsors of H.R. 
4700 are assuming that a large segment of the population is without care. This 
assumption is the basis for the proposal but has not as yet been proved nor 
Studied adequately to produce intelligent and logical answers. 

A step in the right direction has been taken in the promulgation of State and 
National committees to study problems of aging which will culminate in the 
President’s Conference on Aging in 1961. 

To date, these committees have not been able to do more than organize and 
Scan the areas to be researched. In South Dakota no Governor’s committee 
has yet been named, but two research persons are preparing the way for appoint- 
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ment of a committee. Nothing of concrete value concerning the aging problem, 
care, treatment, recreation, and housing can be arrived at in less than a year to 
18 months of continuous study. It would be hazardous to even guess at the 
number of aged in South Dakota, let alone to attempt to figure how many might 
need the provisions of an H.R. 4700 (you will note the use of the word “need” 
rather than “desire”). It would appear ill advised to attempt to solve a prob- 
lem when there are as many unknowns involved. It is our considered judgment 
that much more time should be allotted to the judicious scanning of facts before 
any attempt is made to solve alleged problems at the Federal Government level. 

2. Care of the aged should not be considered in the light of political expedi- 
ency or attractiveness. While social problems brought about by increased 
longevity did not appear overnight, they are reasonably new. Provisions for 
housing the aged were not difficult when the aged were few in number; the same 
was true of medical and hospital care. Geriatrics as a field of medicine is 
totally new and merely in the explorative stage. To attempt to solve problems 
of medical care by legislation is erroneous judgment. 

3. The solution to the problem lies with survey, research, and action, not by 
Government but by every citizen and every agency concerned with problems of the 
aging. One of the problems already recognized is the securing of adequate hous- 
ing, not for those needing hospital care but for those whose néeds include 
some nursing care. When the problems of housing and financing such housing 
are met, only a few problems of medical and hospital care will exist. 

4. The proposed provisions of H.R. 4700 will serve to place a greater burden 
of taxation on people already overburdened. Much of this type of legislation 
is “sold” to the public on the basis that it is “free” care. Obviously, this cannot 
be. We do not wish to belabor any weaknesses in the social security program, but 
we feel that those weaknesses should not be compounded. 

If 10 percent of the aged need care as provided in H.R. 4700, 30 percent would 
avail themselves of it. Similarly, if all of the aged would presently need care 
once or twice a year under a Government program, they would demand care 
three to five times as often. 

Additionally, Government programs tend to lengthen hospital stays. This is 
proved by Veterans’ Administration figures that the average acutely ill person 
stays twice as long in a VA hospital as the average in private general hospitals. 

These tendencies are normal reactions to a prevailing attitude that “as long 
as the Government pays, we might as well get ours.’ Government has no 
resources but its people; if this type of program gets started and is enlarged to 
encompass all age groups, the people may well feel it is easier to live off Govern- 
ment largess than it is to work. 

Proposed taxes of 9% percent for the total social security program ,proposed 
by 1969 would be inadequate due to overutilization from the start to support an 
H.R. 4700. It is the considered opinion of the South Dakota State Medical 
Association that H.R. 4700 should not receive favorable action of the committee 
because of (1) the high cost, (2) the political approach to a medical problem, 
and (3) inadequate background studies to determine the scope of the problem. 


HOUSE OF REPRESENTATIVES, 
Washington, D.C., July 9, 1959. 
Hon. Wrirrver D. Mitts, 
Chairman, House Committee on Ways and Means. 

Dear CoLLEaGuE: I have been requested by the executive secretary of the Ver- 
mont State Medical Society to see that their letter of July 7, 1959, concerning 
H.R. 4700, the Forand bill, is entered in the record, and I’m therefore enclosing 
a copy of this letter. I will appreciate its being made part of the record on 
H.R. 4700, even though I have already made my. own personal position in favor of 
H.R. 4700 clear in my earlier letter of July 2. 

With best personal regards. 
Sincerely yours, 


WILLIAM H. MEYER. 
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VERMONT STATE MEDICAL SOcIEry, 
Rutland, Vt., July 7, 1959. 
Hon. D. MI1s, 
Chairman, House Ways and Means Committee, * , 
House of Representatives, Washington, D.C. . 

Dear Sir: It is our understanding that H.R. 4700, the Forand bill, is up for 
hearings beginning July 13, 1959. 

Our Blue Cross-Blue Shield program here in Vermont and New Hampshire has 
always (for some 15 years now) allowed people to enroll in it without regard to 
age or physical condition. They enrolled a lady of 99 living in a nursing home a 
few months ago. 

We already have about 45 percent of our people over 65 enrolled in Blue Cross- 
Blue Shield. We would estimate that another 5 percent have some other kind 
of health insurance. The costs of our BC-BS are not great—Blue Shield costs 
less than $2 per month for an individual. Our Blue Shield provides for pay- 
ments to doctors for office, hospital, and home calls as well as for surgery, 
X-ray, ete. 

We sincerely believe that the people in Vermont (and New Hampshire) have a 
better plan of health insurance available to them now on a private basis than 
they would have under the Forand bill (as we understand it), making that type 
of legislation unnecessary. 

Half our people are already taking advantage of it and more and more people 
are being enrolled every month. We will never cover everyone, neither would 
the Forand bill. There will always be those who don’t believe in insurance; 
those who have sufficient funds to make insurance unnecessary; those on re- 
lief ; ete. 

It is sincerely hoped that your committee will give thorough consideration to 
all aspects of this situation, including those plans already in effect on a volun- 
tary, private, and nonprofit basis, before rushing into a governmental do-good 
program which may not do as much good as hoped and with the usual (neces- 
sary, but usual) redtape and administrative expense. 

Very sincerely yours, 
GETTY PAGE. 


WASHINGTON STATE MEDICAL ASSOCIATION, 
Seattle, Wash., June 30, 1959. 
Hon. W.‘D. Mitts, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.0. 

DEAR REPRESENTATIVE Mitts: Because the Forand bill, H.R. 4700, is a far- 
reaching step toward total socialization of medical care, the Washington State 
Medical Association respectfully recommends against passage of the measure. 

Free choice of hospital and physician would be definitely restricted if the bill 
should become law: the Federal Government would inject itself into the prin- 
ciple of fixing physician fees and hospital charges, which would result in a 
regimented economy. 

The Forand plan would mean higher taxes and reduced take-home pay, and 
the entire social security program would be jeopardized. 

The Federal. Government would be placed in competition with private health 
insurance plans, which are well on the way toward solving the problem of 
health care for the aged. Eventually, these plans would be destroyed, and free 
enterprise would be badly handicapped. 

Other segments of the population would insist upon similar treatment, leading 
us definitely toward total socialization of medical care. 

The bill would result in Government control of hospitals, thus discouraging 
their support and control by the communities. 

Inasmuch as free enterprise is making progress in taking care of the aged, 
the Federal Government should offer encouragement and its blessings to the 
effort, instead of lending discouragement by passage of the Forand bill. 

Therefore, Congress is urged to defeat the measure. 

Sincerely yours, 


BH. L. CALHOUN, M.D., President. 
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THe Wyromine State Mepicat 
Cheyenne, Wyo., July 16, 1959, 
Mr. Leo H. Erwin, 
Chief Counsel, Committee on Ways and Means, House of Representatives, Wash- 
ington, D.C. 

Deak Mr. Irwin: This is a statement for the Wyoming State Medical Society 
regarding H.R. 4700, by Hon. Aime J. Forand. 

In Wyoming nearly all of the aged are receiving excellent medical and hos- 
pital care paid for by themselves, by Blue Cross-Blue Shield or insurance coy- 
erage, or by the welfare departments. 

If the Congress feels that for political reasons some kind of health legislation 
should be passed to appeal to-the increasing numbers of aged in the United 
States, the Forand bill is not the answer. It will make the situation worse in 
Wyoming and not better. 

There are other ways Federal money could be spent which might be helpful 
to the aged, such as they suggested in the letter date June 25, 1959 to Senator 
Pat McNamara, chairman, Subcommittee on Problems of the Aged and Aging, 
expressing the views of most of the doctors of Wyoming. 

However, the Wyoming State Medical Society is opposed to the Forand bill 
because it is unnecessary, it costs too much, and it will not do the job. 

There is no health problem or social problem or economic problem in Wyoming 
which this bill would solve and we think that the Forand bill makes a purely 
political issue. 

The reasons for opposition have been well stated by Secretary of Health, Edu- 
eation, and Welfare Arthur 8S. Flemming, and representatives of the American 
Medical Association. 

Yours truly, 
Byron Hirst. 


JEFFERSON COUNTY MEDICAL SOCIETY, 
Birmingham, Ala., July 1, 1959. 
Hon. MILLs, 
Chairman, Ways and Means Committee, 
House Office Building, Washington, D.C. 

DEAR REPRESENTATIVE MILLS: The Jefferson County Medical Society, com- 
prised of 648 physicians, has gone on record in opposition to the Forand Dill 
(H.R. 4700) which we understand will be the subject of hearings before the 
House Ways and Means Committee this month. 

We feel this legislation is not in the best interests of democratic govérnment 
nor of our citizens it purports to serve. 

As you well know, most of our sick-poor are not covered by the social security 
system and, therefore, would not be benefited under the Forand proposal. The 
physicians of this State traditionally provide free service to the indigent and 
will continue to do so. 

In our judgment, this measure would be a dangerous step toward a socialistic 
form of government which we feel certain no thinking member of your com- 
mittee would favor. This measure undoubtedly would undermine, if not destroy, 
our voluntary health insurance programs which now protect 75 percent of our 
older population. 

We see in this measure a political approach to a health problem controlled 
and administered by persons not specifically trained in the health fields and, 
therefore, liable to political abuses and administrative wastes such as now are 
glaringly evident in certain other programs. 

We strongly urge that this committee report adversely on this measure, and 
further, will take positive action to end foolish Government spending and 
waste which someday will wreck our Nation. 

Respectfully yours, 
S. Jos—epH CAMPBELL, M.D., President. 
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SaLem, N.J., July 16, 1959. 
Hon. WILBUR MILLs, 
Chairman, Ways and Means Committee, 


h- House Office Building, Washington, D.C.: ‘ 
The Salem County Medical Society wishes that it be- recorded in strenuous 

ty opposition to the Forand bill, H.R. 4700. We believe that Federal financing ~ 

of hospital, surgical, and nursing home treatment of the aged will inevitably 
)S- lead to Federal control and regulation of such treatment to which we are 
firmly opposed. 

SALEM CouNTYy MEDICAL SocIETy, 

on L. Sprout, M.D., Secretary. 
ed GerorGE A. NITSHE, Jr., M.D., President. 
in 
RESOLUTION 
a, Whereas the Congress of the United States is now considering H.R. 4700, ‘i 
. popularly known as the Forand bill, proposed legislation which would provide 
vill for the purchase of health care services by the Federal Government for those 
| persons entitled to social security benefits; and P 
ng Whereas in the absence of an authoritative survey, the need for this program 
ly has not been clearly established ; and 


Whereas this program would result in the Federal Government assuming a 
function of private health insurance industry, a function now being competently 
an handled with increasing scope and efficiency ; and 

Whereas the financing of this proposed program would result in prohibitive 
public taxation additional to present high levies; and 

Whereas the program as proposed denies the patient the basic right to select 
his own physician, limiting him to those doctors under contract to the Federal 
Government; and 
, Whereas such a program would result in a staggering overutilization of hospital 
: and clinical facilities, resulting in lowered standards of medical and hospital 
care to those actually ill; and 

Whereas the program/‘does not provide for a large segment of the destitute 
aged who are ineligible for such benefits; and 


ual Whereas the proposed legislation is a political approach to a health problem 

vill which will unquestionably result in an extension of bureaucratic practices, 

the inhibition of private initiation and industry, and political abuses and admin- 
istrative waste: Now, therefore, be it 

ent Resolved, That the Tulsa County Medical Society hereby opposes the enactment 

. of H.R. 4700 introduced in the 86th Congress by Representative A. J. Forand, 

ity of Rhode Island; and be it further 

rhe Resolved, That this’ expression of opinion be communicated to the Members 

nd of the Congress for their careful examination and consideration. 

JAMES W. KELLEY, M.D., 

ne President, Tulsa (Okla.) Medical Society. 

OY, Approved this 1st day of July, 1959. 

our 

led 

nd, DAUPHIN CouNTY MEDICAL Society, 

are Harrisburg, Pa., July 16, 1959. 
Hon. D. MILLs, 

ind Chairman, Committee on Ways and Means, 

ind House of Representatives, 


Washington, D.C. 


Dear Str: The executive committee of the Dauphin County Medical Society, 
t. a nonprofit organization consisting of approximately 350 physicians licensed to 
practice medicine in Pennsylvania, recently adopted the attached resolution per- 
taining to H.R. 4700, the Forand bill. As president of the county medical so- 
ciety, I am directing a copy of it to you as well as copies to the Honorable 
Messrs. Richard M. Simpson, William J. Green, and Walter M. Mumma. 

I know that you and members of your committee will give it every 
consideration. 


Respectifully yours, 


Frep B. Hooper, M.D., President. 
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RESOLUTION 


Whereas the Ways and Means Committee of the House of Representatives of 
the Congress of the United States is currently holding hearings on H.R. 4700, 
the Forand bill which proposes to pay for hospital, nursing, and surgical ex- 
penses incurred by the recipients of the old-age and survivors insurance 
programs; and 

Whereas this measure is inflationary in nature and will require an increase 
in social security payments on the part of the American public, including the 
employer ; and 

Whereas the President of the United States, in his address to the house of 
delegates of the American Medical Association in Atlantic City, in June 1959, 
called upon the physician members of the association, of which this society is a 
constituent, to assist in halting inflation by accepting lower fees for professional 
services rendered to the Nation’s older citizens ; and 

Whereas this society does not believe it advisable to accept lower fees if, in 
turn, the Congress of the United States, through passage of the Forand bill de- 
mands more money from the physician employer for the expansion of the society 
security program benefits ; and 

Whereas more importantly, medical care for our Nation’s older citizens neces- 
sitates flexibility of medical approach and technique which do not appear possi- 
ble in the proposed Forand program ; and 

Whereas a nationalized program of this magnitude would weaken the doctor- 
patient relationship: Therefore be it 

Resolved, That the executive committee of the Dauphin County Medical So- 
ciety does hereby go on record recommending that the committee does not take 
favorable action on H.R. 4700 or any other similar legislation. 


U.S. SENATE, 
COMMITTEE ON LABOR AND PUBLIC WELFARE, 
July 29, 1959. 
Hon. D. MILtLs, 
Chairman, Ways and Means Committee, 
House of Representatives, 
Washington, D.C. 

Dear Mr. CHAIRMAN: There is enclosed a copy of a self-explanatory telegram 
in opposition to the Forand bill, H.R. 4700, from Dr. William R. McCune, Martins- 
burg, W. Va., in behalf of the 40 members of the Eastern Panhandle Medical 
Society. 

I shall appreciate it very much if you will give consideration to Dr. McCune 
and the other members of the medical society and make the telegram a part of 
your official records on this legislation. 

With kind regards, I am 


Sincerely, 
JENNINGS RANDOLPH. 


MARTINSBURG, W. VaA., July 28, 1959. 
Senator JENNINGS RANDOLPH, 
Senate Office Building, 
Washington, D.C.: 

We the 40 members of the Eastern Panhandle Medical Society wish to voice 


our opposition to the Forand measure (H.R. 4700). 
Dr. R. McCune, 
President, Eastern Panhandle Medical Society. 


ARIZONA STATE DENTAL ASSOCIATION, 
Phoeniz, Ariz., July 17, 1959. 
Hon. D. MILs, 
Chairman, House Committee on Ways and Means, 
House of Representatives, Washington, D.C. 
Dear Srr: On behalf of the 350 members of the Arizona State Dental Asso- 
ciation, we wish to go on record as being opposed to H.R. 4700, the Forand bill. 
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May we ask that you insert this letter in the printed record of the hearings 
on this bill. 

Thanks kindly for your cooperation in this matter. 

Yours very truly, 


G. Burge, D.D.S., Secretary. 


CALIFORNIA STATE DENTAL ASSOCIATION, 
San Francisco, Calif., July 18, 1959. 
Witzur D. MILLs, 
Chairman, House Committee on Ways and Means, 
House Office Building, Washington, D.C. 


DEAR CONGRESSMAN MILts: This association, by vote of its board of directors 
and of its house of delegates, is opposed to H.R. 4700, the so-called Forand bill. 
It is believed that health-care problems of the aged can be met without resort 
to the type plan provided in H.R. 4700. 

We urge you and other members of the House Ways and Means Committee 
to vote in opposition to H.R. 4700. We also request that this association's 
opposition be recorded in the official transcript of the committee’s hearing. 

Very truly yours, — 
G. THomas Quiae, D.D.S., President. 


Tampa, Fxa,, July 14, 1959. 
Hon. WILBUR D. MIILs, 
Chairman, House Committee on Ways and Means, 
House of Representatives, Washington, D.C.: 

This society, a component of the Florida State Dental Society, is vitally 
opposed to H.R. 4700. A bill that could lead eventually to Government-sponsored 
health care for the general population, and requests you and your committee 
note this opposition in the written record of hearings on July 15. 

‘ F. A. FINLEy, 
President, West Coast District Dental Society, St. Petersburg, Fla. 


. New ORLEANS, La., July 14, 1959. 
Hon. WILsur D. MILLs, 

Chairman, House Committee on Ways and Means, 

House of Representatives, Washington, D.C.: 


Our association strongly opposes bill H.R. 4700 before your committee. 
Urgently request for and on behalf of membership that this legislation be un- 
favorably reported. Further respectfully ask that this request be noted in the 
written record of the committee hearings. 

STantey S. Levy, D.D.S., 
President, Louisiana Dental Association. 


VIRGINIA STATE DENTAL ASSOCIATION, 
, Roanoke, Va., July 31, 1959. 
Hon. D. MIL1s, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 


Dear Sir: The Virginia State Dental Association wishes to register its opposi- 
tion to H.R. 4700, the Forand bill. 

It is felt, by our association, that the enactment of this bill into law would 
increase the burden of the Federal Government and ultimately lead to Govern- 
ment-sponsored health care for the general population. 

Further, the benefits received under H.R. 4700 should rightly be the responsi- 
bility of local or State health agencies. 

Your careful consideration of our views concerning this bill will be greatly 
appreciated. 

Respectfully yours, 


Myron E. Henperson, D.M.D., 
Secretary-Treasurer. 
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TESTIMONY BY Berwyn F. Mattison, M.D., Executive Director, AMERICAN 
Pupitic HEALTH ASSOCIATION, BEFORE THE House COMMITTEE ON WAYS AND 
MEANS, H.R. 4700, Juty 1959 


This is a statement having to do with the need for increased medical and 
health services for the aged, being submitted by the American Public Health 
Association, a professional association for public health workers with headquar- 
ters at 1790 Broadway, New York, N.Y. The American Public Health Associa- 
tion with its 48 affiliates in 41 States has approximately 25,000 members repre- 
senting substantially all of the public health leadership in this country. It is 
the largest such organization, with its affiliates, in the world. 


STATEMENT OF NEED 


Without burdening the committee with statistics which have been quoted 
many times, it is obvious that our aging population will experience increasingly 
greater numbers of cases of chronic illness during the decade just ahead. The 
financial burden of providing proper medical care to this growing segment of 
our population will be great indeed; but the unrealized potential of experienced 
workmanship, wise counsel, additional manpower, and increased natijenal income 
which will be the result of the provision of such medical and health services is 
equally great. It is this vast storehouse of largely wasted potential amongst 
our elder citizens which makes the solution of the problem particularly urgent. 
Rather than regarding our senior citizens simply as a “problem,” we are begin- 
ning to see that much of the cost of preventing unnecessary disability and pre- 
mature death in that group will be returnable through increased national output 
and dollar values, as well as the human values which concern us all. 


METHODS OF SUPPLYING CARE 


Most of the emphasis to date has been on ways in which additional institu- 
tional care might be provided for the elderly. Much concern has been exhibited 
over the need for more nursing homes and convalescent or chronic disease hos- 
pitals. Actually there are two major stages which should precede that of pro- 
vision of institutional care for the chronically ill: First, a great deal can be done 
to prevent many of the chronic diseases and disabilities; and second, much more 
can be done to make readily available a greater range of services (both medical 
and paramedical), at work and at home, which would diminish the number of 
elderly people requiring institutional care or at least delay that need for many 
years. 

With regard to financing health services for the aged, the American Public 
Health Association, at its 86th annual meeting in St. Louis in October of 1958, 
considered the matter in its governing council and passed the following resolu- 
tion: 

ee health services for the aged are inadequate throughout the Nation; 
an 

“Whereas good health care is becoming more expensive to provide for the aged 
because of their high illness and disability rates, the increasing complexity and 
rising costs of good care, the growing number of aged persons, and their rela- 
tively small personal financial resources; and. 

“Whereas adequate financing is essential to support comprehensive health care 
of high quality for the aged; and 

“Whereas the burden of the costs of good care for the aged can be minimized 
for the aged, their families, contributors to voluntary insurance plans, charitable 
agencies and taxpayers through arrangements, effective throughout the working 
lifetime, which provide paid-up insurance for the older years: Therefore be it 

“Resolved, That the American Public Health Association support appropriate 
proposals to provide paid-up insurance for health services required by aged 
persons, which insurance financing should be accompanied by provisions to 
protect and encourage high-quality care, and be it further 

“Resolved, That the American Public Health Association support appropriate 
Federal, State, and local efforts to improve the financing and adequacy of health 
services for needy and medically needy aged persons through the supplementary 
public assistance programs and through other means such as medical care 
_ programs administered by health departments, and for all aged persons through 
public health and related programs.” 
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It should be pointed out that the governing council of the association did 
not accept the extension of suport from any one particular source as the solution 
of this complex and growing problem. 

It should also be pointed out that planning and organization to provide not 
just medical care but preventive services and the auxiliary or paramedical 
services was thought to be vitally necessary. Some of the specific ways in which 
public health and related agencies can help improve the health care of the aged a 
would include: Early diagnosis, possibly through broadening the present screen- 
ing programs and encouraging the increased use of preventive technics by the 
medical practitioner; and home care through a systematic provision of super- 
vised health services for the homebound (e.g., nursing services, social services, 
restorative services, homemaker and housekeeper services). Insurance carriers 
have indicated that a preliminary step, necessary for them to extend benefits, 
is the development of an organizational structure to facilitate the administra- 

ve of claims and to protect the financing of the plans against false claims under 
the use of these services. Physical therapy, nutrition services, and occupational 
therapy are other segments of this complex galaxy of aids to prevent premature 
institutionalizing of elderly patients with some chronic disease. 


MOBILIZING WHAT WE HAVE 


Much can be done with medical and health facilities already available, pro- 
viding we have the necessary coordination and systematic planning for its 
use. Emphasizing one important phase of the need, in providing such services, 
Dr. Leona Baumgartner, president of the American Public Health Association, 
has recently emphasized the importance of assuring high quality services: 

“While we in the American Public Health Association well realize that eco- 
nomic security and health are closely related * * * our competence is, of course, 
confined to health matters, and we are chiefly concerned with those provisions 
of the social security titles which deal with medical care for public-assistance 
recipients and for the medically indigent. 

“Accumulating experience with these programs reveals some serious deficien- 
cies and problems which are of concern to all the States. It is becoming apparent 
that, in the absence of any mechanism requiring the localities to establish 
standards of quality or to put a premium on medical excellence, the average 
quality of care provided over the country is not as good as it could be. More- 
over, the size and scope of these programs offer many opportunities to provide 
better medical care through more rational organization of services. These 
opportunities are being neglected. The accumulating experience which reveals 
these problems also provides the technology and the skill to deal with them 
constructively.” 

A number of States are currently experimenting with closer working rela- 
tionships between their welfare department medical care programs and their 
health department preventive services. In that way they are focusing many 
of the presently splintered elements of medical care on the individual patient 
with consequent improved prognosis for the patient. 

The effect of “splinteration” of health and medical services in the past has been 
unfortunate. For instance, even in those communities with excellent school 
health services, the data accumulated during the young person’s school years are 
infrequently, if ever, made available to his employers or their occupational health 
program when he leaves school and goes to work. Furthermore, a child receiv- 
ing services under the crippled children’s program is likely to find himself cut off 
from continuing service when he comes of age, unless he happens to be potentially 
employable and therefore eligible for a shift to an entirely different program, 
that of vocational rehabilitation. Similarly, the special services in nursing 
homes and chronic disease hospitals serving elderly people have rarely had 
available to them information accumulated through the years by occupational 
health programs at the place of employment of the individual. Most adults over 
a period of years are now receiving some services from the health department, 
from their school system, from the Veterans’ Administration and perhaps from 
welfare or other governmental agencies. This frequently leads to waste and 
inefficiency. There should be a continuity of preventive, therapeutic, and resto- 
rative care, not necessarily carried out by one agency but certainly utilizing the 
available skills in every community as well as the previous experience of each 
agency with the individual. 
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TRAINING OF PERSONNEL 


Another area of needed development is the training of ancillary health per- 
sonnel in the care of the chronically ill patient. Much of this training can 
probably be achieved on an on-the-job basis. Professional schools can provide 
short course training for presently employed health personnel. 

We need new methods for recruitment and training of ancillary health person- 
nel, and we need to develop incentives of job satisfaction to reduce turnover. 
The Commission on Chronic Illness, of which the American Public Health Asso- 
ciation was one of the sponsors, has already outlined many of the changes in 
training programs required to gain effective health workers for services to the 
chronically ill and aged. Recommendations of this commission need to be 
implemented. 

SUMMARY 


Community studies have shown a number of gaps and shortcomings in the pres- 
ent utilization of medical and related services. Among them are the following; 

1. Preoccupation with institutional care in spite of the fact that in some areas 
as many as 90 percent of long-term patients are at home; 

2. Scarcity of services for patients at home; , 

3. Need to convert a number of institutions (such as communicabfe disease or 
tuberculosis hospitals) which are currently underused to meet the needs of the 
chronically ill; ; 

4. Rehabilitation or restorative services are frequently missing from both 
hospitals and communities ; 

5. There is a lack of working relationship between general hospitals and 
nursing homes and homes for the aged; 

6. There is a particularly inadequate supply of certain personnel, especially 
psychiatrists, physiatrists, psychologists, public health nurses, physical and 
occupational therapists, medical and psychiatric social workers and homemakers. 

7. Many long-term patients are from the lower economic groups indicating the 
necessity for some kind of increased prepayment based Service. 

The American Public Health Association and public health agencies through- 
out the country have five basic immediate interests in medical care and can 
contribute skills and experiences to answering the following questions in each of 
these areas: 

1. How much medical care is actually being received as compared with stand- 
ards of quantity, particularly by groups at special risk? 

2. To what extent does the medical care meet desirable standards of quality? 

3. What is the effectiveness of the specific medical services rendered to individ- 
uals? 

4. What is the communitywide effect of the medical care? 

5. Is vigorous research being performed to discover the basis for deficiencies in 
the quantity, quality, and effectiveness of medical service to individuals and on 
a communitywide basis, and to determine the promptness with which new knowl- 
edge is applied for human betterment? 

Traditionally public health agencies have sought to fulfill such obligations by 
clarifying the nature and magnitude of health problems, by bringing the resources 
of the community to bear in such problems, by maintaining standards through 
regulations, by demonstration, education, and evaluation, and by providing actual 
care when it is not otherwise available to the individual. Health departments 
should be the agencies of government for planning, developing, and administering 
programs for medical care. This is logical and appropriate because of estab- 
lished relationships with the health professions and because of medically trained 
personne] on their staffs. Whether or not a health department assumes responsi- 
bility for the administration of such programs should be left to the discretion of 
each State or local government. There should be option as to whether the health 
department undertakes the various programs in the field of medical care but 
under any circumstances there should be an overall plan for a coordinated pro- 
gram of avoiding duplication, overlapping, and gaps in the continuity of the 
program regardless of which agency assumes the major responsibility. 


CONCLUSION 


There is an urgent need to better utilize what is already available. ‘The Depart- 
. ment of Health, Education, and Welfare should take leadership in assuring inte- 

gration of State programs for public health with programs for providing care 
for the medically indigent. Additional paramedical services should be developed 
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through additional support for recruitment and training. Coordinated programs 
making available all these preventive and ancillary as well as medical services 
at the State level should be devised with proper precautions td assure high 
standards of quality. These steps, in addition to the continued extension of 
prepaid medical and hospital insurance, will be needed to improve the health 
situation of the elderly. 


STATEMENT OF THE NATIONAL ASSOCIATION OF MANUFACTURERS WITH RESPECT TO 
H.R. 4700 AND SIMILAR BILLS 


The National Association of Manufacturers wishes to record its opposition to 
H.R. 4700 for the following reasons: 

Protection for the aged against the cost of medical care should be provided by 
individual initiative. This protection should be obtained either through such 
instrumentalities as the insurance industry or the various service organizations 
or provided by the individual or his family through savings or other means of 
private initiative. 

The Federal Government should not enter this field in any way. Such entry 
would be unnecessary and unwarranted. Further, such an action would impede 
or halt the very real progress now being made through voluntary methods. 

American industry has already done much and will continue to provide such 
coverage. It will encourage the full development of voluntary efforts to the end 
that all individuals have available the opportunity to obtain such voluntary 
coverage. 

Since it is recognized that no normal protection program can meet all situa- 
tions, assistance on a needs basis through State and local programs should be 
continued. 

The National Association of Manufacturers further believes that the basic 
“Reasons Advanced as to Why the Federal Government Should Not Take 
Action,” expressed on pages 1, 2, and 3 of the report submitted to the Committee 
on Ways and Means by the Secretary of Health, Education, and Welfare on 
April 3, 1959, are valid and persuasive and should be accepted. 


é PROVIDENCE, R.I., July 15, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House Office Building, Washington, D.C. 


Dear Sir: Associated Industries of Rhode Island, Inc., wishes to record its 
opposition to H.R. 4700, the bill introduced by Representative Forand which 
would amend the Social Security Act to provide for the Federal purchase of 
certain health-care services for social security recipients. The bill provides for 
compulsory hospital insurance for the persons collecting social security benefits 
and would be financed by the imposition of additional social security taxes on 
employers, employees, and the self-employed. It provides for an additional pay- 
roll deduction and is therefore inflationary in its effect, since it would inevitably 
result in demands for higher wages. Our older citizens are the ones who suffer 
greatly from inflation. Congress can best aid them by halting inflation which 
limits their access to the medical care and facilities which they may need. 

We submit that the bill is the first step toward socialized medicine. In addi- 
tion, there are now pending in Congress several bills for a complete socialized 
medicine program under which a national payroll tax would be levied and a 
system somewhat similar to that in England would be set up. The experience 
in England has not been good and it would be a mistake to set up a similar system 
_ which would virtually destroy the remarkably successful voluntary health 
plans. 

Great progress has been made in voluntary hospitalization insurance. In the 
State of Rhode Island 70 percent of the people over age 65 are members of the 
Blue Cross and 50 percent of them are covered by physicians service. What has 
been done in Rhode Island can be done in other States. Health need costs should 
be handled at the local State level. 

We urge you most strongly to defeat the proposed legislation. 

Very truly yours, 
ASSOCIATED INDUSTRIES OF RHODE 
ISLAND, INC. 
By Frank §. 
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STATEMENT BY WALDEN P. Hoses ON BEHALF OF THE NATIONAL RETAIL MERCHANTS 
ASSOCIATION REGARDING H.R. 4700 AND RELATED BILLS To ENLARGE THE Soctar 
SecuRITY PROGRAM BEFORE THE House WAYS AND MEANS COMMITTEE, JULY 20, 
1959 

INTRODUCTION 


My name is Walden P. Hobbs. I am the chairman of the social security 
committee of the National Retail Merchants Association with offices at 100 West 
31st Street, New York, N.Y. 

The National Retail Merchants Association has a membership of over 11,500 
department, specialty, and chainstores located in every State of the Union and 
many countries abroad. Its members provide empolyment for several hundred 
thousand of our citizens ant do an annual volume of business exceeding $19 
billion. 

SOCIAL SECURITY: ITS PURPOSES AND PRINCIPLES 


Before addressing ourselves to the legislative proposals now before your com- 
mittee, to amend the Social Security Act, it appears appropriate to review the 
basic purposes and principles of the American social security program. 

The overriding purpose of social security is to provide a means by which a 
person may be assured a minimum amount of income to support himself when 
unable to work because of old age. The American people through their elected 
representatives have deemed it to be in the national interest to protect our 
society from the adverse consequences—social, economic, and political of large 
numbers of our senior citizens being without means of support in their declining 
years through a program of social insurance. 

The social security program, however, as originally conceived, was not to be 
administered, insofar as benefits were concerned, on a “needs” basis. On the 
contrary, benefits were to be related, at least to some degree, upon a past record 
of average monthly earnings. In addition, standards of eligibility were estab- 
lished for all persons which were to be met before an individual became entitled 
to receive benefits. 

Another basic principle of the American social security program is that the 
system should be financed on a pay-as-you-go basis. Congress provided that 
benefits would be payable from a special trust fund to be established through 
the medium of payroll taxes levied (1) equally on employees and their em- 
ployers, (2) on the income of self-employed persons, and (8) through interest 
earned on the trust fund. This fund, it was envisaged, would be sufficient to 
meet all benefits being paid currently so that over the long run receipts from 
payroll taxes plus interest would match the benefits payable. 


WHAT H.R. 4700 PROVIDES 


H.R. 4700 and related bills are entirely unique in the area of social security 
in that they go far beyond the usual provisions for increasing old-age benefits 
or broadening eligibility under OASI. Simply stated, under H.R. 4700, the social 
security trust funds are to be made available for the payment of hospitalization 
expenses incurred by anyone eligible for social security benefits, whether or not 
such benefits are actually received. The pertinent provisions of H.R. 4700 are 
as follows: 

1. Hospitalization benefits would be available to men at age 65, to women at 
62, as well as survivors of persons covered under the Social Security Act. 

2. The social security fund would be available to pay hospital services for 
persons eligible up to 60 days in any one year. The term “hospital service” 
includes such services as are usually furnished in semiprivate rooms and includes 
bed and board, ambulances, operating room, drugs, ete. In addition to hos 
pitalization services, nursing home care incident to hospitalization would be 
provided up to 120 days per year (less any time spent in a hospital during such 
year for which payment has been received). 

3. The patient may choose his own hospital or nursing home, provided the 
institution enters into an appropriate agreement with the Government. 

4. The Government may not exercise any supervision or control over the admin- 
istration of any hospital which enters into any such agreement with the Govern- 
ment. 

5. Social security taxes for both employees and employers would be increased 
about 8 percent. 
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H.R. 4700 AND ITS IMPACT ON THE SOCIAL SECURITY PROGRAM 


Let us consider H.R. 4700 in the light of the basic social security principles 
referred to previously. At the outset, it does yiolence to a basic tenet of the 
entire social security program in that there is lacking any relationship of benefits 
to a past record of earnings. For example, a beneficiary with average earnings 
of $100 per month could receive as much or more than a person with average 
earnings of $400 per month. In effect, a touchstone of “needs” rather than a 
past record of earnings would be applied in dispensing medical benefits. 

Secondly, the social security trust fund is already actuarially deficient on a 
longrun basis by more than one-half of 1 percent measured against the total 
payroll upon which the tax is levied. It is readily apparent that an increase 
in payroll tax of one-fourth percent of wages over existing tax rates as provided 
in H.R. 4700 to finance additional benefits is far from adequate to meet the 
additional drain on the trust funds estimated at $600 million for the current 
year alone. 

Third, and perhaps most important, the social security program was intended 
to provide cash benefits to a person who was unable to support himself due to 
advanced age. It might be questioned, therefore, whether cash benefits should 
be continued to a person while hospitalized or in a nursing home where under 
H.R. 4700 his needs would be fully met. 


HOSPITALIZATION FOR THE AGED: IS THERE A NEED? 


Aside from the fact that H.R. 4700 has been demonstrated to be at variance 
with the basic principles upon which our social security program was founded, 
there is entirely lacking any compelling need for such an ambitious experiment 
in socialized medicine. 

There is little evidence of a national problem generated by the inability of 
the aged to receive proper medical care. Those of our older citizens who need 
medical attention are obtaining it.. We are convinced, moreover, that the re- 
sponsibility for giving adequate medical care is best dispensed at the local and 
State levels. 

The record is replete with evidence to indicate the tremendous expansion in 
private hospitalization, ‘surgical, and medical insurance coverage. According 
to figures collected by the Department of Health, Education, and Welfare for 
example almost one-half of those persons 65 or over now have some form of 
private health insurance protection. 

Would not H.R. 4700 merely shift, what is essentially a private and community 
responsibility, onto the Federal Government? As citizens we mInust come to 
realize that the Federal Government, already staggering under the largest 
budgetary deficit in peacetime, can ill afford to take on this increased respon- 
sibility at this time. 

SUMMARY AND CONCLUSION 


1. H.R. 4700 to provide hospitalization benefits out of the social security trust 
fund is at variance with the fundamental principles upon which the social secur- 
ity system was founded. 

2. The proposed increase in social security taxes fall short of providing the 
additional funds necessary to finance such benefits and will result in a further 
drain on the trust funds already actuarially deficient. 

3. Private institutions, communities, and States have demonstrated their 
ability to properly administer to the medical needs of the aged. 

4. It would be ill timed for the Federal Government, already burdened with 
substantial budgetary deficits to assume the staggering financial burden implicit 
inthe program outlined in H.R. 4700. 

We oppose the enactment of H.R. 4700. 

I wish to thank the committee on behalf of the National Retail Merchants 
Association for giving me the opportunity to express these views. 


STATEMENT OF GrorGE H. Frates, WASHINGTON REPRESENTATIVE, NATIONAL 
ASSOCIATION OF RETAIL DRUGGISTS 


My name is George H. Frates. I am the Washington representative of the 
National Association of Retail Druggists, an organization composed of 36,000 


Small, independent, retail pharmacists—practicing their profession in every 
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State of the Union and the District of Columbia. Our local office is at 1163 
National Press Building. Dr. John W. Dargavel is general manager and execv- 
tive secretary of the NARD, with headquarters at 205 West Wacker Driver, 
Chicago, Ill. 

We wish to go on record in opposition to the Forand bill, H.R. 4700, which 
would amend the social security and the Internal Revenue Code, so as to 
increase the benefits payable under the Federal old-age, survivors, and disability 
insurance program, to provide insurance against the costs of hospital, nursing 
home, and surgical service for persons eligible for old-age and survivors insurance 
benefits. 

H.R. 4700 is a proposal that would create a vocal point of agitation for 
extension of the benefit to include everyone in the population. The outcome 
would be a compulsory national health insurance program centered in the 
Federal Government. 

Under this bill, the Government would make contractual agreements to 
reimburse hospitals, nursing homes, physicians, and dentists for specific services 
rendered to approximately 13 million social security claimants—which may be 
expected to be as many as 22 million by 1975. Payment would be made directly 
to hospitals, physicians, dentists, and nursing homes. No payments would be 
made to the individual claimant. 

May we emphasize-at this point that the pharmaceutical services, including 
prescription dispensing, by the retail pharmacists of the Nation would be com- 
pletely bypassed. Retail pharmacists, representing an important segment of 
the health team, would be taxed again to put government in competition with 
themselves and the free enterprise system. 

Why is it that in drafting legislation calculated to be of benefit to the aged, 
retail pharmacists are completely ignored, while at the same time the Congress 
continues to say that ‘small business in the backbone of the Nation”? Registered 
pharmacists are graduates of accredited colleges of pharmacy—who previously 
have served their apprenticeships. They then must take an exacting examination 
before their respective State boards of pharmacy before they are permitted to 
compound and/or dispense prescriptions issued by licensed practitioners. 

Are we rapidly approaching the day when the small, independent retail phar- 
macist will have to close his doors because of government competition? Because 
his own government saw fit to channel taxpayers money into avenues calculated 
to destroy the only professional man on Main Street? 

These are serious trends which the Congress should recognize and, at the 
same time, it should be remembered that the “power to tax contains the power 
to destroy.” . 

The Forand bill projects the principle of Government regulation of pro- 
fessional fees, wages, and prices. Only those hospitals, nursing homes, physi- 
cians, and dentists entering into agreements with the Federal Government would 
participate in the program. Experience has proved that virtually every qualified 
doctor and hospital insists on independence from Government control—for they 
know that Government control limits the quality and quantity of medical 
facilities available to the beneficiaries. 

From time immemorial the confidential, personal relationship between the 
doctor and his patient has been kept inviolate but this proposal would end that 
highly ethical, traditional, moral concept. : 

H.R. 4700 provides raising the social security tax base from the first $4,200 
of income to the first $6,000. The tax rate would also be increased one-half of 
1 percent for employer and employees and three-fourths of 1 percent for self- 
employed persons. By 1975, under this bill, an increase in Federal taxes of up 
to $213 annually ($106.50 for the employee and $106.50 for the employer) would 
result. This 59-percent increase would terminate in annual payments of $285 
each by 1975. The tax increases of self-employed persons by 1975 could be as 
much as $159.75 a year. ‘ 

There is no yardstick by which the cost of the program can be measured, but 
calculations have been made which indicate that eventually it will be more than 
$2 billion per year and taxes would have to be raised accordingly. This could 
bankrupt the social security program and jeopardize the basic retirement income 
of millions of Americans. The proposal that eligible persons be furnished 
medical and hospital service instead of cash benefits would permit the Federal 
Government to spend social security funds as the Government wishes rather than 
to permit the beneficiary to choose how he will spend his money. 
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The National Association of Retail Druggists subscribes to the thinking of the 
American Medical Association in its protest relative to H.R. 4700, thus: “The 
Forand bill proposes a political solution to a health problem. It is a health-care 
bill sponsored by nonmedical people.” 

Voluntary health insurance plans have proved capable of handling the extensive_ 
insurance needs of our growing population. Approximately 50 percent in the 
65 and over age group have some coverage now as compared with only 20 percent 
in 1950. Enact H.R. 4700 and you will destroy the one method through which 
older citizens can take care of their health needs on a free choice basis and 
maintain their independence. Compulsory health insurance and socialized 
medicine are synonymous. 


ARKANSAS STATE CHAMBER OF COMMERCE, 
Little Rock, Ark., June 29, 1959. 
Hon. D. MILLs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 


Dear Witevr: It is my understanding that a witness for the Council of State 
Chambers of Commerce is scheduled to appear at an early date before the House 
Ways and Means Committee in opposition to H.R. 4700 by Mr. Forand. 

Please be advised that the council witness in opposing this measure will be 
representing the views of the Arkansas State Chamber of Commerce, which has 
adopted a position in strong opposition to this measure. 

At a time when everyone’s taxes are burdensome, this bill not only increases 
taxes to finance additional Government spending but would also move substan- 
tially in the direction of socialized medicine. 

With best personal regards. 

Sincerely yours, 
FRANK CANTRELL, Managing Director. 


AMERICAN BAR ASSOCIATION, 
July 1, 1959. 

Re H.R. 4700. 

Hon. D. MILs, 

Chairman, Ways and Means Committee, 

House of Representatives, Washington, D.C. 


Deark Mr. CHAIRMAN: I understand that hearings will begin later this month 
on the above bill. The provisions of this bill are practically identical with the 
hospital, nursing care, and surgical payments provisions contained in H.R. 9467 
in the last Congress. - 

At the 1958 annual meeting of the American Bar Association held in Los An- 
geles, August 25-29, last, the following recommendations of the committee 
on unemployment and social security were adopted by the house of delegates: 

1. That the American Bar Association go on record as opposing the Forand 
bill (H.R. 9467) ; 

2. ‘That this action be communicated at the proper time and in the appropriate 
way to the appropriate committees of Congress. 

This is transmitted for your information and whatever action may be appro- 
priate. 

Sincerely yours, 
Part F, Morris, 
Chairman, Standing Committee on Unemployment and Social Security. 


ARKANSAS BAR ASSOCIATION, 
Little Rock, Ark., July 20, 1959. 


Re H.R. 4700, 86th Congress, 1st session. 
Mr. Leo H. Irwin, 
Chief Counsel, House Ways and Means Committee, 
New House Office Building, Washington, D.C. 

Dear Sir: The Executive Committee of the Arkansas Bar Association has 
directed me to write you expressing its opposition to the social security amend- 
ments of 1959 introduced by Representative Forand. 
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It is our opinion that this legislation threatens an erosion of the independent 
and individual physician-patient relationship which, like the relationship be- 
tween client and lawyer, is essential to sound professional guidance and care. 

We oppose this and all other legislation which puts the Government into 
competition with private business. 

Our study of the amendments convinces us that the evils born of this legisla- 
tion far outnumber and outweigh the hoped-for benefits. 

Please convey this expression of disapproval to the members of the committee, 

Sincerely, 
PHILLIP CARROLL, 


OKLAHOMA BAR ASSOCIATION, 
Oklahoma City, Okla., July 11, 1959. 
Mr. Leo H. Irwin, 
Chief Counsel, Ways and Means Committee, 
New House Office Building, Washington, D.C. 

Dear Mr. Irwin: The Executive Council of the Oklahoma Bar Association, in 
session duly assembled on July 9, 1959, by unanimous vote, went ow record as 
opposing H.R. 4700, the Forand bill, and the principles involved in legislation 
of this character, and directed me to call your attention to its opposition. 

Cordially yours, 
KENNETH Harris, 
Executive Secretary. 


STATEMENT ON H.R. 4700 SUBMITTED TO COMMITTEE ON WAYS AND MEANS, House 
OF REPRESENTATIVES, BY AMERICAN MUTUAL INSURANCE ALLIANCE, CHICAGO, 


ILL. 


The American Mutual Insurance Alliance is an association of 107 mutual 
insurance companies. A substantial amount of accident and health insurance is 
written by its members. 

This statement is filed in opposition to H.R. 4700, which would amend the 
Social Security Act so as to provide for the payment of the cost of hospital, nurs- 
ing home, and surgical care for persons eligible for old-age and survivors insur- 
ance benefits. In view of the number of witnesses appearing at the current 
hearings and the large amount of information already made available to the 
committee, no attempt is being made to repeat the-arguments already made. 
The purpose of this statement is to register opposition to H.R. 4700-and to 
outline the chief reasons for such opposition. They are as follows: 

1. The need for this legislation has not been demonstrated. Various studies 
have shown that aged people generally are able to finance their health care 
eosts and would prefer to do so on a voluntary basis, through insurance or 
otherwise. 

2. Voluntary health insurance is available to cover the health care costs of 
older individuals. In the last 20 years voluntary health insurance has had a 
phenomenal overall growth. During the last 5 years this expansion has been 
particularly notable with respect to persons ef age 65 and over. At the present 
time nearly all senior citizens can secure coverage on an individual policy basis 
or through continuance after retirement of group insurance plans which covered 
them in their working years. 

3. The enactment of H.R. 4700 would constitute a long step toward an all- 
inclusive system of national compulsory health insurance. History demonstrates 
that social insurance programs, once they are established, never diminish in size 
or scope. On the contrary, they grow steadily and encroach into more and 
more areas of private enterprise. Provision of health care benefits for a specific 
group of citizens—OASI beneficiaries—would open the door to demands for 
Similiar benefits by other groups. This could eventually lead to compulsory 
national health insurance for all citizens and a preemption by Government 
of a field now occupied by private insurance. Each step taken toward national- 
ization of industry is another step in the direction of a socialistic state. 

4. A system of governmental health insurance, whether on a limited scale 
. or all inclusive, represents a type of socialized medicine and leads to an inter- 
ference with the traditional professional relationship between doctor and patient. 

5. H.R. 4700 would result in an increase in the already heavy tax burden 
borne by U.S. citizens. It has been clearly shown that the taxes so raised 
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would be entirely inadequate to finance the program. This means that the 
ultimate tax burden would be far greater than provided in the bill and stated 
by the proponents. 

6. The Federal Government has already made provision for OASI bene- 
ficiaries and others who lack funds for payment, of hospital or surgical care 
costs. Through matching Federal and State funds, aid is available to them 
through State assistance programs. Being administered at the local level, these 
programs are more flexible and economical than a new national system would 
be and benefit many who would not be protected under H.R. 4700. 

7. As long as the individual risk of health care costs can be shifted to private 
insurance, there is no valid basis for adopting a compulsory or governmental 
program. Private enterprise has two inherent qualities which a governmental 
plan lacks: flexibility, and that standard for judging efficiency which competition 
alone can provide. 

8. Private insurance is meeting the challenge of providing coverage for older 
citizens and it should be given every opportunity and encouragement to continue 
to do so. 

The American Mutual Insurance Alliance therefore respectfully urges that 
the committee not give favorable consideration to H.R. 4700. 


STATEMENT ON H.R. 4700 To AMEND THE Soctat Securiry Act BY PROVIDING 
HospPiITAL, NURSING HOME, AND SuRGICAL SERVICES FOR PERSONS ELIGIBLE FOR 
AND Survivors BENEFITS, BY EDwARD H. MANAGING 
RECTOR, INSURANCE ECONOMICS Society OF AMERICA, CHICAGO, ILL. 


The Insurance Economies Society of America, an organization devoted to the 
study of all forms of social insurance, desires to wholeheartedly endorse the 
testimony given in opposition to H.R. 4700 by Mr. E. J. Faulkner representing 
the American Life Convention, Life Insurance Association of America, and the 
Health Insurance Association of America, and respectfully submits additional 
points of testimony for the hearing record. 

No one will disagree with the lofty ideals this proposal attempts to attain 
but sheer prudence demands that we examine the situation both past and pres- 
ent and ascertain whethér we can have our cake and eat it. 

The first question, I believe, we must face is whether the country, and I mean 
business as a whole and the individual citizen is in position to absorb another 
tax increase or I may say any further tax increases of any kind. 

The second thought which comes to mind is the question of the present finan- 
cial situation of the OASI trust fund and whether it is a wise move at this 
time to further expand, with new benefits, a program that is now questionable as 
to its further financial stability to administer what is already covered in the 
act. 

On the question of Social security taxation to support new and enlarged bene- 
fits we must question how far can we go with these programs. How much taxa- 
tion can workers, employers and the self-employed bear? When we discuss 
a program as broad as social security we must concern ourselves with the future 
as well as the present. How will it affect our future economy and will the 
coming generations tolerate an extremely high tax burden that we, the present 
generation, may pass on to them. 

Let us not forget our own present problems of taxation. The Federal Govern- 
ment is heavily in debt. We had a deficit of nearly $13 billion on June 30 
of this year. This may mean higher income taxes. In view of this dreary 
prospect should social security taxes also be increased? 

The proposed medical benefits would pay for hospital, nursing, and surgical 
care for 120 days in a 12-month period for OASI beneficiaries and survivors. 
Just how much this added protection would cost is anyone’s guess. Careful in- 
dependent students of social benefit plans seriously doubt that the increase in 
the tax rates as proposed in this bill would yield the sufficient funds required 
to provide the medical care. Furthermore it is questionable whether such sery- 
ices can be furnished by the payment of a fixed tax expressed as a percentage of 
wages or self-employed income. 

Such a fixed percentage would not take into account the rising costs of hos- 
pitalization. Government cannot avoid such increases any more than any other 
provider of such benefits. If the latter are compelled to increase their rates 
from time to time, will not the Government be compelled to increase its social 
security taxes for the same services? 
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It has been shown over and over during the past 22 years that cost estimates 
by the social security actuary have been too low. They have been based on 
full employment and high wages. Unfortunately, things have not always turned 
out that way. 

Have we any idea of the costs of these medical benefits say in 1975 when we 
are expected to have 22 million social security beneficiaries? Will it be s0 
costly that we may jeopardize the retirement security of millions of Americans 
who depend on social security for their basic retirement needs? 

One danger of this proposal is the question would it encourage overutiliza- 
tion of available facilities by social security claimants thus elimiting beds 
for the actual ill of all ages in the community. Statistics in the field of the aged 
are not available to gage this problem. 

If we were to grant such medical benefits at this time to social security bene- 
ficiaries would it not create demands by all covered workers for similar benefits 
regardless of age? 

No one will quarrel with the objective of adequate health care for our aged 
citizens. However, one can question whether the solution, lies at the Federal 
or State and local level. Federal legislation has aided the States in meeting 
the responsibilities of medical care for those needing it. Why should the 
Federal Government go any further and cover everyone, without regard to need. 

In this last fiscal year it is estimated that over $400 million of Federal, State, 
and local funds were paid for medical and health needs under public assistance, 
It would appear from these statistics that the question of medical care for the 
needy oldsters is being answered on the State and local basis where the tradi- 
tional local autonomy of the hospital and the free exercise of professional judg- 
ment of the physician can be preserved. 

When we discuss the free exercise of professional judgment by the physician 
and the hospital we must recognize that such medical care as proposed under 
this bill would call for controls to be established over the purveyors of the sery- 
ices—the hospitals and the doctors. This bill devotes several paragraphs to 
free choice by the patient. This freedom of choice would be limited to selection 
from among physicians who have signed up with the Government and who 
agree to follow the rules and regulations which the Secretary of HEW may 
promulgate. We must not lose sight of the fact that the ultimate authority is 
vested in the HEW Secretary. He prescribes the regulations for physicians, 
hospitals, and the patients. When we reach this point I am afraid we will 
have — the groundwork for a comprehensive compulsory Federal medical 
care plan. 

During 1959 State legislative sessions, bills were introduced in the legis- 
latures of the States of Minnesota and Washington endorsing the Forand bill. 
Both State legislatures evidenced no interest in the subject and the bills died 
in their respective committees. 

Voluntary insurance in the field of financing health care for the aged has 
made tremendous strides in recent years. It is estimated that 50 percent of the 
Nation’s aged people desiring this protection now have some form of voluntary 
health insurance and that by 1960 that figure will be 65, and 80 percent by 1965. 
These figures are based on the fact that of the Nation’s 15 million persons 65 
years or older, 4 million for one reason or another are not interested in health 
insurance. Furthermore, 15 percent of the 65-and-over age group are public 
welfare recipients under the Federal-aid public assistance programs. Volun- 
tary insurance is the answer to this problem with its flexibility and responsive- 
ness to changing needs which no compulsory system could ever achieve. Volun- 
tary insurance is meeting the challenge of making health protection available 
to our senior citizens. Voluntary insurance will continue to solve this problem 
and demonstrate within a reasonable period that this area is not one requiring 
governmental interference. 


STATEMENT OF BARCLAY SHAW, SECRETARY, THE NATIONAL ASSOCIATION OF IN- 
SURANCE BROKERS TO THE COMMITTEE ON WAYS AND MEANS, U.S. HOUSE OF 
REPRESENTATIVES, IN OPPOSITION TO H.R. 4700 


This statement is made on behalf of the National Association of Insurance 
Brokers in opposition to H.R. 4700 which has been introduced by Hon. Aime J. 
Forand to amend the Social Security Act and on which your committee is pres- 
* ently holding a public hearing. 
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The National Association of Insurance Brokers is a nonprofit organization com- 
posed of sustaining members and member associations from~coast to coast. 
Such sustaining members and members of member associations are individuals, 
partnerships, or corporations who are licensed ‘as insurance brokers by the insur- 
ance departments in the various States. 

The stated purpose of H.R. 4700 is to amend the Social Security Act to pro- 
vide insurance for the cost of hospital, nursing home, and surgical services for 
persons eligible for old-age and survivor’s insurance benefits. The insurance 
industry of the United States has in the past and is presently making available 
to such persons private insurance for such needs. Thus, this proposed amend- 
ment would squarely and needlessly put the Government into direct competition 
with private business. 

Our membership in the past has consistently opposed such invasion by the 
Government into those fields of private enterprise where private industry has 
shown itself willing and able to operate. Although it is true that not all those 
persons who would receive limited insurance under the proposed amendment 
have chosen to purchase private insurance coverage, yet a growing number have 
been purchasing such coverage during recent years. As you already have been 
informed by representatives of the insurance industry, great strides have been 
made in this coverage during the past year due to the concerted effort by pri- 
vate industry to make such protection available at reasonable rates. 

In view of the fact that private industry is making such rapid progress in 
providing adequate coverage in this field and it is being purchased by more and 
more persons, we urge your committee to report unfavorably on H.R. 4700 at this 
time. Private industry should be given an adequate opportunity to further 
develop this type of insurance coverage and not be subject to the unfair burden 
of Government competition which is against the public interest. 


STATEMENT FILED WitH THE COMMITTEE ON WAYS AND MEANS, HOUSE oF REp- 
RESENTATIVES, 86TH CONGRESS, 18ST SESSION, FOR INCLUSION IN THE RECORD OF 
THE HEARINGS ON H.R. 4700, PRESENTED BY THE GIBS CONSULTANTS OF SYRACUSE, 
N.Y., ON BEHALF OF THE CITIZENS PUBLIC EXPENDITURE SURVEY, INC., OF NEW 
YorK STATE 


To the Chairman and Members of the Committee on Ways and Means: 


We recommend that your committee thoroughly investigate the operation of 
hospitalization and nursing home care provided under the federally aided public 
assistance programs, particularly old age assistance, before taking any action 
to further advance the proposals contained in H.R. 4700 for provision of hospital 
and nursing home care for old age beneficiaries under the old age and survivors 
insurance program. 

A Government-supervised program of payment out of tax-raised funds for 
hospital and nursing home care of the aged has been in operation for more than 
two decades as part of old age assistance. It is unnecessary to look beyond the 
experience under that program for a clear demonstration of colossal misuse and 
fantastic waste of public inherent in a Government-operated medical care 
program. 

The Gibs Consultants, a management specialists firm of Syracuse, N.Y., whose 
members have extensive backgrounds in the field of public administration and 
have specialized in public welfare, was employed in 1958 by the Board of Super- 
visors of Oneida County, N.Y., to make a management survey of the Oneida 
County Department of Public Welfare. The report of that survey was submitted 
to the Oneida County Board of Supervisors in December 1958. 

The disclosures of maladministration and abuse in the Government-operated 
program of hospital and medical care made public in that report prompted the 
Citizens Public Expenditure Survey to request the Gibs Consultants to present a 
summary of their findings on the operations of the hospital, nursing home, and 
yee provisions for the consideration of your committee in its hearings on 

-R. 4700. 

Asa result of our survey, we found and reported that : 

Review of requests for care in nursing homes raises questions of whether this 
type of care is actually required by the patient. 

1. At least 64 percent of the renewals of requests for nursing home care in 
a 2-month period did not contain sufficient medical data to substantiate the need 
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for such care. In about 60 percent of these, the physician had stated that there 
were no restrictions on activities, and there were no recommendations for specific 
nursing care. However, these were signed by the medical director without fur- 
ther information and evaluation as to the possibility of a substitute form of 
living arrangement which would be less expensive but provide adequate super- 
vision of the patient. 

2. The fact that no medical care requiring the service of a registered nurse, 
and no restriction on activity, as found in so many instances, would indicate 
that these people could receive adequate care at less cost in boarding homes 
providing general services. 

Review of authorizations for hospital care for 1 month showed that 16 per- 
cent lacked the evaluation of need for care and 10 percent did not substantiate 
the duration of care in relation to the diagnosis. 

For example: 

1. Three aged persons had remained in a private hospital for more than 3144 
years at the taxpayers expense, while they received what appeared to be no 
more than the the usual nursing home service. No attempt had been made to 
discover why hospital care was necessary. 

2. One individual had been receiving continuous hospital care for a period 
of over 6 years. More than a year prior to the management survey the atténd- 
ing physician had stated that hospital care was not required. Up to the date 
of the survey no action had-been taken by the agency. 

3. Nine days hospital care was provided for a boy with a broken forefinger. 

4. Sixty days hospital care was provided for a “possible hip dislocation.” 

Tremendous abuse was found in the matter of physicians’ services, for 
instance: 

1. Some patients were found to have had a physicians’ call at the home, to- 
gether with a visit to another physician at his office on the same date. 

2. One doctor was paid for 289 visits in 1 month in only 33 cases—an average 
of nearly 9 visits a month to each case. 

3. A group of 39 cases in which 330 visits were billed in 1 month by 16 
doctors, again an average of nearly 9 visits a month. The diagnoses were quite 
simple, in no way indicating care of a complex nature. 

4. Four thousand two hundred and eighty-five individuals averaged forty-two 
doctors’ visits per year. If the need for care were properly evaluated, such a 
volume of doctors’ visits would be impossible. 

Indiscriminate authorization and issuance of prescriptions added further to 
the abuses of the medical care program. Here, the average was 14 prescriptions 
annually at a total cost of $65.30 for approximately 4,300 individuals. 

1. Drug payments in the amount of $544.30 were made for one person to cover 
71 prescriptions over a period of 22 months or an average of more than three 
prescriptions per month. There was no medical report on record substantiating 
such expense or need. 

2. Eight prescriptions were issued to one person in an 8-day period, in the 
amount of $30, again without a medical report justifying the need. 

3. One doctor issued 114 prescriptions in a 2-week period totaling $506.49 to 
36 patients. All were ordered on the same drugstore. 

4. In a 2-day period the agency processed for payment 1,000 prescriptions, of 
which 320 were for common household items, such as shampoo, Ex-Lax, aspirin, 
gargle, Geritol, castor oil, etc., even whisky was noted on a prescription. 

5. For these items on prescription, the cost billed to the welfare department 
by drug vendors, was higher than would be paid by an individual in an over- 
the-counter transaction. In addition, payment was made for a doctor’s visit in 
each instance where the above prescriptions were issued. 

The foregoing examples of excessive costs and abuses of medical care under 
government administration are not limited to the Oneida County Welfare 
Department. Furthermore, the situation is not new: ,it has existed for years. 
We cite in evidence a report on the Washington County (N.Y.) Welfare Depart- 
ment which states that as far back as 1949, drug costs showed an overcharge of 
19.25 percent. The same study also revealed that welfare patients remained 
longer in hospitals than private patients, and that available medical records 
did not substantiate the need for this care. 

We cite further a statement from an official of the New York State Depart- 
ment of Social Welfare, made in December 1958, relative to the exposition of 
conditions in Oneida County: “This is not new to us.” 
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The Government-supervised, Government-financed provision of hospital, nursing 
home, and medical care as part of the public assistance programs under the 
Department of Health, Education, and Welfare is riddled with abuses on the 
part of both medical vendors and recipients. Indiscriminate authorization by 
Government agency of requests for medical care from,medical vendors, without 
evaluation of need or purpose, is resulting in unwarranted and-excessive spending 
of public funds. 

The number of aged persons receiving OASI benefits is approximately four 
times the number of recipients of old-age assistance. KEnactment of H.R. 4700 
would expand the abuses, misuses, and excessive costs in that proportion. 

There is no basis for assuming that Government agencies could operate a 
medical care program on the scale proposed in H.R. 4700, estimated to cost $1.1 
billion in its first year of operation, with any greater efficiency than those 
agencies have demonstrated in the operation of a program on a smaller scale. 

Furthermore, the estimated cost appears totally unrealistic. In the States of 
New York, 51.5 percent of the total amount spent for old-age assistance goes 
for hospital, nursing home, and medical care. 

We are not suggesting that persons uninsured in private plans must do without 
medical care. We are stating our belief that a tax-supported, Government 
program of hospital care for all the aged is not justified when, according to the 
Secretary of the Department of Health, Education, and Welfare, 40 percent of 
the people 65 years old and older now have hospital insurance and “we can 
look forward to 70 percent of the aged having some form of hospital insurance 
by 1965.” 

Moreover, we are convinced on basis of our experience in the field that any 
Government-operated medical-care program will result in further spiraling of 
inflationary costs and increased taxation while at the same time failing to 
provide controlled, economical, and effective medical care. 


Statement by Arthur V. Burrowes, president, Missouri Public Expenditure 
Survey, on the Effects of H.R. 4700, Committee on Ways and Means, U.S. 
House of Representatives, July 13, 1959 


If enacted H.R. 4700, the Forand bill, would establish a program of providing 
hospital, nursing home, and surgical treatment for all persons eligible for old- 
age and survivors insurance benefits, accompanied by an increase in social 
security tax rates. 

Our social security tax rates are scheduled to increase substantially under 
the present law, even without the addition of the new tax proposed in the 
Forand bill. The Forand bill tax increase proposal is a relatively small one, 
but it could easily grow once the program is begun. Our wage earners are 
already heavily burdened by Federal, State, and local taxes. 

In the light of the experience of our other social security programs and in 
view of the tendency to liberalize these programs after they have started, can 
the claim that the tax proposed in the Forand bill will be adequate be taken 
at face value? Even if the medical care program were not expanded or 
liberalized, it can safely be predicted that the Forand bill tax increase proposal 
would not bring in enough revenue to fully finance the program once it got 
underway. We would then be faced with the prospect of increasing the social 
security or some other Federal taxes, allowing inflationary boost in the national 
debt, or risking the impairment of the social security trust fund, to the detri- 
ment of all who are participating in the present social security program. 

The experience in England indicates that when government-financed medical 
eare is available, medical facilities are soon overtaxed with patients, not there 
because of medical necessity but because the treatment is available. Our hos- 
pital facilities and staffs would be unable to treat large numbers of such cases 
and still provide adequate care for those really in need, thus facilities would be 
taxed beyond their capacity, and the quality of treatment would suffer. 

The American people have shown that they neither want nor need a general 
Federal medical care program. First, despite strong pressures, the proposal of 
a socialized medicine plan was thoroughly rejected a few years ago. Second, 
participation in voluntary health programs has increased at a remarkable rate 
in recent years. The people are selecting the medical care insurance programs 
that best fit their needs and purses. This method is in the American tradition 
and is infinitely preferable to a government program. 
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OKLAHOMA PUBLIC EXPENDITURES COUNCIL, 
Oklahoma City, Okla., July 13, 1959. 
Hon. D. MILLs, 
Chairman, House Ways and Means Committee, 
New House Office Building, Washington, D.C. 

Dear CHAIRMAN MILLs: It is my understanding that the House Ways and 
Means Committee is holding hearings on H.R. 4700, the Forand bill, this week, and 
as chairman of the National Taxpayers Conference and executive vice president 
of the Oklahoma Public Expenditures Council, I desire to register opposition to 
this proposed legislation. 

Mr. Chairman, the National Taxpayers Conference is composed of 37 State 
taxpayer associations whose members represent virtually every interest and 
activity in our Nation and who are‘devoted to the twin principles of solvent 
government and sound money. 

At our annual 3-day meeting in Washington earlier this year, the conference 
unanimously adopted a program of objectives which included opposition to any 
new Federal domestic spending commitments until the budget was balanced 
and a start made toward reducing the huge Federal debt. 

H.R. 4700, which would commit the Federal Government to a program of 
medical care for all persons eligible for old-age and survivors insurance benefits 
is in conflict with this objective. 

In addition, H.R. 4700 proposes an increase in Federal taxes at a time when 
the great majority of our citizens are pleading for relief from an excessive tax 
burden. This tax increase would impose an additional hardship on the 
Nations’ wage earners who are already paying more in taxes than for food, 
clothing, and medical care. 

Based on the historical experience of other social security programs, it is only 
reasonable to predict that these proposed tax increases will fall far short of 
producing sufficient revenue to finance the proposed program once it reaches 
full bloom. This can only mean still further deductions from every worker’s 
paycheck in future years. 

Introduction of this legisaltion is, in our judgment, untimely since Congress 
has already authorized a White House Conference on Aging for the purpose of 
studying and reporting on the very problem it seeks to solve. 

Mr. Chairman, our numerous studies of the many facets of the social security 
program would indicate the need for a complete review of the whole system 
for the purpose of eliminating the abuses which are now prostituting our 
efforts to care for our less fortuante citizens before loading it down with any 
new programs. 

And above all is the compelling question as to how much responsibility the 
Federal Government can assume without impairing the ability to protect dur 
Nation and preserve our freedom. 

There can be no security for anyone in a bankrupt or vanquished America. 

Respectfully yours, 
STEVE STAHL, 
Chairman, National Conference. 


THE AMERICAN COLLEGE OF RADIOLOGY, 
Chicago, IU., July 14, 1959. 
‘Hon. D. MILs, 
Chairman, House Ways and Means Committee, House of Representatives, Wash- 
ington, D.C. 

DEAR REPRESENTATIVE MILLS: The opportunity to express an opinion to the 
Ways and Means Committee of the House of Representatives on the merits of 
H.R. 4700 is valued and deeply appreciated. 

The American College of Radiology is an association of 4,500 physicians 
practicing throughout the United States. These doctors of medicine specialize 
in radiology, the use of X-rays and radioactive materials in the diagnosis and 
treatment of disease and injury. Each member has devoted a minimum of 3 years 
to specialized training in radiology following graduation from medical schools 
and a year or more of internship. 

The American College of Radiology is persuaded that H.R. 4700 is well moti- 
vated, but attempts too much, much too soon. This is a legisaltive effort to 
solve the many health problems of the aged. These problems are social and 
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economic as well as medical. They vary from area to area, within cultural and 
ethnic groups, and almost from person to person. The dimensions of the prob- 
lems are currently vague and the ways in which they can be best met are 
uncertain. We now lack the essential intelligence to wisely attack the many 
problems H.R. 4700 hopes to defeat. The program pfoposed by the bill seems to 
attempt to preserve the benefits of a system of medicine and hospitalization 
that is acknowledged to be amongst the best in the world, but the proposed solu- 
tion is rigid and all embracing. 

We would enter a plea for perspecitve. The people of the United States are 
in many age groups, have many problems and have many needs. A considerable 
percentage of the aged and most of the indigent are not covered by the social 
security system; they would not benefit from the enactment of H.R. 4700. 
Many Americans who are not yet aged would prefer, we believe, to attempt to 
solve their problems of future health care in other ways. H.R. 4700 would 
almost debar experimentation in mehtods to meet the many health problems of 
the aged because it would economically prevent people from participating in non- 
governmental approaches due to the taxes they would be paying to support the 
H.R. 4700 program. It has been a proud boast in the United States that, “if you 
make a better mousetrap, the world will beat a path to your door.” This has 
been generally true, but where any government has established mousetrap- 
making monopoly, it is not true. A Government monopoly over the provision 
of health care benefits to the aged will, we fear, stiffle the ideas, talents, and 
initiative that are currently being devoted to solve the problems present. 

The practice of radiology is approximately 85 percent diagnosis and 15 percent 
treatment. Diagnostically, the radiologist, inside or outside the hospital, consults 
with virtually all members of the medical profession. He sees perhaps 50 percent 
of patients who are hospitalized and has a good opportunity to make a judgment 
as to the necessity of their being in the hospital. 

The great majority of the commercial and Blue insurance plans sold today 
will pay for radiologic services when rendered to bed patients in a hospital, but 
will not pay for these services if rendered in doctors’ offices, or to hospital out- 
patients. Theoretically expenses are not covered if hospitalization is purely for 
the purpose of establishing a diagnosis. These plans are abused. There is no 
argument on this, though there are differences as to the extent of abuse. 

Individuals will search for the circumstances within insurance under which 
their bills are paid. In this instance, they seek hospitalization. They will even- 
tually find a physician who will afford such hospitalization and then their bills 
are paid b ythe insurance plan, 

The medical profession, hospitals, insurance plans and companies, some State 
insurance commissioners—all are seeking methods of policing this abuse. The 
problem are, however, complex in that they involve ex-post facto decisions as to 
motivation of patient and physician, the medical situation at the time of hos- 
pitalization, the patient’s psychological state and matters of this sort. Studies 
of abuse are necessarily oriented toward the innocence of the parties—doctor and 
patient—until they are proven guilty, and are thus of limited value. Radiolo- 
gists have estimated that approximately one-third of patients seen in hospitals 
having insurance of this sort could be attended on an ambulatory, not-hospital- 
ized basis. This too is but a highly educated guess by a group of physicians 
who are in a position to make this judgment. 

It seems‘ clear, however, that this inate abuse is probably perpetuated in H.R. 
4700, if radiology is covered under the terms of the bill. It is not crystal clear 
whether radiological services are so covered within section 226(b) (1) “Descrip- 
tion of Hospital, Nursing Home, and Surgical Services.” While “laboratory 
services” are cited in the language of the bill, radiology is not. However, the 
bill states, “The term ‘hospital services’ means * * * other services, drugs and 
appliances as are customarily furnished by such hospital to its bed patients 
either through its own employees or through persons with whom it has made 
arrangements for such services, drugs, or appliances; the term ‘hospital services’ 
include such medical care as is generally furnished by hospitals as an essential 
part of hospital care for bed patients.” 

If radiology is intended to be covered within this language, the legislation 
requires hospitalization of the patient as a condition precedent to payment for 
radiological services. 

This will have a profoundly adverse affect on the financial stability of the 
program, the ratio of necessary hospital beds to population in many communities, 
the practice of radiology in hospitals and the teaching of radiology. 
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Persons covered by the terms of the legislation who need radiological services 
will seek hospitalization so as to avoid personally paying for these services. On 
the basis of present practice within insurance, we predict that they will obtain 
such hospitalization which will surcharge the cost of necessary radiology services 
with the cost of unnecessary hospitalization at from $25 to $45 per day. 

Unnecessary hospitalization will artificially inflate community-bed require- 
ments and lead to the building of more beds than needed at approximately 
$25,000 each. It is predictable that some of this cost will be borne by the com- 
munities involved and some by the Federal Government through the Hill-Burton 
hospital construction program. 

The influx of patients who are currently receiving radiological services in 
offices into hospital radiology departments will retard speed with which the 
examination of all patients can be accomplished (thus increasing the length of 
stay for all hospitalized patients and the overall costs of hospitalization) ; delay 
the examination of persons acutely needing inhospital radiology services ; neces- 
sitate the building of more radiological installations in hospitals; imbalance the 
training of resident physicians in radiology by causing an abnormally high 
influx of elderly patients and an abnormally high proportion of negative ex- 
aminations because many of them will be accomplished simply for the diagnostic 
workup of the patient. 

We state with a good déal of certainty that these things will occur because 
they have already occurred under the terms of much of the medical care and 
hospitalization insurance written in this country. The passage of H.R. 4700 in 
its present form will aggravate the current situation. 

Parenthetically, insurers are attempting to remedy the situation described in 
a number of ways. 

For all of these reasons, we would urge considerable caution and just a bit of 
patience. There is little doubt that we all owe Representative A. J. Forand and 
this committee a debt for forcefully imposing the necessity of solving the health 
problems of the aged on all of us. This debt is freely acknowledged, but please 
do not blind your eyes to the response that the introduction of this legislation 
has occasioned, nor to some of the long-range experiments that have been under- 
taken to reach the best solutions. The health problems of the aged did not appear 
in the sky as some newly launched medical-economic sputnik. They have de- 
veloped over the years and are subject to change. Please do not freeze their 
solutions into a governmentally sponsored, predetermined mold. Please allow 
the American initiative and freedom of enterprise the opportunity of blazing new 
trails toward better ways of doing the job. 

Sincerely yours, : 
WILLIAM C. Srronacu, Executive Director. 


(The following resolution from the East Tennessee Radiological 
Society was received by both Hon. Albert Gore, U.S. Senator from 
Tennessee, and Hon. Estes Kefauver, U.S. Senator from Tennessee, 
who asked that this resolution be included in the record of the hear- 


ings :) 


RESOLUTION SUBMITTED BY THE EXECUTIVE COMMITTEE, EAST TENNESSEE RADIO- 
LOGICAL Society, JULY 2, 1959 


Whereas the East Tennessee Radiological Society recognizes the medical care 
and needs of the aged are posing an increasing number of problems which must 
be met; and 

Whereas the medical profession of Tennessee has amply demonstrated its in- 
terest in the provision of the medical care for the medically indigent, including 
the aged, by its sponsorship of the indigent hospitalization program, by which 
doctors agree to treat without fee, persons determined to be medically indigent 
by local screening committees during periods of hospitalization; and 

Whereas the East Tennessee Radiological Society is opposed to the expenditure 
of tax moneys which furthers the move toward medical socialism; and 

Whereas the East Tennessee Radiological Society believes that certain basic 
points should be met by any legislation which proposes to spend Federal funds 
for medical care, i.e., (1) That the need for proposed expenditures be determined 
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by careful studies, not only by representatives of Federal agencies, but by quali- 
fied persons representing groups of citizens concerned with the problems of the 
aged; (2) that the responsibility for the disbursement of Federal funds for 
medical care be delegated to that agency within the respective States best quali- 
fied to perform this function, and not necessarily to the State agency responsible 
for the administration of other welfare programs dependent to any extent upon 
Federal moneys; (3) that the appropriation of any such Federal funds be made 
contingent upon such funds being matched by the States ; and 

Whereas recent experience in Tennessee with the welfare hospital service 
program, administered by the Tennessee Department of Public Welfare; has 
proved that the welfare department program has been wasteful because of the 
hospitalization of patients without regard to medical need and prognosis, and has 
led to the overburdening of hospital facilities by careless selection of cases, thus 
depriving others of needed attention: Now, therefore, be it 

Resolved, That the East Tennessee Radiological Society opposes H.R. 4700 
as an expanded method of governmental encroachment into the field of medical 
service; and be it further 

Resolved, That the East Tennessee Radiological Society feels that H.R. 4700 
is detrimental to the welfare of the country in that it relegates to the Federal 
Government the responsibility for providing that type of care and comfort to 
individuals which, in many instances, could be and should be provided by the 
individual’s immediate family or by his local community, thus further leading in 
the direction of the welfare state; and be it further 

Resolved, That the East Tennessee Radiological Society further condemns 
H.R. 4700 in that it makes no provision for important factors which vary from 
area to area and region to region throughout the United States, and is an attempt 
to impose a uniform system of benefits upon our Nation’s citizens without regard 
to the ethnic, social, and economic conditions prevailing within the regions in 
which they live. 


E. Kent Carter, President. 


STATEMENT OF VERNON HERNDON, GENERAL MANAGER, PALMER House, CHICAGO, 
AND VICE PRESIDENT, HILTON Horets Corp. 


Mr. Chairman and gentlemin of the Ways and Means Committee, may I address 
you as a spokesman for the Governmental Affairs Committee of the American 
Hotel Association, with reference to H.R. 4700. 

All of us who have had the privilege of knowing the author of this bill, Con- 
gressman Forand, have the very highest respect for him personally. He has 
always given sympathetic attention to the problems confronting our industry. 
However, we do have some misgivings about the expansion of the social security 
program to include hospitalization, nursing care, and surgical benefits. 

Our industry is not averse to seeking methods by which hospitalization, nurs- 
ing care, and surgical benefits can be provided for workers. As a matter of fact, 
a great number of our more progressive hotels have long since provided this 
type of protection for their workers. In one large city, the hotel association 
has constructed its own medical center. Not only the employees of the hotels, 
but their entire families, are offered hospital and surgical services without cost, 
as one of the fringe benefits of their employment. 

More and more hotels are providing disability insurance for their employees 
to tide them over when injury or accidental illness strikes. It is indeed a 
fine, Christian gesture to seek ways by which employees can be protected against 
the vicissitudes of life. We wonder, however, whether, by broadening the benefits 
of the OASI program, we might not impair the solvency of the reserve funds 
which have been accumulated under that program. Nearly 65 million people 

ave a stake in those reserves. These workers must not be unduly penalized 
in an attempt to be overgenerous with a selected group of employees. 

I have not been able to come by any estimate of the probable disbursement 
required to indemnify workers who would be eligible for benefits, growing out 
of hospitalization, nursing care, and surgical expenses. It would seem to me 
that a careful appraisal of this estimate would need to be made to ascertain 
whether it would imperil the actuarial soundness of the whole social security 
program. 

Any step-up in benefits must naturally be underwritten by an increase in the 
premium rates to the employer and the employee. In our industry, a careful 


44432—59——46 


n 
n 
e- 
ly 
n- 
in 
1e 
zh 
sic 
se 
nd 
in 
of 
nd a 
ith 
ise y 
on 
er- 
ar 
de- 
eir 
OW 
ew 
cal 
ee, 
AT - 
DIO- 
are 
ust 
in- 
ling 
lich 
rent a 
ure 
asic 
nds 
ined 


706 BENEFITS FOR OASI BENEFICIARIES 


study has been made of the impact of the social security tax upon employers. 
For each one-half of 1 percent increase in this tax, hotel management faces a 
budget of betweeen $4 million and $5 million in annual payroll cost. This is 
irrespective of any increase in the base. 

Year after year, spokesmen for one national labor union have come before 
your committee and asked that the tip income of service employees in hotels 
and restaurants be subjected to social security tax. We have always been 
obliged to oppose this because of the fact that the employer has no way of 
determining the precise income which waiters, waitresses, bartenders, bellboys, 
maids, and other service employees receive from the guests. 

We would like to suggest that the committee consider amending the Social 
Security Act to provide that tips or gratuities shall not be classified as wages, 
for purposes of the Federal Instrance Contributions Act. Or, the law could 
be amended to provide that employees, a part of whose income is in the form of 
gratuities, could elect to file as self-employed, for the purpose of declaring tip 
income and paying the social security tax thereon. We attach exhibit A, repre- 
senting suggested language by which one or both of these proposals could be 


included in the basic law. 
ExuHisir A 


Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That section 3121(a) of the Internal 

Revenue Code of 1954 (relating to definition of wages for purposes of the 
Federal Insurance Contributions Act) is amended by striking out “or” at the 
end of paragraph (9), by striking out the period at the end of paragraph (10) 
and inserting in lieu thereof “; or’, and by adding after paragraph (10) the 
following new paragraph: 

“(11) any tip or gratuity (as defined in section 3401(f) received by an 
employee directly or indirectly from the customer of the employer.” 

Sec. 2. Section 3306(b) of such Code (relating to definition of wages for pur- 
poses of the Federal Unemployment Tax Act) is amended by striking out the 
period at the end of paragraph (8) and inserting in lieu thereof %; or’, and 
by adding after paragraph (8) the following new paragraph: 

“(9) any tip or gratuity (as defined in section 3401(f) received by an 
employee directly or indirectly from the customer of the employer.” 

Sec. 3. (a) Section 3401(a) of such Code (relating to definition of wages for 
purposes of collection of income tax at source on wages) is amended by striking 
out the period at the end of paragraph (12) and inserting in lieu thereof “; or”, 
and by adding after paragraph (12) the following new paragraph: 

“(13) directly or indirectly to an employee by the customer of the em- 
ployer as a tip or gratuity.” 

(b) Section 3401 of such Code (relating to definitions) is amended by adding 
at the end thereof the following new subsection: 

“(f) Tip or Gratuity.—For purposes of this chapter and chapters 21 and 23, 
the term ‘tip or gratuity’ means any payment— 

“(1) made by a customer of the employer to an employee or group of 
employees in connection with service performed or to be performed for such 
customer, or 

“(2) which the customer makes to the employer for the express purpose 
of distributing the same to employees for:service performed or to be per- 
formed for such customer.” 

Sec. 4. (a) Section 1402(b) of such Code (relating to definition of the term 
‘self employment income’) is amended by striking the first semicolon and insert- 
ing the following: “, or tips and gratuities received by an employee directly or 
indirectly from the customer of the employer ;” 

(b) Section 1402 of such Code (relating to definitions) is amended by adding 
at the end thereof the following new subsection : 

“(e) Tip or GRATUITY.—For the purposes of this chapter, the term ‘tip’ and 
the term ‘gratuity’ shall have the same meaning as when used in chapters 21 
and 23.” 

Sec. 5. The amendments made by this Act shall apply with respect to pay- 
ments made by customers on or after the first day of the first month which 
begins mofe than ten days after the date of the enactment of this Act. 
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NATIONAL GRANGE, 
Washington, D.C., July 13, 1959. 
Re Grange opposition to H.R. 4700. . 
Mr. D. MILLs, 
Chairman, House Ways and Means Commitiee, 
The Capitol, Washington, D.C. 

Dear Mr. CHAIRMAN: The delegate body of the National Grange, meeting in 
annual session, in recent years has consistently voiced its opposition to the idea 
of compulsory health insurance, whether plans to provide that insurance covered 
all U.S. citizens or a segment of our population, as is the case of H.R. 4700. This 
bill, as we understand it, is designed to amend the Social Security Act and the 
national revenue code so as to provide insurance against the cost of hospital, 
nursing home, and surgical service for persons eligible for old-age and survivors 
insurance benefits. 

This organization is fully aware of the health problems of the age group of 
people falling within the area of eligibility for old-age and survivors insurance 
benefits under our present social security law. It is the position of this organiza- 
tion, however, that these problems can best be met and solved by voluntary plans, 
which are more in keeping with our traditional manner of making progress and 
which have already chalked up an amazing record of progress in the field of 
health. 

You and the members of your committee should know that this organization 
has exerted a significant amount of its resources in the field of developing ade- 
quate voluntary insurance programs for hospital and medical care for all 
people; including those over 65 years of age. We have further devoted a con- 
siderable amount of effort toward encouraging not only Grange members but all 
rural Americans to enroll in these voluntary plans. 

In short, it is our hope that you and the members of your committee will 
see fit to oppose H.R. 4700. 

Respectfully yours, 
HerscHeEL D. Newsom, Master. 


‘NATIONAL FEDERATION OF INDEPENDENT BUSINESS, 
. Washington, D.C., July 13, 1959. 
Subject : H.R. 4700. 
Hon. WILBUR MILLs, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.C. 


DeaR Mr. CHAIRMAN: Repeated polls by the federation of its nationwide in- 
dependent business and professional men members, the largest directly support- 
ing membership of any business-professional organization in the Nation, indicate 
their opposition to H.R. 4700, the bill by Representative Aime J. Forand, of 
Rhode Island, to amend the Social Security Act to provide insurance for the 
cost of hospital, nursing home, and surgical services for persons eligible for old- 
age and survivors insurance benefits. 

All indications are their opposition to this legislation is based on two factors: 

1. The threatened tax increases, and 2, fear that the bill may be on opening 
wedge for socialization of medicine. 

Here’s the record of the polls taken by the federation of its membership, during 
the past 3 years, on H.R. 4700 and related bills: 

1. Mandate No. 232 (August 1957), members polled on H.R. 7669, in- 
creased social security tax; increase the maximum amount of income on which 
businessmen and individuals must pay social security taxes, from $4,200 to $6,200 
yearly (Representative Dingell, Michigan). Results of this poll: 21 percent 
for ; 76 percent against ; 3 percent no vote. 

2. Mandate No, 237 (March 1958), members polled on H.R. 9467, increase 
social security taxes so that Government can pay up to 60 days’ hospital care 
for folks living on old-age pensions (Representative Forand, Rhode Island). 
Results of this poll: 14 percent for; 84 percent against; 2 percent no vote. 

3. Mandate No. 248 (May 1959), members polled on H.R. 4700, increase social 
security taxes to pay medical expenses; increase social security taxes paid by 
workers and businessmen in order to expand benefits to include hospital and 
medical expenses for retired persons (Representative Forand, of Rhode Island). 
Results of this poll: 20 percent for, 78 percent against, 2 percent no vote. 
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Following facts are of interest in connection with the foregoing polls. These 
percentages are based on counts made of opinions expressed by federation mem- 
bers on personal, signed ballots which they forwarded, through their business 
or professional men federation district chairmen, to their Congressmen at Wash- 
ington, D.C. The opinions expressed on each of these ballots were the personal 
feelings of each voting federation member, arrived at in the privacy of their 
offices or homes, without influence one way or the other by the federation, and 
with no official or employee of the federation touching or seeing ballots on 
their way from members to their Congressmen, and with each member limited 
to one ballot. 

It will further interest you to know that the federation is today, as it has been 
over each of the past 15 years, the only organization of its kind conducting these 
small, independent business and ‘professional man surveys, with actual, signed 
ballots delivered regularly and directly by the independents covered to their 
Congressmen. 

Will you kindly make the foregoing information available to the members of 
your committee studying H.R. 4700, and make this letter a part of the record of 
your hearings on this legislation? 

Sincerely, 
GeorcE J. Burcer, Vice Président. 


RESOLUTION OF COUNCIL OF JEWISH FEDERATIONS AND WELFARE FUNDS, INC., ON 
FINANCING HEALTH SERVICES FOR THE AGED 


Resolution unanimously adopted by CJFWF board of directors March 15, 
1959. The board of directors of the Council of Jewish Federations and welfare 
funds approves in principle the use of the mechanism of the old-age and survivors 
insurance program for financing an expanded program of health services for 
persons 65 years and over. 

BACKGROUND 


Provision of health services to the aged by Jewish institutions has become a 
matter of growing concern. Increased costs of medical care and the increased 
demand for these services by the aged place great strains upon the physical 
resources of Jewish institutions and increase institutional deficits substantially. 

On March 16, 1958, council board of directors adopted the following motion: 
“Upon motion made, duly seconded and carried, the board approved transmittal 
of a communication to the House Ways and Means Committee recommending a 
public hearing on the broadening of the social security program to include med- 
ical, hospital, and nursing home benefits. The president was authorized to appoint 
a council representative to participate in such a hearing.” 

The health services planning committee on February 15, 1959, recommended 
that the council board of directors approve in principle the use of the mechanism 
of OASI for financing an expanded program of health services for persons 65 and 
over. 

Data developed by the health services coordination study reveal that— 

1. On the average, 8 percent of Jewish general hospital patients on a given 
day have been hospitalized longer than 30.days. Half of these patients are 
over 65 years of age and most of the remainder between 60 and 65 years. 

2. The proportion of aged receiving short-term hospital care cannot be 
stated with accuracy. It is known that the hospital admission rate per 
1,000 persons over 65 years of age is double the rate of younger persons. 

3. The long-term institutions under Jewish auspices, including homes for 
the aged, have approximately one-half of their residents cared for in infirmary 
or hospital units. The one-half residing in residential units also require 
continuing medical and nursing care. . 

4. The provision of extended medical care in Jewish homes for the aged 
Teac for the bulk of the increased cost in operations and the increased 

eficits. 

5. The financial capacity of the aged to finance their own hospital and 
medical care is limited. Eighty percent of the residents of the Jewish homes 
for the aged are dependent primarily upon public assistance grants or small 
OASI benefits. Among all general hospital patients staying 30 days or 
longer, over half have family incomes of less than $3,000 a year. In the 
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population at large, less than 40 percent of all persons under 65 are pro- 
tected by voluntary health insurance primarily because of limitations in 
voluntary insurance contracts and limitations in income. 


THE CURRENT LEGISLATIVE SITUATION. 


The Federal Congress will this year consider several proposals to provide 
expanded health benefits for the aged. There is wide belief that major legisla- 
tion will be enacted this year or in 1960. The exact terms of this legislation will 
be determined by hearings and discussions now going on among interested organi- 
zations. 

ALTERNATIVE SOLUTIONS 


Several alternatives are being currently debated in order to meet the situation. 

1. Extension of OASI. One proposal would— 

(a) Pay for 60 days of hospital care annually (including all customary 
services provided bed patients, except attending doctors service). 

(b) Pay for 60 days of skilled nursing home care following hospitalization ; 
or a combination of hospital and nursing home care not to exceed 120 days 
in a 12-month period. 

(c) Pay for surgical services in the hospital (not for other physicians 
services). 

(d) Finance the costs by an increase in the social security contributions 
rate of one-fourth of 1 percent each by employers and employees. 

2. Provision of governmental subsidies to voluntary insurance companies to 
encourage their extension of coverage to the aged. 

3. Reliance upon voluntary insurance extension without subsidy ; enlargement 
of public relief medical services for the aged unable to maintain voluntary 
insurance. 

Various organizations have begun to develop their choices among these alterna- 
tives. The position of each organization mentioned below is usually a complex 
of several factors. The essential position of each, however, can be simplified 
as follows: 

1. Opponents of OAST extension.—American Medical Association and com- 
mercial insurance companies are vigorously opposed. In general, they prefer 
that voluntary insurance be given further time to extend coverage to the aged 
through private purchase of insurance. They believe that this proposal is a 
first step in the direction of socialized medicine. Concern is also expressed that 
there will be Federal control of medical and hospital practice and that provision 
of hospital benefits to the aged will lead ultimately to universal compulsory 
insurance. Some opponents believe that such insurance will expose hospitals 
to uncontrollable demands for admissions they cannot absorb; others believe 
the costs cannot be controlled. 

2. Proponents of OAST ecxtension—The American Nursing Association, the 
American Public Welfare Association, the AFL-CIO, the National Association 
of Social Workers, the National Consumers League, among others, have ex- 
pressed vigorous support. For example, the board of directors of the American 
Public Welfare Association has resolved that— “Health costs of old-age, survivors, 
and disability insurance beneficiaries should be financed through the OASDI 
program. Arrangements for achieving this objective should take into account the 
priority needs of.the groups to be served ; availability of facilities, personnel, and 
services; and protection and encouragement of high quality of care, including 
the organization of health and related services to effect appropriate utilization 
of services and facilities.” 

The position of these organizations generally stresses that the aged have 
inadequate economic resources to purchase medical coverage universally, and 
that their need for adequate medical care has been comprehensively established. 
Since it has also been established that they do not have adequate resources, they 
consider it a social responsibility to assure a minimum meeting of medical needs. 
The problem cannot be absorbed by private philanthropic resources since the 
costs are overwhelming. The OASI extension provides for a simple method with 
minimum controls. 

The proposed legislation is fundamentally a means for financing costs of the 
program. For example, the proponents point out that in one plan (the Forand 
bill, H.R. 4700), the program would be administered by the Secretary of Health, 
Education, and Welfare. The OASTI system would use its existing recordkeeping 
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system to certify eligibility and to issue insurance cards. Agreements would 
be reached with providers of service, or their authorized representatives, cover- 
ing payment rates. Private nonprofit organizations could be used where their 
use would contribute to effective and economical administration. There would 
be free patient choice of physician and of qualified institution. 


ELEMENTS OF PROGRAM NEEDED 


In order to effectively carry out the board resolution, certain features of a 
program of health services need to be developed. The following are illustrations 
of how the intent of the resolution could be advanced in legislation: 

1. As a minimum, service benefits should provide for hospitalization in a 
general or chronic disease hospital for a fixed number of days per year (possibly 
60 or 90 days). 

2. Some provision should be included for care outside of hospitals but this 
extension should in no sense jeopardize adoption of item 1. Steps can be taken 
to provide care outside of hospitals in any of the following ways: 

(a) Payment for care in nursing homes for a fixed number of days follow- 
ing hospitalization. 

(b) Payment for nursing services in the home of the patient. 

(c) Provision for a demonstration and research grants program by which 
a certain portion: of funds collected would be allocated to support experi- 
mental and demonstration projects to test out more effective and less costly 
ways of providing necessary care through the combined use of general hos- 
pital, long-term institution, and organized home medical care. 

3. Benefits extended to nursing homes should be accompanied by an imrpove- 
ment in standards of care. This can be accomplished in two ways: 

(a) The Federal law can require the Federal agency responsible for its 
administration to assist the several States to improve the standards of skilled 
nursing home services through State licensing laws and enforcement of 
their provisions. 

(b) The construction of public and nonprofit nursing homes can be 
encouraged through widest use of grant-in-aid under existing construction 
programs. 

4. If physicians services are to be provided for in final legislation, both surgical 
and nonsurgical services should be included. 


HovusE OF REPRESENTATIVES, | 
Washington, D.C., July 13, 1959. 
Hon. Wiisur D. MILs, 
Chairman, Houses Committee on Ways and Means, 
House of Representatives, Washington, D.C. 

Dear CHAIRMAN Mitts: I am taking the liberty of enclosing a letter which I 
have received from one of my constituents, Mr. Lonnie Simpson, Hutchinson, 
Kans., voicing his opposition to the provisions of H.R. 4700. 

Will you kindly include this correspondence in the hearings to be conducted 
by you on this measure? 

With cordial good wishes, I am, 

Sincerely yours, 
J. FLOYD BREEDING, 
Member of Congress. 


SIMPSON OLIVER IMPLEMENT Co., 
South Hutchinson, Hutchinson, Kans., July 9, 1959. 

Congressman J. FLoyp BREEDING, 
Hutchinson, Kans 

Deak Fioyp: Having not had a chance to visit with you for some time, I will 
have to drop you a line to convey to you our feelings regarding some of the 
expected legislation you will be called upon to vote upon before too long a time. 

As you know, our type of business operation has changed considerably since 
I first met you in our store when you were first elected to Congress. In our 
industry, the retail end of the farm machinery business is badly demoralized 
and good independent retail operators of farm machinery stores are fast 
becoming a thing of the past. Knowing that your No. 1 headache in your district 
is the economic condition of the farmer and knowing that our existence depends 
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entirely on the farmer, we therefore feel that we are very closely allied to 
your No. 1 problem. Although I have only been in business here 21 years, I 
now find I am the oldest retail implement dealer in this county and may be the 
longest term implement dealer in many of the counties of Kansas. 

Perhaps we, as retailers, are to blame for our present condition in not having 
done a better job of selling in the past. Some of us feel, however, that we 
certainly do not merit the punishment and competition that most of the major 
companies are giving us in the operation of company-owned stores. This one 
factor, Floyd, has worked a terrific hardship on the independent retail implement 
dealers. 

Of course, today’s high cost of doing business which is comprised of high wages 
for help, high taxes, and high insurance rates have placed a burden upon the 
independent operators that have taken their toll. You and I have both seen 
hundreds of good, independent retail houses close and look to more lucrative fields 
to make a living. Deep down, Floyd, I feel this is a real tragedy. I’m old 
fashioned enough to still believe that the very backbone of this Nation is nurtured 
and fed by the independent farmers and small businessmen, and the thought of 
losing so many of our numbers is an alarming situation. 

Having talked to you previously along these lines, I can only say that I, for 
one, appreciate your attitude on this, as I know you are as greatly concerned 
over this problem as I am. I know and I feel that you know that any future 
legislation passed by Congress that in any way will affect the cost of doing 
business by the small independent business operator only hastens the day 
of his demise. It is, therefore, unnecessary for me to tell you that I sincerely 
hope that H.R. 4700, known as the Forand bill, will not be approved by Congress. 
I can readily understand that elderly people should be taken care of, but when 
the cost of doing this is placed in whole or in part upon a segment of the business 
economy of this country that is today literally fighting with its back to the wall 
for its continued existence, then I believe the independent retailers are well 
within their rights in pleading with you and every other elected representative 
of the people to use your influence and strength in defeating this bill. 

I trust, Floyd, that you will overlook the length of this epistle. Frankly, I ama 
poor letter writer, and I could have a much better time visiting straight across 
the board with you, as we hgve done in the past. 

Trusting this finds you in the best of health and with kindest personal regards 
to yourself and your good wife, I remain 

Yours very truly, 
: LONNIE SIMPSON. 


P.S.—With your kind permission, I would like to send a copy of this letter 
to Representative Mills, chairman of the House Ways and Means Committee. 
I will not forward it to him, Floyd, until I hear from you. 


THE First NATIONAL BANK OF MISHAWAKA, 
Mishawaka, Ind., July 13, 1959. 
Hon. WILBUR MILLs, 
Chairman, House Ways and Means Committee, 
House Office Building, Washington, D.C. 


Sir: I wish to register my opposition to the passage of H.R. 4700 introduced 
by Congressman Aime J. Forand and upon which your committee is holding hear- 
ings commencing today. 

I do not intend or desire that elderly persons in need of medical attention 
should be deprived this service. However, the high cost of the gross inefficiency 
demonstrated by the Federal Government in administering programs for the 
benefit of individuals and of local communities is both alarming and constitutes 
gross injustice as well as an unnecessary burden to the American taxpayer. 
The benefits intended by this bill would best be administered through local 
welfare departments witb local financing and local control. Under such cir- 
cumstances aid would be furnished when and where needed, as is now the 
case in most communities, and there would not be the great need felt to 
“convalesce” unnecessarily, which need I am sure would be felt by a flood of 
elderly people if the proposed bill became law. 

It is requested that this letter be made a part of your hearing. 

Very truly yours, 


JOHN M. Di GANN. 
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MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND, 
Baltimore, July 15, 1959. 
Hon. WILBUR MILs, 
Chairman, Committee on Ways and Means, 
House of Representatives, Washington, D.C. 

Dear Mr. Mitts: I am writing to you as chairman of the Medical and Chirur- 
gical Faculty of the State of Maryland’s Legislative Committee. The Medical 
and Chirurgical Faculty, as you may know, is one of the oldest State medical 
societies in the country. Not only is it one of the oldest State medical societies, 
but in the State of Maryland we have two of the most outstanding medical 
schools in the country. As a consequence, the views of the medical profession 
in the State of Maryland are not ones that are taken rashly or hurriedly, for the 
records that have been establisheil by the medical profession in Maryland are 
the result of considerable work, thought, and consideration for the health of 
the public. 

The medical profession in Maryland is very concerned over the provisions of 
H.R. 4700, which would provide surgical care, hospital, and nursing home care 
for all those eligible to receive social security, and we are desirous of going on 
record as being in opposition to this bill. 

The Department of Health, Education, and Welfare has estimated that this 
will cost over $1 billion in the first year of its operation, with further increases 
as the program proceeds. 

Now, I would like to provide your committee with some information as to what 
is being done and what has been done in the State of Maryland in connection 
with the provision of health care to those older persons in our population. 

In the State of Maryland it is estimated that only 9 percent of the total popu- 
lation is aged 65 or over. In other words, roughly 9 percent of the total popula- 
tion could become eligible for these benefits it is proposed to add under the terms 
of H.R. 4700. Figures provided by the Blue Cross and Blue Shield organization 
show that about one-quarter of these individuals are presently covered under 
programs now in force under Blue Cross and Blue Shield. Those who are 
unable to obtain coverage because of their age at the present time will soon be 
eligible to receive coverage because the Blue Cross organization is presently 
requesting permission from the State insurance commissioner to enable it to 
sell policies to those over 65 years of age without restriction as to age. 

This, then, leaves about three-quarters of the over-65 population to be 
accounted for. Of this percentage there is bound to be a number who fall 
within the category of being financially able to pay for all medical and hospital 
expenses they incur. And many of these people also have insurance with com- 
mercial insurance companies. It is estimated that about 15 or 20 percent 
of these people would fall within these two categories. F 

This, then leaves only about 5.4 percent of the population over age 65 who are 
without coverage of some sort. A large number of these people, specifically 
17,488, or 0.9 percent are now being adequately and properly provided for 
under the various medical care programs operated by local and State depart- 
ments, both on an inpatient and outpatient basis. Many of these individuals 
would not be eligible to receive benefits under the proposed provisions of H.R. 
4700 because they are not eligible for social security but are recipients of old- 
age assistance or recipients of local welfare grants. 

In addition, there have been great inroads made on the provision of health 
insurance to over-65’s. Many commercial organizations are actively promoting 
the sale of health insurance to these over-65’s and many more will be adequately 
provided for through this means. 

The passing of a law such as this will not wipe out the problems of the aging 
with the stroke of a pen. Many efforts are being made on local and State 
levels to investigate the needs of the aging and to develop solutions to these 
problems. 

In the State of Maryland there has recently been authorized by the State 
legislature the formation of a commission on the aging. This commission be- 
came effective on July 1 and is now planning to undertake a comprehensive 
study of all facets of this problem. 

The State medical society for many years has had a geriatrics committee 
and this group is now actively engaged in seeking solutions to this problem 
and is hoping to work closely with the State commission on the aging to seek 
a solution to any medical or health problems that may exist and with which 
the commission is not familiar. 
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I will not go into the details of what is being done on a national level in this 
regard. Suffice it to say that a regional conference on problems af the aging 
is being scheduled for Baltimore in early 1960. This regional conference is 
similar to other regional conferences that have ,been held throughout the 
country in the past several months. ’ 

In brief, then, the problem of provision of health care for those over-65’ers 
is not as acute as some of the proponents of H.R. 4700 would have us believe. 
There is progress being made on a local level; and, as more information is 
gathered, solutions to additional problems that may be uncovered will be found. 
A positive, optimistic approach has been adopted on a State level. 

In closing, I would like to point out some things which have probably already 
been brought to your attention dealing with the actuarial soundness of the 
whole social security program. We are in agreement with these points, but I 
would like to emphasize them once again: 

1. Such a program would lead to poorer medical care for those people over 
age 65. 

2. This would eventually lead to a completely socialized medical program for 
the entire country. 

3. You would find that as more hospital and nursing home beds became 
available the tendency would be to admit patients and provide them with cus- 
todial care rather than care for acute or chronic illness. 

4. There is the inherent danger of complete collapse of the social security 
system because of the financial drain placed upon it for this type of program. 

It is the sincere wish of the Medical and Chirurgical Faculty of the State of 
Maryland that H.R. 4700, 85th Congress, should not be favorably considered 
by the House Ways and Means Committee. 

Sincerely, 
Kari F. Mecu, 
Chairman, Legislative Committee. 


STATEMENT OF THE ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, INC., 
BY Dr. Louis S. WEGRYN, PRESIDENT 


The Association of American Physicians and Surgeons is opposed to H.R. 4700, 
known as the Forand bill, for many sound and logical reasons which will be 
given later-in this statement. ‘The association’s position of opposition to so- 
cialistic medical care for the beneficiaries of social security was first established 
when the delegates (elected by the members in each State) and the assembly 
(representing the membership at large), meeting in Miami Beach, Fla. on 
April 27, 1957, unanimous adopted a resolution “in opposition to free hospitali- 
zation for social security. beneficiaries.” AAPS reaffirmed its opposition to this 
type of legislation when the delegates, meeting in Chicago, Ill. on October 19, 
1957, unanimously approved a resolution opposing the original Forand bill 
(H.R. 9467) of the 85th Congress. 

Once again, the AAPS delegates and assembly stated their opposition to this 
socialistic legislation at their meeting on April 4, 1959 at Fort Worth, Tex., 
when they unanimously adopted a resolution of opposition specifically aimed at 
the Forand bill, H.R. 4700 (S6th Cong.). The resolution follows : 


“RESOLUTION ON THE ForRAND BILL (H.R. 4700) 


“Whereas, the Forand bill (H.R. 4700) proposes to furnish hospitalization, 
surgery, and nursing home care for the beneficiaries of social security (about 
13 million persons) ; and 

“Whereas the Forand bill would constitute the initiation of compulsory na- 
tional health insurance for one segment of the American public at the expense 
of working citizens ; and 

“Whereas compulsory health insurance (socialized medicine) historically has 
led to the deterioration of medical care to the detriment of patients; and 

“Whereas unlimited financing of the services would increase social security 
taxes by raising both the ceiling of the taxable income and the tax rate; and 

“Whereas these increased expenses would further strain an already unbalanced 
social security financia) structure; and 
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“Whereas care of the aged, medical or otherwise, is and should be morally a 
responsibility of families and localities: Therefore be it 

“Resolved, That the assembly and house of delegates of the Association of 
American Physicians and Surgeons, Inc., in regular session assembled in Fort 
Worth, Tex., this 4th day of April 1959, oppose H.R. 4700 and urge the members 
of the Senate and House to vote against its enactment.” 

The members of AAPS oppose H.R. 4700 because— 

1. In most instances it denies the vitally important right of free choice 
of physicians. 

2. It imposes a third party into the physician-patient relationship which 
will inevitably place the Federal interventionist in the position of making 
medical decisions affecting the health and welfare of the patient. 

3. It is unquestionably socialized medicine for the recipients of social 
security paid for by the working population who, eventually, would want 
to get their share of the social security socialistic medical and hospital doles. 
This would lead to a demand for similar socialized medical and hospital care 
for the entire population—with resultant inferior care. : 

4. It shifts the responsibiilty for care of the aged and sick from the family 
and local agencies (where they rightfully belong) to the Federal Govern- 
ment. 

5. This welfare-state approach would contribute to the destruction of the 
individual’s self-reliance and initiative and encourage his dependence on an 
all-powerful central government for his health and welfare needs. 

6. Since the medical and hospital care costs of this plan are entirely 
unpredictable, there is utterly no way of knowing how much H.R. 4700 
would cost the American taxpayers. Social security is already paying out 
more money than it is taking in by way of compulsory taxation. The social 
security trust fund is short in cash of more than $200 billion to meet its 
committed doles to the constantly increasing number of beneficiaries. H.R. 
4700 would compound the insolvency and irresponsible financing of social 
security. 

7. It would mean higher taxes with less take-home pay for employed 
citizens who are already bending under the yoke of excessive compulsory 
taxation. 

8. The Federal Government would be given the right to fix fees and charges, 
and the establishment of this principle would lead to its extension to other 
segments of the economy and inevitably to inferior medical care, as it has 
done in every country where socialized medicine is practiced. 

9. “Something for nothing” hospital and medical care would encourage 
patient abuses of the system and would create a dangerous crowding of 
hospital space. 

10. H.R. 4700 would tend to destroy community incentive to support and 
build hospitals and citizens would be encouraged to shift the responsibility to 
the Federal Government and away from private and local governmental 
sources, where this responsibility rightfully and morally belongs. 

The members of this association believe that these are valid reasons for 
opposing H.R. 4700. 

Care of the sick and aged should be the responsibility, first, of the families, 
and, second, local agencies. The services rendered should be provided under our 
incomparable system of free enterprise and not be shifted to the Federal Gov- 
ernment with services provided under an expanded system of socialism. 

This bill, if passed, will be such a strong endorsement of the philosophy of 
social security, and will fix so firmly upon the American people the shackles of the 
welfare-state, that most citizens alive today will live to see the total and perma- 
nent destruction of individual freedom. 

We urge the members of your committee and the Congress to reject H.R. 4700, 
Social Security Amendments of 1959, and any other type of legislation proposing 
socialized medical and hospital care—a system that inevitably would lead to 
the deterioration of these services to the detriment of the American people. 


Louis S. WEaRYN, M.D., 
President, Association of American Physicians and Surgeons, Inc. 
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WINSTON-SALEM CHAMBER OF COMMERCE, 
Winston-Salem, N.C., July 10, 1959. 
Hon. WILBUR MILLS, 
Chairman, House Ways and Means Committee, + 
House Office Building, Washington, D.C. 

DEAR CONGRESSMAN Minis: The Winston-Salem Chamber of Commerce wishes 
to register its opposition to H.R. 4700, known as the Forand bill. 

It may be of interest for you to know how this decision was reached. 

A subcommittee of 5 business and professional men from our governmental 
affairs committee studied this bill and made its recommendation to the full com- 
mittee, comprised of 21 business and professional men, representing an excellent 
cross section of all types of business. 

The governmental affairs committee, in turn, made its recommendation to the 
board of directors, which has about 35 members, again representing the various 
professions and a number of different types of businesses. 

Each group gave careful consideration to the bill and arrived at the conclusion 
that it should not be enacted. 

It will be appreciated if you would see that this is made a part of the record 
of the House Ways and Means Committee which, I understand, will soon have 
hearings on this bill. 

Very sincerely yours, 
Roya. R. Brown, President. 


CALIFORNIA STATE CHAMBER OF COMMERCE, 
San Francisco, July 8, 1959. 
Hon. WiLsur D. MILLS, 
House of Representatives, 
House Office Building, 
Washington, D.C. 


Dear Mr. Mitts: The California State Chamber of Commerce wishes to be on 
record as opposed to the principles of H.R. 4700 by Congressman Forand, pro- 
viding for nursing home care, hospitalization, and surgical services as an addi- 
tional benefit under the Social Security Act. 

Voluntary prepaid medical care plans now cover a substantial proportion of 
the population. In California, as in other parts of the country, various experi- 
mental programs are now either in actual operation or in process of formulation 
to provide adequate medical care at reasonable cost to the elderly members of 
our society. 

The enactment of H.R. 4700 and the creation of statutory medical care benefit 
rights would, for all practical purposes, destroy voluntary experimentation in 
the area of expanding prepaid medical care for the elderly and those few others 
who have not been included in the great expansion of the covered population 
during the past 15 years. 

We believe that voluntary arrangements, inherently flexible enough to accom- 
modate the varying needs and wishes of the beneficiaries, are much to be pre- 
ferred to a necessarily rigid and cumbersome Federal system with its attendant 
plethora of rules and regulations. 

After adequate experimentation, it will be possible to determine the size of the 
hard core of individuals who cannot be included in workable voluntary prepaid 
medical care plans. For such individuals, a governmental plan is proper, but the 
role of Government should be confined within this limit. 

Cordially, 
JAMES MUSSATTI, General Manager. 


STATEMENT WITH Respect TO H.R. 4700—S6TH ConarEss, Ist Session— 
BY Paut P. HENKEL, Istip, N.Y. 


I object to the principle of adopting a Federal program providing hos- 
pitalization and nursing home care for OASDI eligibles through the medium 
of title II of the Social Security Act. I also object to the principle of adopting 
any new or similar Federal program providing like benefits to all aged persons, 
whether eligible for OASDI, or not, through any other Federal Government 
medium or activity. 
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My objections are not based on a callous disregard of a problem that exists. 
The problem itself exists but ,its urgency and extent has yet to be defined. 
Moreover, the issue presented by H.R. 4700 merely adopts one course of action 
in meeting the problem which, in my opinion, would have ultimate unfortunate 
consequences. I would reject any attempts to interpret opposition to the course 
of action as proposed as an objection to hospitalization and nursing home care 
for our older population. 

I subscribe to the viewpoint of the Secretary of Health, Education, and 
Welfare, Arthur S. Flemming, who testified before your honorable committee 
on July 13, 1959, to the effect that such a plan as proposed would ultimately 
eliminate voluntary insurance plans. In this respect, I would respectfully call 
the attention of the committee to the increased activity and efforts of private 
insurance carriers within the last few years in making hospitalization coverage 
available to our older population. I feel that this is a salutory beginning, that 
satisfactory further progress will be made in this area and that the public will 
accept the coverage offered. In support of this, I would cite the forecast of the 
Secretary of Health, Education, and Welfare contained in his report dated April 
3, 1959, to this committee that, if health insurance coverage of persons aged 65 
or more continues to grow as it_did during the period 1951-57, approximately 
70 percent of this group would have some form of health insurance by 1965. 
Although the coverage and benefits provided may not expand as quickly as 
desired in some quarters, I submit that the normal steady progress obtainable 
through private initiative rather than governmental direction is the more 
desirable course. 

I support the further viewpoint of the Secretary of Health, Education, and 
Welfare, as presented in his testimony before your committee, for Congress to 
await a report on current studies to determine what role the Government should 
play in developing old-age health plans which would be both practical and 
desirable. The adoption of this viewpoint does not necessarily mean that it 
is hoped that dilatory tactics may avoid meeting the problem. Rather, it is a 
supplementary viewpoint that forthcoming studies may indicate that ultimate 
coverage should be provided through private sources. 

I would urge that the committee refrain from adopting new and different 
programs to be financed through social security taxes. There is in old-age and 
survivors insurance and disability insurance some connection with employment. 
In the former instance, there is a wage-related pension benefit and, in the latter 
instance, a wage-related benefit replacing wages lost through disability. How- 
ever, the incident of illness of a retired person, his dependents or survivors, 
is not connected with employment or prior employment. Thus, the inclusion 
of the progranr contemplated by House bill No. 4700 under title II of the Social 
Security Act is inimicable with the basic purpose of the title. The program 
contemplated should be financed, if at all, through general taxation rather than 
by specific excise tax such as the social security tax. The fact that the social 
security tax collection and administration processes present an easy way to 
tinance the contemplated program should have no substantial bearing in this 
matter. 

I question the wisdom of including the contemplated program, which involves 
comparatively unpredictable costs and contingencies which are not susceptible 
to application of actuarial techniques, under title Il of the Social Security Act. 
H.R. 4700 provides for the commingling of trust funds. The increase in the 
social security tax, if levied, should be sequestered and placed in a separate trust 
fund similar to the disability trust fund. The financing, benefit payments, and 
administrative costs should be segregated so that experience under the pro- 
gram can be readily reviewed and evaluated. This suggestion, of course, does 
not alter my basic opposition to the contemplated program. Another reason 
for opposing H.R. 4700 is the existence of the social security title I program 
of old-age assistance, which already provides the mechanics for vendor pay- 
ments for medical care for the older population which is in need. At least, 
the basic purpose of providing medical protection for older persons is already in 
operation under title I and it does not discriminate between those who are and 
those who are not covered under title II of the Social Security Act. This exist- 
ing method is, at least, a more equitable manner of meeting the problem through 
Federal Government action. In this connection, the committee should take into 
consideration that vendor payments for medical care for those receiving old-age 
assistance during the fiscal year ending June 30, 1958, amounted to $165 million 
(see table 3, Social Security Bulletin, March 1959). It would not be amiss to 
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mention that substantial support of H.R. 4700 seems to come from those who 
are dissatisfied with the progress under title I and who wish to replace some 
element of State governmental discretion under the program with centralized 
governmental control. The choice of title I rather than title II as a more 
appropriate means of meeting the problem should aot be interpreted as support 
of the former (title I) as a vehicle for meeting the problem. 

H.R. 4700 proposes to increase the social security tax on employees one- 
fourth percent; on employers, one-fourth percent; and on self-employed indi- 
viduals, three-eighths percent. It proposes up to 60 days full hospital benefits 
and 120 days of nursing home services less those days of hospitalization in a 
12-month period. The attention of the committee is respectfully directed to 
pages 76 through 89 of the April 3, 1959, report of the Secretary of Health, Edu- 
cation, and Welfare to the committee. On page 87, it is estimated that the 
level-premium cost of a 60-day hospital full benefit, as developed by the Social 
Security Administration in conjunction with the HIAA (Health Insurance As- 
sociation of America) estimates, would require a 1.5-percent tax rate. Further- 
more, on page 88 of the report, it is estimated, in a similar manner, that the 
120-day nursing home benefit less up to 60 days hospital care would require a 
1.16-percent tax rate. Thus, in effect, the proposal under H.R. 4700 would appear 
to be grossly underfinanced from a long-range level premium cost basis. 

Under the 1958 Social Security Act Amendments, the tax base was increased 
from $4,200 to $4,800 and the scheduled tax rates were increased as follows 
(when compared to the act prior to amendments) : 

One-fourth-percent increase in 1959-61, 1965, and 1975; three-fourths-percent 
increase in 1963-64, 1966-68, 1970-74; 114-percent increase in 1969. 

The further one-fourth-percent increase in the tax rates as proposed in H.R. 
4700, though insufficient from a level-premium cost basis, would cause a three- 
fourths-percent increase in the 1960 tax rate over the 1959 tax rate—an addi- 
tional $86 annual ($3 per month) tax bite out of the wages of each employee 
making $4,800 or more. This comes on top of the 1959 additional annual 
$25.50 ($2.12 per month) tax bite out of the wages of each similar employee. 

This acceleration in tax which has already begun, when coupled with the 
widespread increases in State income tax levies which have occurred in 1959 
present a serious problem to employees and their families and to employers. 
The matter of allocating disposable or spendable income after taxes is a critical 
matter facing all strata of our society. Continued encroachment of taxes upon 
such income may only result in stultified standards of living. I submit that 
the currently employed individuals are, as a matter of self-interest, more con- 
cerned with providing for the immediate and pressing needs of day-to-day living 
than they are with the defraying of the medical costs of the illnesses of the 
current OASDI beneficiaries. 

It is no longer valid to evaluate legislation on a piecemeal basis. The total 
effect of all legislation involving taxes must be considered as a whole. Accord- 
ingly, it is respectfully’ submitted that this honorable committee should balance 
the respective interests of the entire population with the interests of the smaller 
group for which benefis are proposed under H.R. 4700. 


House OF REPRESENTATIVES, 
‘ Washington, D.C., July 16, 1959. 
Hon. D. MILLs, 
Chairman, House Committee on Ways and Means, House of Representatives, 
Washington, D.C. 


DEAR CHAIRMAN MILzs: I am taking the liberty of enclosing a letter which I 
have received from Dr. John O. Austin, Garden City, Kans., together with one 
which has been transmitted to him by one of his patients, Catharine Warren 
Brown, a former resident of England and now residing in Garden City. This 
correspondence pertains to H.R. 4700 now under discussion by your committee. 

Will you kindly make the enclosures a part of your committee hearings on this 
measure? 

Thanking you in advance and with all good wishes, I am, 

Sincerely yours, 
J. Ftoyp BREEDING, 
Member of Congress. 
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GARDEN City, KAns., July 138, 1959. 
The Honorable J. FLOYD BREEDING: 

I am enclosing a letter from one of my patients giving her views on socialized 
medicine in England. These remarks are pertinent to the hearings now under- 
way on the Forand bill. ~ 

In addition to the usual comments being made about threats of third party 
interference and loss of freedom of choice, I would like to point out one other 
factor. Americans already know how much it costs to be sick, but they often do 
not know how much Federal taxes they are paying. The price tag on the Forand 
bill is high. Each worker should be told that by 1965 this program alone will 
cost him $285 per year if his annual income is $6,000. 

Who cannot buy a retirement income program with medical coverage at that 


price from independent companies even now? 
JoHn O. Austin, M.D. 


GARDEN Ciry, KANs., July 13. 


Dear Dr. AusTIN : Here are some of the main facts about socialjzed medicine as 
it is carried out in England. I sincerely hope that they may be of some use, or 
interest. It is of course a rather vast and complex setup for a lay person like 
myself to write about. The facts I give you are those gleaned and seenthrough 
years of contact both in work and as a patient and friend of many doctors. Four 
of our best friends are leading abdominal surgeons and gynecologists all of col- 
lege hospital lecturer status, five others are general practitioners. 

As an English person who has left England to make a home here to escape the 
welfare state, it causes some dismay to read and hear of the Forand bill and a 
scheme that will obviously lead to socialized medicince here. 

The scheme in England was first dreamed up by a kindly but impractical M.P. 
called Beveridge, after the war, the Labor Party used this plan with far more 
drastic promises, as a vote-catching stunt. It appealed to a great many people, 
especially the average man and woman who have a kind of mystic never never 
land belief in the good of all things that sound free. 

The only people who saw the pitfalls were the doctors themselves. 

Their reluctance was not due to any financial change which was bound to take 
place, in fact, under British B.M.A. rules no doctor has ever been allowed to 
refuse a patient treatment due to their lack of funds. They were struck off the 
rolls if money was prearranged. Only in the case of a consultant physician or 
surgeon seeing patients in his private rooms were fees discussed. The same 
men could always be seen on their consulting days in the hospitals they gave 
time to, and without charge. Also without any feeling of charity. They were 
great men who worked long hours for nothing, but those who could afford of 
course paid fees. 

Working people in England, prior to the national health scheme, were bound 
by law to be covered by insurance which paid for hospital beds and out-of-work 
pay. It all worked very well and people had a greater feeling of responsibility 
on both sides. If people wanted private treatment their fees were always 
tailored to fit their means. 

Above all, there was always the strong personal bond and interest between 
doctor and patient which always exists when people live on a mutual trust basis. 

Now, under the health scheme, all this has gone. The doctor with a formerly 
good town practice is often worse off financially. Their income is based on an 
annual capitation fee of 15 shillings, about $2 a head. Plus some ¢ar and gaso- 
line expenses and in some cases a secretary-bookkeeper. This means that often 
they have to take as many as 3,000 people onto their list to get a living income. 

The country practitioner is sometimes better off then before the health scheme; 
he may not have as many patients but his expenses are lower and he is sure 
of a set annualincome. In all cases it means that all the good doctors have too 
many patients to give real individual care to, while the not so good doctor with 
a » og dae number of patients is still sure of his income without making much 
effort. 

Country doctors in the past had many patients they often sent no account 
to if they were poor, and they were always looked after with the same kind 
interest as fee-paying patients. Now, of course, the doctor is just a civil servant; 
he has few rights, is grossly overworked, and most of them have a feeling of 
deadly frustration. They have to do things by law which previously they did 
Wilingly as part of their work. 
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A large number of patients call up at any hour day or night. If the case is 
not urgent and the doctor asks them to wait until morning, 9 times out of 10 
the patient writes an abusive letter about the doctor to their Member of Parlia- 
ment or the Minister of Health. Quite often, after a visit from some pompous 
jack in office, the doctor is fined. 

In spite of all this, if a doctor begins to feel he would like a change of dis- 
trict or county, he can no longer sell his practice but has to apply to the 
minister for a change. Those doctors who were in practice before the scheme, 
often had paid large sums for a practice. They received very little compensa- 
tion when the State took over. 

All the minor surgical care a doctor attended to in his own surgery now has 
to go to hospital outpatients department. There, of course, one waits one’s turn 
for hours, for a stitch or shot of penicillin. A bored clerk takes down your 
name, address, age, next of kin, number of children, previous treatment, and 
all this is filled onto forms in triplicate, white, pink, and blue. When you have 
nearly bled to death or are almost screaming with tiredness and almost sent 
to a physchiatrie ward, someone arrives at a strategic moment with a note to 
a doctor and you get your suture or shot. 

Then, in the doctor’s waiting room, now that he is a civil servant and there- 
fore no longer ranks with human beings, he and his house and rooms are public 
property. I have seen two women sit over the gas fire in the waiting room 
knitting, when called by the receptionist, they just said, “they were bored, 
their husbands were out, they had seen the local movie, and to save lighting their 
own fire, thought they would visit the doctor.” Some people even wait for 
trains there if the poor doctor is near the railway station. 

Others go for anything free they can get from the most intimate needs to 
crepe bandage or elastic stockings for their wretched varicose veins, mainly aggra- 
vated by walking daily to the doctor for something new or free. 

The weekly insurance stamps cost everyone an equivalent of $2,50 a week. 
This is out of an average income of $380 a week. Each patient pays 1 shilling 
for every prescription—that is, about 20 cents; this covers every medicine 
or drug, dressing, or appliance. 

Needless to say, while the people’s stamps are high enough, the national 
health debt to the treasury annually is several millions sterling. 

At this rate, something, somewhere, will crack. Taxation has broken most 
people. Income tax. is high. During the Labor government, supertax was 
1) and 6 in the pound, which is 20 shillings. Death duties are fantastic—over 
50,000 pounds, it is 75 percent. My husband’s father’s death duty came to 
$158,000. It broke us. Large portions of the country’s death and estate tax 
goes to subsidize this wild nightmare, the welfare state. On the whole, the 
hospitals are well run, but unless one gets into one of the old teaching hospitals 
where tradition still lingers, you are no longer human, but a number in a bed. 
The personal bond has gone, unless you are lucky and live in the country—the 
numbers are fewer and the doctor is still a friend. We always tried to respect 
his time off and save him journeys, but not many people do. 

When the health scheme first started, the state even dictated the type and 
pattern of instruments used. Most surgeons had some pet instruments of their 
own design. 

To get a bed in the case of serious illness or major surgery, we always went 
privately to doctors and specialists. It gets you a bed in a private hospital, but 
the surgeon is still.always pressed for time as the hospitals are filled with very 
trivial cases which, before, a doctor looked after himself in his own surgery 
or office. 

The worst aspect as a long-term policy is the complete lack of responsibility 
the health scheme has brought. Families no longer look after their old people, 
their doctors, in desperation, send them to hospital, and surgical, and sometimes 
obstetric blocks are overflowing with old people who have nothing really wrong, 
but cannot be alone. 

It is well known that if a leftwing Labor Party were returned to power, it 
would not be long before legalized euthanesia would come in. 

The doctors who were brave enough to stage a protest in 1948 were threatened 
by the Labor Minister of Health with dismissal, and replacement by 2,000 
Czechoslovakian doctors seeking political asylum. 
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It is very embittering to someone solidly English to know that such things can, 
and did happen, and are glossed over and kept undercover. It is an unhealthy 
state of apathy that 50 years ago, any politician suggesting such powers would 
have been firmly ducked in the nearest horsepond. 


These schemes sound good and rosy and benevolent, but they always run wild 
and financially break any country. 


I hope these comments may be of some use and I apologize for their length. 


It would be a real tragedy to see a doctor like yourself being owned by the 
state. 


Yours very sincerely, 
CATHARINE WARREN-BROWNE. 


(Whereupon, at 3:20 p.m., the hearing in the above-entitled matter 
adjourned. ) 
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